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This document and the impact of the Strategy Delivery Plan on equalities 
 
An equality impact assessment (EIA) is a process to make sure that a policy, project or 
proposal does not discriminate or disadvantage against the following characteristics: 
 

 age 

 disability  

 gender reassignment 

 marriage and civil partnership 

 pregnancy and maternity 

 race 

 religion or belief 

 sex 

 sexual orientation 
 

 
We are committed to making sure that our Strategy Delivery Plan does not discriminate 
against or disadvantage people.   
 
We expect all work as a result of this plan to take equalities into account and for each 
workstream and system to carry out an overarching EIA and publish this on their and our 
website. 
 
Any proposals for change will require a separate EIA process. 
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CHAPTER 1 – INTRODUCTION  
 
Foreword 
 
Our plan to deliver integrated health and care for the people of north east London 
This is the final draft of our Strategy Delivery Plan for the five year period from 2019/20 to 
2023/24. It sets out how we will all work together to respond to our known challenges 
including expected population growth with people living longer and with multiple complex 
conditions. We are committed to delivering improvements in areas like caring for our older 
and vulnerable residents, providing information to help people live healthier and more active 
lives, and giving our children the best possible start in life.  
 
The NHS Long Term Plan, published in January 2019, sets out an ambitious vision for the 
NHS over the next ten years and beyond as medicines advance, health needs change and 
society develops. It outlines how the NHS will give everyone the best start in life; deliver 
world-class care for major health problems, such as cancer and heart disease, and help 
people age well. We have used the publication of the national Long Term Plan as the 
context to refresh our 2016 strategy for health and care, and this Strategy Development Plan 
is our response to this, developed by our providers, commissioners, local authorities, our 
public and our local voluntary sector.  
 
As a system we are committed to working together in a collaborative way to deliver local 
health and care services which mean our local people have more options, better support and 
properly joined up care at the right time in the best care setting. Integral to this will be how 
we develop our north east London Integrated Care System (ICS) by April 2021. ICSs bring 
together local organisations in a pragmatic and practical way to deliver the ‘triple integration’ 
of primary and specialist care, physical and mental health services and health with social 
care. They will have a key role in working with local authorities at ‘place’ level and through 
systems, commissioners will make shared decisions with providers on population health, 
service redesign and Long Term Plan implementation.  
 
This document sets out how we will translate, take forward and deliver our ambitions, 
building on our achievements to date and our well established collaboration with partners 
and ensure that we face our challenges head on to provide and deliver sustainable and high 
quality health and care for all our residents. 
 

Barking and Dagenham Clinical Commissioning Group 
City and Hackney Clinical Commissioning Group 
Havering Clinical Commissioning Group 
Newham Clinical Commissioning Group 
Redbridge Clinical Commissioning Group 
Tower Hamlets Clinical Commissioning Group 
Waltham Forest Clinical Commissioning Group 
Barking, Havering and Redbridge University  
Hospitals NHS Trust 
Barts Health NHS Trust 
Homerton University Hospital NHS Foundation Trust 
East London NHS Foundation Trust 
North East London NHS Foundation Trust 

London Borough of Barking and 
Dagenham 
City of London Corporation 
London Borough of Hackney 
London Borough of Havering 
London Borough of Newham 
London Borough of Redbridge 
London Borough of Tower Hamlets 
London Borough of Waltham Forest 
 

In partnership with: 
City & Hackney GP Confederation, Havering Health, Healthbridge Direct, Newham Health 
Collaborative, Together First, Tower Hamlets GP Care Group, WF GP FedNet 

 
Care City, UCLPartners, London Ambulance Service, Partnerships of East London Co-
operative, St Francis Hospice, St Joseph’s Hospice, Haven House, Richard House, the 
community and voluntary sector  
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Note: this final draft document is being submitted to NHS England during a pre-
election period, when the ELHCP is bound by purdah conventions. This has meant 
that we have been unable to discuss the document in public forums as originally 
planned. As such, this is a ‘final draft’ and will be shared with partners, but not 
published when it is submitted on 15 November 2019.  
 
Once a new government is formed (i.e. after 13 December 2019) we will put this 
document on our website and share it with joint health overview and scrutiny 
committees to give them the opportunity to review it before it is finalised.  
 

 
 
 

Introduction 
 
The challenges we face over the next five to ten years are stark, and cannot be addressed 
simply by doing more of the same: 

 We are facing substantial population growth (from 2.02m to 2.28m by 2028, 13% 
growth over the next 10 years). 

 There are significant variations in clinical quality and outcomes across our health and 
care economy that need to be tackled in order to make a real impact on health 
inequalities. 

 We already have a significant workforce challenge across both health and care 
services (with over 4,500 vacancies across our NHS Trusts alone) and our 
population growth will exacerbate demand for services if we continue to deliver them 
in the same way. 

 Demand is projected to outstrip our resources and capacity which means we need to 
look at how we provide care and our financial models and systems. These 
challenges span both health and social care, and mean we need to agree a different 
way across all our partner organisations to manage financial risk. 

In order to continue to respond to the health and care needs of our local population we 
therefore need to do things radically differently. 
 
Our response needs to be three-fold: 

 Greater emphasis on preventing ill health, and empowering local people to take more 
control over their health and lifestyle choices (prevention and personalisation) 

 Ensuring the health and care services we do provide are integrated, joined up and 
appropriate for people’s needs (integrated care) 

 Rapidly modernising local approaches to health and care provision, utilising the 
academic and research base we have in north east London for the good of our local 
population (modernisation). 

 
This plan outlines how we intend to deliver on this ambitious agenda over the next five 
years, and in doing so provides our north east London response to the national Long Term 
Plan. 
  



Strategy Delivery Plan for north east London  DRAFT 
Final draft for NHS England, 15 November 2019 

7 

 

A snapshot of north east London 
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About north east London 
North east London (NEL) is a vibrant, diverse and distinctive area of London steeped in 
history and culture. The 2012 Olympics have regenerated much of Stratford and the 
surrounding area, bringing a new lease of life and enhancing the reputation of this exciting 
part of London. This has brought with it an increase in new housing developments and 
improved transport infrastructure and amenities. Additionally the area is benefiting from 
investment in health and care facilities with a world class life sciences centre in development 
at Whitechapel and confirmed funding for the Whipps Cross Hospital redevelopment and a 
new health and wellbeing hub on the site of St George’s Hospital in Havering, making it an 
exciting time to live and work in north east London. 
 
In terms of health economies (sustainability and transformation partnerships) overseen by 
one Accountable Officer by population, north east London is the second largest in England, 
with a population of over two million people and a predicted population increase of 13% over 
the next ten years. The NEL footprint covers the local authorities of City of London, Hackney, 
Tower Hamlets, Newham and Waltham Forest through to the outer north east London 
boroughs of Redbridge, Barking and Dagenham and Havering. There are seven CCGs, five 
NHS Trusts (three acute and two community and mental health), 284 GP practices, 320 
dental surgeries, 48 primary care networks and three local systems: Barking and Dagenham, 
Havering and Redbridge (BHR), Waltham Forest and East London (WEL) and City and 
Hackney (C&H).  
 
Deprivation and health inequalities 
There are many highly deprived areas across the north east London footprint. The Index of 
Multiple Deprivation shows three of our CCGs among the 20 most deprived CCGs in 
England when assessed using the average ranking index, which is the key summary 
measure. 
 

Index of Multiple Deprivation 

CCG Place in average ranking index 

Barking and Dagenham 7 

City and Hackney 9 

Havering 135 

Newham 11 

Redbridge 115 

Tower Hamlets 22 

Waltham Forest 40 

 
There are substantial health inequalities across north east London. These variations are 
shown by comparing healthy life expectancies, which estimate the number of years lived in 
“Very good” or “Good” general health determined by how individuals perceive their health. 
The mean healthy life expectancies for the different CCGs are shown in the Figure below, 
together with mean data for London and England. Mean healthy life expectancies were 
similar in England and London (63.4-63.9 for men; 63.8-64.6 for women). Six NEL CCGs 
had mean healthy life expectances below the London mean for men and also for women. 
There was considerable variation across the CCGs with differences of 8.0 years for men and 
9.4 years for women. 
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This data highlights the importance of addressing health inequalities across the north east 
London population over the course of the SDP planning period.  We will focus on addressing 
inequalities through improving primary, community and mental health care, promoting earlier 
and faster diagnostic services, and working with our local authority partners to tackle many 
of the wider determinants of health (such as housing, air pollution, and promoting a culture of 
personalised care). 
 
Mean healthy life expectancy in years for north east London CCGs 

 
Data for London and England is also shown. Dotted lines are mean values for London. 
 

The three local systems of north east London 
 
Our population is made up of over 1.2 million adults, 430,000 children, around 204,000 older 
adults and 252,000 young adults. Just under half the population (47 per cent) identify as 
white, around 20 per cent as Asian and 14 per cent as black with the remaining population 
identifying as mixed ethnicity (7.5 per cent) or other (5 per cent) and over 100 languages are 
spoken across the area. The City of London also has approximately 500,000 day time 
workers. Local residents are a mix of transient young professionals to families spanning 
generations, and life expectancy and affluence varies greatly across the footprint.   
 
This diversity and variation brings a huge richness to the life of north east London, but in 
providing services it can bring a number of challenges. As a health and care system we 
came together in 2016 to respond to these in the form of a Sustainability and Transformation 
Plan. This plan brought together system partners for the first time under the East London 
Health and Care Partnership (ELHCP) banner to respond to challenges including:  

 childhood obesity 

 high deprivation with high proportions relying on benefits, experiencing fuel poverty, 
unemployment and poor housing and environment 

 service quality issues including a high reliance on emergency services, late 
diagnoses and treatment and access to services particularly primary care  

 workforce recruitment and retention issues 
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Since then we have made improvements in quality and performance, innovation and service 
development, progress on integrated care and on developing our local workforce, working in 
close partnership with our health and care colleagues. Achievements to date include: 

 a NEL wide integrated clinical assessment services (CAS) NHS111 has been rolled 
out across north east London. This involves a multidisciplinary team of GPs, 
pharmacists, dentists, nurses, paramedics, and health advisors providing expert 
advice over the phone 

 developing a system wide estates strategy with a prioritised capital investment 
programme 

 strong place based delivery systems have been developed across C&H, WEL and 
BHR 

 the East London Patient Record has been rolled out across WEL and C&H and is 
underway in BHR. Usage has doubled in one year (currently 112,000 views per 
month) 

 an ERS (Electronic Records) programme has been delivered and paper switch off 
achieved for outpatient referrals to hospitals across NEL 

 £5.2m has been secured for the first rapid access diagnosis centre in England, which 
will open in early 2020 

 Significant improvements in the Care Quality Commission (CQC) ratings for our 
hospitals and GP practices. 
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Additionally across London we are working with partners to develop and deliver a London 
vision for health and care which aims to make London the healthiest global city. As a 
London-wide system we are committed to a focus on ensuring our residents start well, live 
well and age well. This vision outlines a commitment to dealing with childhood obesity, 
improving the emotional wellbeing of children and young Londoners, making progress 
towards zero suicides, improving air quality, tobacco control and reducing smoking, violence 
reduction, improving the health of homeless people, improving services for HIV and other 
STIs, and supporting Londoners with dementia to live well. 
 
As a partnership we have used the opportunity of developing the London Vision, and our 
response to the national Long Term Plan, to review and refresh our shared vision for health 
and care. Our partners have agreed the following strategic vision: 
 

 Delivering a 21st century NHS for our local population using the opportunities 
afforded to us by new technology, quality improvement, urban regeneration, research 
opportunities, and new models of care that we have already been piloting in NEL. 
 

 Addressing the significant health inequality challenges for our local population, 
particularly by improving primary, community and mental health care, promoting 
earlier and faster diagnostic services, and working with our local authority partners to 
tackle many of the wider determinants of health (such as housing, air pollution, and 
promoting a culture of personalised care). 

 

 Pioneering a new approach to the health and care workforce, promoting recruitment 
from our local population through apprenticeships and training opportunities; we will 
build and expand our approach to develop new and exciting roles enabling our staff 
to have portfolio careers. 

 

 Taking a different approach to services for the young and the old in our communities. 
We will take our ambitions on maternal health further, ensuring we have a holistic 
approach to the health of our 0-25 year olds that dovetails with their social and 
educational development. For our older people and others with long term health 
conditions we will pioneer holistic and less dependent models of care, particularly 
through personalisation and placing prevention at its centre.  

 

 Taking a visionary approach to finance, making population health our key financial 
driver and investing properly in prevention and longer term planning. 

 
Underpinning our vision is an absolute commitment to involving local people in decision-
making. 
 
This document sets out how we as a health and care system in north east London will take 
forward these ambitions, building on our achievements to date and our well established 
collaboration with partners to face our challenges head on and provide sustainable and high 
quality health and care for all our residents. It outlines our ambition to become an Integrated 
Care System (ICS) by April 2021, comprising our three distinct local systems: BHR, WEL 
and C&H. 
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How we have developed our strategy delivery plan 
 

Our engagement around the Long Term Plan has been conducted at local place, local 
system and NEL-wide level. The approach to each has been deliberately bespoke as each 
of our areas have established engagement methods in place. This has involved a range of 
approaches and methods including:  

• Informal discussions 
• Public meetings and events 
• Focus and specialist groups 
• Regular stakeholder and staff newsletters 
• Social media 
• Videos 
• Surveys – online, paper, through networks 
• Media channels 
• Meetings with community and voluntary groups and Healthwatch 

 
In January of this year we ran a health and wellbeing survey through our citizens’ panel and 
followed up with another survey in October. In total 265 people responded across north east 
London, giving their views on what would help them to stay healthy or be healthier and 
suggestions on what we should consider investing in as a system. We have analysed this 
feedback and taken it into account throughout the development of this plan. Excerpts from 
this survey are in the engagement summary boxes at the end of each chapter.   
 
Engagement has taken a two-pronged approach. Our local Healthwatch organisations have 
focused on face to face engagement with identified seldom heard groups in our 
communities, while partners have focused on using online communications and engagement 
channels and existing patient groups and meetings to gain feedback from the wider public 
and key stakeholders. 
 
Through this period of engagement, we have tried to make sure we:  

• hold open, clear informed and collaborative conversations 
• seek and listen to views of our partners, patients, carers and local people 
• make engagement core to our work 
• are honest and open in discussing the challenges we face as a system to the delivery 

of services 
• inform wider stakeholders of the plan – to build understanding and support for the 

approach we are taking as a system. 
• build our reputation as a group of organisations working collaboratively in the 

common, rather than individual, organisational interest 
• are clear to people about how their feedback has contributed to the plan.   
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Healthwatch-led engagement 
The eight Healthwatch organisations across north east London were commissioned to host 
two focus groups and complete 250 NEL-specific questionnaires in each CCG area. It was 
agreed that they would focus on the following priority areas:  

• primary care 
• prevention 
• personalisation 

 
NEL Healthwatch spoke to almost 2,000 people during a short engagement period to 
capture the patient voice on the NHS Long Term Plan (LTP) and completed 1275 regional 
patient surveys. Following this NEL Healthwatch developed the following recommendations 
for prevention, personalisation and primary care: 
 
Healthwatch recommendations 

Prevention 
 

 Work collectively and collaboratively to improve access to 
health care (GP and health professional) appointments 
with a view to reducing waiting times for GP and health 
professional appointments. 

 Adopt a regional approach to producing and 
disseminating prevention information that is accessible 
and relevant to NEL communities. 

 Co-create NEL Information and Signposting solutions that 
can be co-located (in GP surgeries, community 
pharmacies) and adequately inform residents about 
health, social care and wellbeing services.  

 

Personalisation 
 

 Co-produce information and signposting resources and 
support with social care providers, CVS, social 
prescribers, patients, carers and service users. 

 Develop a quality improvement project to improve patient 
access to GP appointments including identifying examples 
of best practice and sharing learning within NEL. 

 Work with partners and stakeholders to co-create better 
patient carer education ensuring that information and 
support is accessible to relevant client groups. 

 

Primary care  
 

 Work with NEL communities to explore the possibility of 
GP surgeries becoming hubs for health and wellbeing 
offering: improved access to GP/health professionals, site 
based services (blood testing, physiotherapy, alternative 
therapies) and support (information, advice and 
guidance).  

 Work with community pharmacies to improve local offer to 
communities, carers and service users in terms of 
prevention, personalisation and primary care.  

 Make it easier for patients to book primary care 
appointments (GP, health professional, and dental), 
manage medical records and order repeat prescriptions 
online.  

 

 
We are working with Healthwatch to explore how we can best work together to work through 
and deliver the recommendations and feedback to local people how their comments have 
contributed to the plan.   
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Focusing on delivery 
The next steps for engagement are detailed in chapter 8 (delivery).   
 

Spotlight on: The Citizen’s Panel 
 
Established with funding from NHS England, the ELHCP citizens’ panel has over 1,100 
members and is used to gain insight and feedback from a demographic of local people 
aged 16 and over. The panel provides a quick and easy way for the people of NEL to be 
involved in shaping our commissioning plans, priorities and service redesign. The 
objectives for the panel are: 

 to continue to increase patient and public involvement in shaping and commissioning 
services 

 to continue to increase the use of public insight in commissioning and service delivery 
decisions 

 to continue to build a demographically representative online panel of people who want 
to support the ELHCP in shaping services 

 to expand engagement methods of the citizens’ panel to provide wider range of 
engagement types (e.g.. online discussions, interactive surveys) 

 to increase response rate to engagement.  
 
The panel is just one way ELHCP are giving people an opportunity to influence local 
health and care service by sharing their views, experiences and ideas to help shape 
service that meet the needs of local people. It doesn’t replace other ways to engage, e.g. 
patient engagement forums, consultations, face to face events – it is part of a wider 
engagement strategy. 
 
Findings from surveys have been shared with workstream leads to provide qualitative and 
quantitative data, which is used alongside a range of other data to help workstreams at 
key points in projects, service design, or commissioning. We continue to keep panel 
members updated on how their feedback is being used. 
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Highlights: What local people told us 
 
“Information and advice needs to be accessible and care from medical professionals 
needs to be consistent - seeing different people all the time is not helpful. For people 
with complex, or a number of different conditions, a holistic approach needs to be 
taken instead of lots of health issues being looked at in isolation.” 
 
“Community events need to be run for local people that give healthcare providers - 
including charities – a platform to speak to the local community. Healthcare services 
need to connect with people where they live and work.” 
 
“We have to get away from blaming people as individuals for being obese or for 
drinking too much, as if people's poor health is just a 'lifestyle' choice and all you have 
to do is find the magic bullet way to 'motivate' them properly. Combine advice on 
health and diet with support for community food markets - to offer the food people 
should be eating at prices they can afford.” 
 
“Health professionals need to treat the person, not just the symptoms and conditions. 
Physical health affects mental health, and vice versa, so having longer consultations 
could save the NHS time in the long run.” 
 
“We need more peer support for unpaid carers, especially for parents of disabled 
children who are disabled themselves”.  
 
“The bureaucracy of the NHS is stressful and offputting even when it goes right, and I 
have spent too much time over the past ten years chasing missing and confusing 
communications” 
 
“The NHS needs to promote volunteering, because the evidence shows it improves 
wellbeing.  I work with a youth centre encouraging people into volunteering from age 
14 + and we have seen the benefits to their lives in the stories they tell us” 
 
“It is sometimes hard to generate the physical and psychological energy to get things 
done as I live alone” 
 
“People need encouragement. Doctors need to demonstrate that improvements are 
often better gained and retained by little steps forward, rather than looking for a quick 
return.” 
 
“Give everyone, regardless of age, access to reasonable exercise as locally to them 
as possible. The NHS needs to offer advice to local groups that support elderly, 
isolated and vulnerable people in their community.”   
 
“We need to encourage people to walk more and fit exercise into their daily 
routine.  Support also needs to be provided for stress in the workplace and advice for 
achieving good work-life balance without formal referrals and processes that put 
people off seeking support.” 
 
“I live in the City of London. A dance class costs me at least £8, so I have to choose 
between paying for a prescription or attending a dance class – I can’t afford both. We 
get told about £1 fitness classes in Hackney but I can’t go, because I need to pay for 
the bus fare there and the bus fare back”. 
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Chapter summary  
 
Our Strategy Delivery Plan sets out how we will all work together to respond to our known 
challenges including expected population growth with people living longer and with 
multiple complex conditions.  
 
We are committed to delivering improvements in areas like caring for our older and 
vulnerable residents, providing information to help people live healthier and more active 
lives, and giving our children the best possible start in life.  
 
We have undertaken extensive engagement with our local residents on how we refresh 
our strategy for health and care in light of the national Long Term Plan commitments. We 
have done our best to reflect their views and priorities in this Plan, with more activity 
planned for the delivery phase.  
 
The most pressing challenge we face as a health and care system is our significant 
population growth, and this Plan outlines the way in which we will ensure that we are 
collectively prepared to face this challenge. This plan sets out:  

 How we will tackle demand in a meaningful way, focused on addressing the social 
determinants of health rather than simply trying to alter traditional referral patterns. 

 How we will deliver real integrated care for our local residents through improved 
and responsive out of hospital services that are able to support people living with 
greater levels of health and care complexity. 

 How we will ensure that we have the most appropriate clinical services to support 
our population needs.  
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CHAPTER 2 – INTEGRATED CARE SYSTEM DELIVERY 
 
A critical part of our overall plan is the development of systems and structures to deliver 
integrated care. We will be establishing an Integrated Care System (ICS) across north east 
London by April 2021, building on the strong foundations of three existing local systems. We 
will work closely with the other ICSs in London to enable the Mayor’s aspiration of making 
London the world’s healthiest global city, with residents receiving the best health and care 
services. 
 
To make a real difference to local people we plan to anchor delivery systems as close as 
possible to where people live. We have already seen the impact of this approach for 
delivering improvements across a range of long-term conditions for our local residents, 
where services have been built up around neighbourhoods – which are being further 
enhanced by the introduction of Primary Care Networks - and referred to in this plan as 
networks. In City and Hackney and Tower Hamlets, in particular, Networks of general 
practices have been working together for over a decade with many social care services 
wrapped around the same geography to ensure delivery of care is more integrated and 
tailored to individual and family needs. Although these alliances are less mature in our five 
other local authority areas, this plan will give us the ability to fast-track the development of 
Networks based on our exemplars, and transformation funding will be utilised in each of the 
years covered by the plan to develop and enhance Networks across the patch. Through 
these changes we will ensure that the patient and service user’s perspective is at the centre 
of service delivery and planning across the whole of north east London. 
 
Our 48 networks map directly onto local authority areas, where close partnerships have 
been developed between health and care to deliver consistent and joined up services for 
both adults and children, which reflect the needs of the local population. These place-based 
partnerships vary across the patch; each will benefit from local authority-based joint 
commissioning arrangements as well as leadership and accountability through to health and 
wellbeing boards. As a partnership we are committed to developing this model further, 
enabling place-based decision making and resource allocation jointly across health and care 
on a population basis. We describe how this looks in each area later in this chapter. 
 

Making integrated care happen 
 
The shift towards integrated care will be supported by increased investment in primary, 
community care and mental health services, as well as by the creation of much more 
integrated working across health, social care and the voluntary sector at a neighbourhood 
level. We will also initiate a fundamental shift in the way the NHS operates, moving on from 
a culture of competition based on the separation of commissioners and providers, to a new 
approach based on co-operation, collaboration, integration and system-based working. Our 
providers will not just be responsible for the people they treat, but will also have a collective 
responsibility for the whole population’s health alongside commissioners. We will support 
people and organisations to change their systems, processes, behaviour and culture as we 
move towards these new ways of working. Our focus will be on strengthening clinical 
leadership, enhancing partnerships with our local authorities and embedding patient and 
public engagement across our ICS. These cultural changes will take time, but we believe 
that as trust builds and new leadership behaviours become established, this more 
collaborative system approach will lead to improved population health outcomes. It is also 
our ambition that these changes will enable north east London to become a more exciting 
and attractive place to work. We will offer more flexible and varied opportunities to staff 
across the whole system: jobs and roles linked to population health rather than traditional 
NHS institutions.  
 
Our north east London integrated care system for patients, residents and staff 
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In north east London we have developed our response to integrated care based on the 
premise that the person is at the heart of how services are delivered and how their needs 
are met. We are working hard to break down traditional barriers between organisations and 
functions in the NHS. This includes those between physical and mental health and 
commissioning and providing. Increasingly we will deliver services across whole clinical 
pathways, and for those with more complex conditions will coordinate care ensuring fewer 
appointments needing hospital visits, shared records across health and care services, linked 
diagnostics, and care provided closest to home. This will improve the experience for people 
needing care and their families, and will enable us to use precious resources more 
effectively. 
 
Key to us for the successful delivery of integrated care is our federated approach to 
population health management ensuring both care planning and provision happens as close 
to the individual as possible. Care plans and service contracts will be built up from individual 
GP practice, primary care networks (of primary, community and social care), place/local 
government area, and in each of our three local integrated care systems: City & Hackney 
(C&H), the WEL System (Waltham Forest, Newham and Tower Hamlets), and Barking & 
Dagenham, Havering and Redbridge (BHR). Only when it makes sense to do so will we 
organise planning and services at NEL or London level, with the function of the NEL 
Integrated Care System being to ensure that the system works to ensure delivery of 
integrated care, improvements in care quality and service user satisfaction, and modernised 
cost effective services that use the specialist expertise and research capabilities unique to 
north east London for the benefit of local people. 
 
We will establish a single Integrated Care System (ICS) across north east London by April 
2021. It will be supported by a single north east London CCG, three strong local systems 
(BHR, C&H and WEL), eight local authorities and 48 primary care networks. The roles and 
responsibilities across each level of the system are outlined below. 
 
Summary of north east London integrated care system 

Networks 

• Serving populations of 30,000-50,000 people 
• Integrated multi-disciplinary teams 
• Primary care networks across practices and including both 

health and social care 
• Proactive role in population heath and prevention 
• Services drawing on resource across community, voluntary and 

independent sector, as well as other public services like housing 

Place based 
systems 

• Serving local populations in line with local authority geographies 
• Integration of hospital, council and primary care teams/services 
• Develop new provider models for ‘anticipatory’ care 
• Models for out of hospital care around specialities and for 

hospital discharge and admission avoidance 

Local systems 

• WEL (Waltham Forest, Tower Hamlets and Newham), BHR 
(Barking and Dagenham, Havering and Redbridge), City and 
Hackney 

• Collaborative working between providers 
• Strategic partnerships 
• Provision at scale 

Integrated care 
system 

• System strategy and planning 
• Develop governance and accountability 
• Implement strategic change 
• Manage performance and collective financial resources 
• Identify and share best practice across the system 

 
Our approach to change is to ensure decisions happen as close to local people as possible.   
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Networks will be the key building block and the focus of integrated care delivery. We will 
ensure there are strong links to Networks via planning based on local authority footprints, so 
that new care models can work seamlessly across health and social care. This place-based 
planning will link to one of our three local systems, which have grown up organically based 
on the strength of local partnerships and the need to shift the emphasis and settings of care 
from the hospital to the community. The three local systems correspond broadly to the 
patient flows for our three main acute hospital Trusts, and each of these has very strong 
leadership from community, mental health services and local authorities that are shaping 
their development.  
 
The single CCG for north east London will have a leading role in this new integrated care 
system. With partners, it will be responsible for commissioning services that:  

• Improve outcomes, reducing inequalities and increase the quality of care for citizens, 
patients and their families 

• Achieve financial sustainability across the system and make the best use of taxpayers’ 
money 

• Create a rewarding and satisfying place to work for staff 
As a Partnership we will hold ourselves to account for delivering these improvements across 
integrated care.  
 
Achievements 
We have much of the governance and systems in place to achieve this goal: 

• We established the ELHCP in 2016, bringing together our local authorities, NHS Trusts 
and clinical commissioning groups to oversee system development. It has focused on 
service and infrastructure changes that are best planned and delivered once for north 
east London, with an independent chair in place. As we move towards integrated care, 
we anticipate that the ELHCP will transform into the NEL ICS partnership by April 2021 
(and will be in shadow format as an ICS from April 2020). 

• We created the North East London Commissioning Alliance (NELCA) in 2017, which 
aligned the seven CCGs in north east London supported by one accountable officer and 
chief finance officer. Key areas of focus for NELCA include: commissioning services 
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jointly including London Ambulance Service and integrated urgent care, specialist 
commissioning; aligning commissioning strategies for urgent and emergency care, 
mental health and planned care; and harmonising assurance processes. 

• NEL Joint Commissioning Committee (JCC), a committee within NELCA, is a forum 
where this joint work is being undertaken. The JCC’s focus has been on issues that are 
common to all CCGs, such as a common contracting approach with hospitals, and for a 
limited set of areas to take decisions about services that are commissioned once for 
north east London. As we move towards an ICS the lines between commissioning and 
providing will blur, establishing new partnerships which will be jointly accountable for 
provision, prevention and population health.  The commissioning functions of the new 
ICS will be delivered via the CCGs working together, moving towards a single CCG from 
April 2021. 

• Alongside joint commissioning arrangements, we have seen closer collaboration across 
providers. For example, within WEL and C&H there is a collaborative partnership 
between Barts, ELFT, Homerton, NELFT and GP collaboratives, focusing on 
redesigning key pathways together. Similarly, there is a chair in common at BHRUT and 
NELFT and we have recently seen the decision to have a joint CE appointed for the two 
organisations. There is also an ELHCP workstream focusing on provider collaboration 
between all the Trusts across the Partnership, which has an important role in supporting 
the service changes proposed in this Plan. A new ELHCP Board, which will move to be 
the Board for the Shadow ICS, is being established following the appointment of the 
new independent Chair in November 2019.  At present the STP Executive brings 
together the partners in ELCHP to agree our joint objectives and work programmes.  In 
future this will be via the new Board, supported by the Executive. The Clinical Senate, 
Joint Commissioning Committee, and Provider Collaborative Board undertake the 
clinical, commissioning and provider collaboration functions of the STP/ICS, feeding in 
to the STP Executive. 

 

 
 
Proposed high level governance structure for ELHCP/NEL ICS 
 
(There are a number of different governance arrangements that wrap around this proposed 
structure, such as Health and Wellbeing Boards and place-based governance). 
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Across London we have been working with NHS England and Improvement on our ICS 
development, using the learning from the national ICS pilots. The assessment of our 
progress has been agreed as “Developing” (see the chart below) and we are working closely 
with the London team to ensure that we incorporate the areas for development within our 
local programme. Discussions have progressed to secure the additional support referred to 
in the chart. 
 

 
We are carrying out the development work necessary to start operating as a shadow ICS 
from April 2020, including recruiting a new chair for the emerging ICS. This will allow us a 
year of shadow running to test this new way of working, with the intention of being fully 
operational from April 2021. 
 
Our programme timetable is outlined below. Early engagement is already underway, and 
discussions are taking place at each level in our federated ICS. Key to this will be finalising 
and agreeing what happens at which level of the system. Our underlying principle is that 
decision-making will sit as locally as possible, unless there is agreement and good reason 
for it to sit elsewhere. Delivery will happen in local integrated partnerships, but the whole 
system will work together to set the strategy, manage risk and hold ourselves collectively to 
account.  
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ICS timetable 

 
 
Our local systems 
The most important feature of our ICS in north east London is its federated nature, being 
made up of three distinct population-focused systems: Barking and Dagenham, Havering 
and Redbridge (BHR), Waltham Forest, Tower Hamlets and Newham (WEL: Waltham 
Forest and East London), and the City of London and Hackney (C&H). 
 
Each of these systems has developed local priorities based on the needs of their 
populations, developed collaboratively across organisations and through local engagement. 
Here we describe the key features of the population of each of our systems, as well as 
priority areas and the emerging out of hospital model of care. Developing a new model of 
integrated care for out of hospital services is an overarching priority across the plan. Across 
all of our systems, these models will be based upon the network geographies described in 
the primary care section of this plan. Each of the systems is described in more detailed the 
system biographies attached to this plan. 
 
Networks, supported in some systems by a wider neighbourhood structure, have a critical 
dual purpose: firstly, as the model for strengthening primary care and secondly as the 
vehicle for delivering integrated care via multi-disciplinary teams. They will have a crucial 
role in supporting people with increasingly complex health and care needs out of hospital, 
providing care closer to home and maximising how community resources are used. They will 
have a comprehensive offer to patients that encompasses physical and mental health, as 
well as social care and voluntary sector services. The national service specifications for 
networks that will be released in April 2020, in particular those covering enhanced health in 
care homes and anticipatory care, will outline the expectations on commissioners and 
providers for creating integrated care at a network level. We have outlined the current local 
service models in place to support integrated care, and in chapter four of this document we 
describe the work underway to support the development of Primary Care Networks (PCNs). 
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Each local system, with its PCNs and councils, is developing a more detailed bespoke 
delivery plan aligned with their system focused priorities and we have reflected these in this 
plan only in summary form. Overall, each local system’s role will be to: 

• Remove organisational boundaries to promote organisations to collectively treat a 
person enabling better coordinated, more seamless and responsive care bringing 
together not only health and social care, but a range of other services that are critical 
to supporting our population to live healthy lives 

• Achieve more effective use of resources as organisational barriers that result in 
duplication and waste are removed 

• Shift resources to promote a greater focus on early intervention and prevention 
activities; promoting individual empowerment and self-care for people to manage 
their own health and wellbeing and to live a healthy lifestyle and live independently 
for longer 

• Support primary care through networks to work at scale 

• Enable the creation of a digital platform across the system that supports population 
health management and personalised care plans 

• Utilise all community assets 

• Promote a change in culture and working practices so that our health and care 
workforce is united together as one team 

• Promote a shared vision, focused on improving outcomes, underpinned by a new 
form of contract, payment and incentive mechanisms. 

 
Barking and Dagenham, Havering and Redbridge local system  
 
Covering the three London boroughs of Barking and Dagenham, Havering and Redbridge 
(BHR), this system serves a population of 760,000 people and is a long established 
partnership. It has a diverse, highly mobile and in some cases very deprived population – all 
with unique health and wellbeing needs, who often find it challenging to access the right 
service, in the right place, at the right time. 
  
The three boroughs have distinctive features: Barking and Dagenham has a younger and 
ethnically diverse, mainly deprived population, Havering an older, largely white population, 
and Redbridge an ethnically diverse, majority Asian population. BHR’s population has been 
increasing rapidly and is projected to continue to rise for the next two decades. 
 
Population growth will result in considerable increased demand for both health and social 
care. Developing the integrated model for service delivery locally will be a key priority for the 
BHR system, to ensure resources are directed to BHR residents in the most efficient way 
possible.   
 
The BHR system is a collaboration between health and care commissioners and providers 
who have a strong and long history of working together.  System leaders are all members of 
the BHR Integrated Care Partnership Board, which has as its mission the commitment to 
work together to develop a joint approach to integrated care locally.   
 
A more detailed description of the BHR local system, including its current priorities, is 
described in the system biographies attached to this Plan. 
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City and Hackney local system 
 

The City and Hackney local system covers the City of London and the London Borough of 
Hackney. The total population is 283,600: Hackney has 275,900 residents, the City has 
7,700. While the City has a low permanent-resident population compared to other areas, 
more than 500,000 people travel to work here every weekday. There are over 320,000 
people currently registered with a local GP practice. The local population has been growing 
faster in recent years than in other parts of England, although not as rapidly as in other 
areas of north east London.  
 
The City and Hackney system’s vision is for all residents deserve to live the healthiest and 
most fulfilled lives possible. Adults and families want to feel connected to their 
neighbourhoods, to access high quality care near their homes and in hospital when they 
need to. Since 2016, local organisations who deliver and commission care in City and 
Hackney have been collaborating to provide better and more joined up services for residents 
through the local integrated commissioning and care programme.  
 
More detail about the City and Hackney local system, and its key priorities and 
programmes, is included in the system biographies attached to this Plan. 
 

WEL local system 
 
The partnership of the three boroughs of Waltham Forest, Tower Hamlets and Newham are 
known collectively as WEL (Waltham Forest and East London). In contrast to other local 
systems, the WEL system operates strongly focused place-based partnerships:  

 Tower Hamlets Together (which was a national Vanguard site) 

 Newham Wellbeing Partnership 

 Waltham Forest Better Care Together 
 
Within WEL there are three CCGs, three councils and three NHS trusts: Barts Health NHS 
Trust, East London Foundation Trust (ELFT) and North East London Foundation Trust 
(NELFT).  Each of the three place-based partnerships within WEL have a common approach 
to local care network development, of which primary care networks are the key building 
block.  Each of the partnerships works at a place level cementing the relationships between 
local authorities and hospital sites within Barts and community services.  The place-based 
partnerships are also held to account for delivery through the councils’ Health and Wellbeing 
Boards.  
 
A more detailed description of the WEL local system, including the specific priorities 
of its three place-based systems, is included in the system biographies attached to 
this Plan.  
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Our ICS as a part of London 
 
Improving the health of Londoners now and for future generations is something that cannot 
be achieved in isolation either as an ICS covering one-fifth of the city geographically or as 
the NHS on its own. That is why we have come together across the capital to work together 
collectively. This London-wide partnership is made up of the Greater London Authority, 
Public Health England, London Councils and the NHS. As such the East London Health and 
Care Partnership (and, in the future, the north east London ICS) is an intrinsic part of this 
London-wide collaboration. 
 
There is 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 are committed to working 
in partnership across London to address priority issues that require city-wide solutions, as 
well as supporting each other on a more local level by sharing good practice. 
 
Across London there are a range of strategies that have been developed to support a 
healthier environment for all who live in and use the capital and it is from these shared 
priorities that this has been developed.  

 The London Vision 

 London Clinical Network Priorities 

 The Mayor's Health Inequalities Strategy 

 NHS Specialist Commissioning London strategic priorities 

 Healthy London Partnership (focus areas)  

 The objectives of the Long Term Plan that are best met at London level 
 
Each of the following objectives have been identified across London as priorities for action: 
 
Reduce childhood obesity 

 Expand the junk food advertising ban in local authorities and on NHS sites  

 Increase the proportion of Londoners achieving two ten minute periods of walking or 
cycling each day.  

 London hospitals to adopt the new version of hospital food standards and create 
more opportunities to support children and families with maintaining a healthy weight. 
Local action to deliver this priority is detailed in chapter 3. 

 
Improve the emotional wellbeing of children and young Londoners 

 Deliver Thrive LDN's "Are we OK London" campaign.  

 Roll out of the Trailblazer initiative to establish mental health teams supporting 
schools. Local action to deliver this priority in NEL is detailed in chapter 5. 

 
Healthy children and maternity services 

 Asthma is a particular focus with children’s and young people’s asthma clinical 
networks being rolled out across London. Work is being supported by a pan-London 
awareness campaign #AskAboutAsthma.  

 Ensure newborn babies, children and young people access high quality services in 
the right place at the right time. 

 Continue to support the implementation of the Better Births agenda - for local action 
see chapter 5. 
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Create healthy environments/healthy places 

 Continue to develop healthy environments to live and work 

 Action on rough sleeping 

 Build a stop smoking London portal 

 Control of illegal tobacco and counterfeit alcohol   

 Support London employers to receive the Healthy Workplace Award accreditation. 
Local work on this objective includes the roll out of Individual Placement and Support  
(IPS)  

 See chapters 3 and 6 for local action. 
 
Improve air quality and respiratory health 

 London wide work on air pollution is underway through a number of initiatives such 
as the introduction of the ultra-low emission zone.  

 Improve access to respiratory services including asthma care for all ages and early 
intervention and preventative work. 

 NHS organisations to reduce business travel and unnecessary vehicle trips to 
hospital for patients.  

 The London Respiratory Clinical Network aims to support primary care networks 
(PCNs) to have integrated one stop diagnostic hubs for respiratory disease and 
increase virtual registry reviews. 

 See chapter 5 for local action. 
 
Improving sexual health and eliminating HIV 

 Reach zero new HIV infections. 

 Chapter 5 includes further details on this for north east London, and outlines an 
example of cross-system work to transform our local sexual health service provision. 

 
Healthy living 

 Collaborative work on a London food strategy  

 Promote physical activity through the Healthy Streets initiative  

 Collaborative work on alcohol, tobacco and drugs is underway at the London level. 

 For local action on prevention see chapter 3. 
 
Improve the health of homeless people 

 Better access to and improving specialist mental health support for homeless people. 
The Mayor has developed a rough sleeping plan of action and homeless health 
commissioning guidance has been developed.  

 For local action see chapter 5. 
 
Reduce the prevalence and impact of violence  

 Reduce the impact of violence on younger people is a London-wide priority, but it is 
recognised that this will be delivered largely through ongoing action at a local level. In 
north east London this is a particular issue, and we outline local action in chapter 3.    

 
Improve the mental health of Londoners/healthy minds 

 Support good mental health and rapid access to high quality mental health care when 
people need it.  

 Thrive LDN's Employment Network is developing a prevention initiative on healthier 
workplace cultures in the NHS.  

 Thrive LDN also supports work on multi-agency suicide prevention strategies for a 
"zero suicide city".  

 Further roll out the "Good Thinking" campaign to all local authorities and NHS 
organisations in London.  
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 Providing joined-up, seamless care, and ensuring that inpatient beds are in the right 
place. 

 See chapter 5 for local action. 
 
Improve the quality of life for ageing Londoners, addressing frailty and dementia, and 
improving care and support at the end of life 

 Work towards a dementia friendly capital city.  

 The London Frailty network focuses on enabling those living with frailty to get the 
care and support they need to lead as healthy, active and meaningful a life as 
possible. Whilst the London Dementia Clinical Network is focusing on raising 
diagnosis rates so that people living with dementia can access the support they 
need. 

 Increasing the proportion of Londoners who die in a place of their choosing is a key 
focus for the End of Life Clinical Network. 

 For local action on delivering the "Ageing Well" agenda see chapter 5. 
 
There are also a range of London-wide ambitions relating to long-term conditions that we 
have outlined in chapter 5 of this Plan.  
 

Chapter engagement summary 
 
People told us: 
 
“I think the government need to invest more funding in primary care, including for much more 
patient and service user involvement at all levels of decision-making about the governance of the 
NHS and how its services are designed, planned and delivered.” 
 
“Don’t assume what will help people to stay healthy. GPs need to ask” 
 
“It needs to be much easier to get a GP appointment with more out of hours and weekend opening 
hours.” 
 
“I think there should be more exercise groups available at local GP practices or in community 
hubs.” 
 
“I would love to have telephone calls with my GP” 

 
Each of our local systems, BHR, WEL and C&H, know their local populations’ needs best 
and so are best placed to engage with them about the priorities outlined in the SDP and 
what they think is needed to ensure truly joined up, sustainable health and care. The 
engagement approach has been to make use of existing engagement structures and 
weave the LTP priorities into the rolling programme of events and coordinate activity with 
local partners. Further engagement is planned to seek views on what the future of health 
and care services should look like in their local system and increase understanding about 
local structures and primary care networks.   
 
We want people to feel better informed about local health and care services and how to 
influence and get involved in decision making about local health services.   
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Chapter summary 
 

 Our ambition is for NEL to become an Integrated Care System by April 2021. This will 
be underpinned by one NEL CCG, three local systems: C&H, BHR and WEL, our eight 
places (local authorities) and our 48 Primary Care Networks.   

 Local accountability is at the heart of our ICS development with the intention that 
decision making should sit as close to local people as possible.  

 Over the next few months we will be developing our approach to an ICS with the 
intention to start operating as a shadow ICS from April 2020.  

 Engaging and involving our local populations will be at the heart of our ICS 
development. 

 The most important feature of our ICS is our three distinct population-focused 
systems: Barking and Dagenham, Havering and Redbridge (BHR), Waltham Forest, 
Tower Hamlets and Newham (WEL) and City of London and Hackney. 

 The BHR system is a collaboration between health and care commissioners and 
providers who have a strong history of working together. NELFT and BHRUT work 
closely together and share a Chair.  

 Since 2016 the City and Hackney health and care system have been collaborating 
through the local integrated commissioning and care programme. Local co-production 
is at the heart of the City and Hackney approach. 

 As a system Waltham Forest, Tower Hamlets and Newham operate strong place 
based partnerships through Tower Hamlets Together, Newham Wellbeing Partnership 
and Better Care Together Waltham Forest. 

 Collectively we will work with other ICSs across London to deliver the shared ambition 
of making London the world’s healthiest global city, working with our partners to deliver 
a number of priorities. 
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CHAPTER 3 - PREVENTION 
 
Working with local government, the Long Term Plan provides the NHS in north east London 
with the opportunity to fully realise its role in addressing the determinants of health, 
preventing disease and promoting wellbeing.  
 
North east London is an area in which there are neighbourhoods, local authority areas and 
population groups with amongst the highest levels of deprivation in the country. This drives 
health inequalities through the direct impact of wider determinants of health (e.g. income, 
education, housing and the environment). It is also linked to higher levels of risk factors for 
health such as smoking, poor diet, low physical activity, high blood pressure, obesity and  
substance misuse. Improving population health requires addressing the determinants of 
health as well as risk factors and is crucial to delivering a sustainable NHS.  
 
Prevention is a priority for all eight health and wellbeing boards in NEL. Local authorities are 
working with the NHS on a range of programmes including healthy early years, healthy 
childhood, sexual health, substance misuse, tobacco cessation, obesity, physical activity, 
health checks and community development. 
 
Our NEL Prevention Board represents public health and other system stakeholders from 
across our area and leads the work of our prevention programme. Prevention priorities also 
run through our other programmes, such as cancer (screening and HPV), maternity 
(smoking in pregnancy), children and young people (immunisation, childhood obesity), 
primary care (social prescribing), diabetes, cardiovascular disease and HIV.  
 
We want to prevention to be fully integrated into the health and care system in north east 
London to maximise its potential to improve people's health and wellbeing across the life 
course and address health inequalities. This requires full engagement of the system in 
promoting health and wellbeing, identifying conditions early and improving the outcomes of 
people living with health conditions. Realising this potential is the foundation for a healthy 
population and a sustainable NHS in our sector.  
 
The NEL prevention programme outlined in this chapter sets our prevention priorities over 
the next five years. These are informed by the global burden of disease study referenced in 
the Long Term Plan and the recently launched London Vision.  
 
Our prevention priorities for NEL are: 

 System-wide transformation to build prevention into health and care  

 Smokefree NEL 

 Healthy weight in NEL 

 Improving immunisation  

 Improving air quality 

 Improving mental health and wellbeing 

 Improving identification and support for people with alcohol and drug problems  

 Improving sexual health, HIV and reproductive health outcomes 

 Improving prevention and identification of infectious diseases 
 
The sections below highlight the current picture on these issues, their importance in 
improving population health outcomes, current activity, our vision, areas of focus, indicators 
to track progress and next steps.  
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Spotlight on: City and Hackney’s Prevention Investment Standard 
 
A clear commitment has been signalled to increase the focus on, and investment in, ill-
health prevention in City and Hackney. 
 
The Prevention Investment Standard is our commitment to increase spend on prevention 
activities at a faster rate than general health budgets. Over time this will drive a shift in 
resource and focus towards preventative activities and away from reactive activities.  
 
The investment standard will be supplemented by funds to invest in community services to 
pilot new prevention activities; and to invest in prevention activity in provider services, with 
a top-slice of existing budget reserved for prevention activities.  
 
The next step is to set priorities for investing in community and provider services, with the 
potential to improve people’s long-term health and wellbeing, address health inequalities 
and achieve financial sustainability.  
 

 

Building prevention into the health and care system in north east 
London 
 
Every major review of the NHS in the last twenty years has called for a greater shift to 
prevention. Our local response to the Long Term Plan gives us an opportunity that in north 
east London we cannot afford to miss. 
 
Not addressing the causes of ill health denies our patients and residents the tools to 
optimise their health, causing further ill health and fostering dependence on the NHS and 
social care services. As our population rises and ages, with increasing demand, continuing 
to fail in this regard, will limit our capacity to treat those need to it most acutely.  
 
Whether the system supporting people around physical or mental health, in secondary care, 
primary care or the wider community, routinely ensuring that people are supported around 
the determinants of the health has to be our goal. This means ensuring our frontline of 
doctors, nurses, social workers and other are thinking about those determinants of health 
and engaging patients and residents on these issues. It also means ensuring that they have 
the tools and pathways to enable their patients and our residents can get the help they need, 
whether  it is around smoking cessation, exercise support, tackling isolation or any other 
need. 
 
This is a long term challenge for our system, but we must start now and our priorities below. 
 
Smoke free north east London 
 
Around one in five adults in north east London smoke but this increase to at least one in four 
in the most deprived neighbourhoods as well as in high risk groups (e.g. people with mental 
illness). Smoking remains the cause of premature death. It contributes to four out of the five 
most common health conditions that kill Londoners (from the London Vision) 
 
At local authority level we have plans to address tobacco use including specialist stop 
smoking services, education in schools, stop tobacco campaigns (including oral tobacco, 
shisha as well as cigarettes) smoke free organisations (e.g. NHS, council, workplace) and 
enforcement activity illegal tobacco, underage sales). 
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Acute and mental health trusts are all smoke-free and good settings to advise patients about 
the benefits of giving up smoking, providing NRT and brief advice as well as subsequent 
referral to specialist services. They are committed to playing their part in reducing the burden 
from tobacco. However, we need to strengthen the impact of this intervention to ensure that 
it results in more quits through effective referral to local services. The London Stop Smoking 
Programme digital platform supports smokers in north east London to access local services, 
resources for self-help (e.g. digital apps) and/or telephone support.  
 

 
 
We want to accelerate the decline in smoking prevalence in NEL as part of London' 
vision to be smokefree (<5% prevalence) and for the NHS to fully play its part by 
ensuring all NHS bodies are fully smoke free and smoking cessation is integral to 
clinical pathways as part of the treatment.  
 
Building on existing plans we will work together across NEL focussing on:  

 Smoking in pregnancy 

 Smoke free environments (e.g. early years, schools, youth service, council, NHS) 

 Availability of illegal tobacco 

 Provision of  a range of evidence based options to help smokers quit that suit their 
lifestyles and preferences  

 Support for smoking cessation in high risk groups (e.g. mental illness) 

 Implementing an evidence based model for smoking cessation in trusts (Ottawa 
Model) 

 Embedding culture of smoking as part of the treatment in clinical pathways 

 Supporting NHS staff to quit 

 Ensuring that the public receive evidence based advice on tobacco and cessation 
(e.g. shisha, e-cigarettes/vaping) 
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We will track the following measures (aligning with the London Vision): 

 Smoking prevalence  

 The difference in smoking rates of NEL v 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  
 
Our next steps are to: 

 Establish a smoke free NEL partnership (including local authorities, NHS, PHE) 

 Review current plans and performance across NEL on at risk groups starting with 
smoking in pregnancy and people with mental illness 

 Develop the plan for the development of the Ottawa stop smoking model in all NHS 
service 

 Develop a consistent approach to brief intervention training to support a consistent 
approach across NHS organisations 

 Integrate the London Stop Smoking Platform across organisations in NEL (sign 
posting people into local services, providing digital support and offering structured 
telephone support) 

 
Healthy weight in NEL 
Around one in five of north east London's 4-5 year olds are an unhealthy weight (mainly 
overweight but also underweight). By the time they leave primary school aged 10-11 the 
proportion affected rises to two in five. In some local authority areas up to 50% of children 
are affected as they head into secondary school.  
 
Childhood obesity impacts on many other short and long term health problems from dental 
decay, liver disease and diabetes to heart disease, stroke and cancers. Lifetime healthcare 
and productivity costs of childhood obesity are estimated to be £130k per child. 
 
The London Vision and the Mayor's Health Inequalities Strategy set out actions that include 
expanding the junk food advertising ban in more boroughs and NHS sites and partnering 
with TfL to increase the proportion of Londoners achieving two ten-minute periods of walking 
or cycling each day.  
 
At local authority level, we have partnership plans to support healthy weight in children. 
These include individual, family, school and community led approaches. Several boroughs 
participate in London/national wide initiatives including the Healthier Catering Commitment, 
the Daily Mile, School Superzones, Play Streets, Sugar Smart, Healthy Streets and 
advertising restrictions of unhealthy food across the Transport for London estate 
 
We want all children to have a fair chance at growing up healthy in north east London. 
We are committed to London' vision of a 10 per cent reduction in the proportion of 
children in reception (age 4/5) who are overweight by 2023/24 with action targeted on 
the most at risk. Across the life course, we want the health and care system to 
provide people with consistent evidence based advice on physical activity and 
healthy nutrition and to connect them to resources providing help.  
 
Building on existing borough level plans, we will work together across NEL to respond to the 
London Childhood Obesity Taskforce which sets out ten calls to action to partners.  
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These include addressing the impact of poverty on nutrition, supporting women to breastfeed 
for longer (as well as increasing initiation), skilling up early years professionals on supporting 
healthy development, making better use of child measurement to support parents, ensuring 
nurseries and schools are enabling health for life. They also include challenges to address 
the wider environment such as making free 'London water' available, creating more active, 
playful streets and public spaces, stopping unhealthy marketing and funding 'good-food' 
innovation and levering investment.  
 
We will also work across NEL to review obesity pathways (children and adult) to ensure that 
providers at all levels in the health and care system are providing consistent and advice and 
support. At local level, this will particularly link to the role of social prescribing. 
 
We will track the following measures (aligning with the London Vision) 

 Year 6: Prevalence of overweight  

 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  

 Reception: Prevalence of overweight including obesity  

 Reception: Prevalence of severe obesity  

 Adult measures (to be developed) 
 
Our next steps are to: 

 Review London Childhood Obesity Taskforce 'calls to action' 

 Review local authority childhood obesity plans 

 Review childhood and adult obesity pathways across NEL 

 Based on above reviews identify collective priorities for NEL 
 
Improving immunisation uptake 
North east London, like London as a whole, has lower uptake of immunisation. This is linked 
to factors including population growth, mobility, deprivation and population churn. In NEL, on 
average there are 2,000 changes to child health record per day and 20-40% annual turnover 
on GP patient lists. Immunisation across the life course saves lives. Effective prevention of 
illness through immunisation programmes stops the transmission of infectious diseases so 
people live healthier lives for longer and this reduces demand on the NHS. The importance 
of prevention is recognised in the Long Term Plan and at NEL level.  
 
Current trends in immunisation are concerning. The UK has lost its measles free status. The 
majority of NEL has not achieved the World Health Organisation recommended 95% 
coverage for the primaries and MMR to provide herd immunity. Immunisation uptake rates 
are falling according to the data. In NEL there are large populations who delay vaccinations. 
One in four children in London have incomplete/no MMR vaccination.  
 
We want to achieve herd immunity through immunisation (>95%) through better 
public confidence and awareness of the importance of immunisation, better reminder 
systems, an expanded immunisation workforce, more accessible appointments, better 
recording of data and better flows of data for more accurate data collections 
 
Through partnership work across the NHS and local authorities we will work together to 
strengthen the system through focussing on consistent call and recall, more accurate coding 
of immunisations to facilitate quality data extractions from GP clinical systems, robust data 
flows between providers and CHIS, a better trained and expanded immunisation workforce, 
more accessible appointments, use of extended access hubs and opportunistic immunising. 
This work is overseen by the NEL immunisation group.  
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We will track uptake at NEL level of the following childhood and adult immunisations: 

 DTaP/IPV 

 MMR 

 HPV 

 Flu (over 65s and vulnerable groups) 
 
Our next steps are to: 

 Audit call and recall systems across NEL 

 Use extended hubs for immunisation appointments 

 Review how we promote messages about immunisations to communities 
 
Improving air quality 
Like London as whole, the quality of air in many areas within NEL is dangerous to health and 
breaches legal limits. Our schools are often surrounded by poor air quality with one in five 
primary schools in poor air quality areas. 
 
Almost 30% of preventable deaths in England are due to non-communicable diseases 
specifically attributed to air pollution. Air pollution contributes to over 9,000 deaths each year 
in London and it plays a contributing factor in a range of conditions including lung cancer, 
heart disease, stroke and asthma. Particulate matter (PM) and nitrogen dioxide (NO2) are 
both major components of London air pollution. 
 
Across London, action on air pollution includes the London Mayor's Transport Strategy and 
initiatives including TfL Healthy Streets, implementation of active travel programmes, 
cleaning up the bus and taxi fleet, conducting air quality audits in schools, trip consolidation 
(e.g. through telemedicine and integration of non-emergency patient transport services, text 
alerts) and promoting health and care partnerships to take a multi-disciplinary approach to 
asthma care. 
 
In north east London, work is progressing to improve prevention, early intervention and 
access to respiratory services including asthma care and chronic respiratory disease for all 
ages. NHS organisations are also working to reduce business travel and unnecessary 
vehicle trips to hospital for patients.  
 
Local authorities are already subject to statutory guidance around air quality in the form of 
the London Local Air Quality Management (LLAQM) process. They all have air quality action 
plans signed off jointly by directors of public health and environmental health directors. 
 
We want people in north east London to breathe clean air and for the NHS to fully play 
its part through its fleet, reduction of patient journeys, promoting active travel of 
patients and staff and integrating poor air quality mitigation into clinical pathways.  
 
This will require coordinated action across the whole system strengthening air quality 
management. We will play a lead role in reducing emissions and exposure to pollution, 
particularly in relation to vehicle fleets. In addition, we will raise awareness amongst the 
public of what they can do to reduce their contribution to poor air quality and improve their 
health through increased active travel.  
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We will monitor the following metrics (aligning with the London Vision) 

 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  

 
Our next steps are to: 

 Review local authority level air quality, sustainability and transport plans and identify 
priorities for collective action across NEL 

 Review, develop and oversee plans to deliver the NHS commitments in north east 
London to cut business mileage and fleet air pollutant emissions by 20% by 2023/4 

 Link with emerging London Vision agenda initiatives to improve air quality across 
London 

 

Spotlight on: Action on air quality in the London Borough of Hackney 
 
A multi-year public health approach in Hackney has worked to tackle air pollution caused 
by road traffic. Hackney is London’s ‘capital of cycling’, with a higher proportion of 
journeys by bike than any other London local authority. As well as including part of the 
Ultra Low Emission Zone in partnership with the Mayor of London and Islington Council,  
 
Hackney was the first London borough to include ultra-low emission streets and a zero 
emissions network in the city fringe. Hackney is supporting the switch to electric vehicles 
by considerably increasing the number of charging points as well as operating emissions-
based parking permits, and has also committed to planting over 1,000 extra trees by 2022. 
 

 
Improving mental health in NEL 
One in four people across NEL experience mental ill health every year. The impact of mental 
health does not have an even distribution. Those experiencing poverty and deprivation are 
disproportionally affected by poor mental health issues. Mental health is more than absence 
of mental illness. Mental wellbeing is integral to maintaining good health, recovering from 
physical illness and living with a physical health condition. Furthermore, poor mental health 
is linked to poor physical health.  
 
Supporting good mental health and rapid access to high quality mental health care is a 
London priority. Actions are focussing on promoting open conversations about mental health 
and wellbeing (e.g. through the Thrive LDN 'Are you OK London?' campaign), encouraging 
employers to promote and support mental health and wellbeing (through the London Healthy 
Workplace Award), developing Good Thinking (a digital mental health and wellbeing service 
for adults) and coproducing community based action working with voluntary and community 
sector organisations (addressing social isolation and loneliness).  
 
All of NEL is involved in a range of Thrive LDN programmes including working with 
communities to support mental wellbeing, mental health first aid and suicide prevention 
training. We are also contributors to the Good Thinking programme and all have suicide 
prevention plans. 
 
We want north east London to be a place where everyone's mental health and 
wellbeing is supported and where the NHS plays its part through promoting mental 
wellbeing in care pathways, supporting the physical health of people with mental 
health issues and supporting the wellbeing of staff.  
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This will require ensuring NHS frontline providers are trained to promote mental wellbeing, 
identify mental health issues and ensure patients have the support they need. It will also 
require a whole organisation approach to supporting staff wellbeing (as set out in the London 
Healthy Workplace framework).  
 
We will monitor the following indicators: 

 Suicide: age standardised rate per 100,000 population 

 Sign up and achievement against the London Healthy Workplace award 

 Other metrics to be developed 
 
Our next steps are to: 

 Review borough level work and engagement with Thrive LDN to agree collective 
priorities 

 Review mental health training across NHS organisations (e.g. mental health first aid 
training) identifying opportunities for consistency and economies of scale 

 Review borough level suicide prevention plans in collaboration with the dedicated 
NEL mental health programme (including understanding the recent rise in suicide 
rates); assessing the opportunities for NEL wide alignment and reduced variation of 
care (by March 2020). 

 Review how strength based approaches to supporting mental wellbeing (including 
trauma informed approach) could be further embedded across NEL (e.g. through 
social prescribing and in early years) 

 Identify collective priorities across NEL based on the above reviews 
 
See chapter 5 for further detail on our mental health work.   
 
Improving identification and support around alcohol  
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Alcohol misuse is the biggest risk factor for death, ill-health and disability among 15-49 year 
olds in the UK, and the fifth biggest risk factor across all ages. Alcohol is a causal factor in 
more than 60 medical conditions, including: mouth, throat, stomach, liver and breast 
cancers, high blood pressure, cirrhosis of the liver, and depression.  
 
Many north east Londoners drink alcohol without it causing problems. However, over one 
fifth of adults exceed the Chief Medical Officer’s recommendation to consume no more than 
14 units of alcohol per week. It is estimated that there are over 20,000 dependent drinkers in 
north east London of which 89% are not in treatment. Around 4000 alcohol dependent adults 
live with children, of which 76% are not in treatment.  
 
In 2017, 8000 years of life were lost due to alcohol-related conditions in north east London. 
The impact is much greater in people experiencing the highest levels of deprivation. 
Admissions for alcohol related conditions in London are generally higher than England and 
are particularly high in some areas of north east London.  
 
We want our London health and care system to promote consistent evidence based advice 
to people on safe use of alcohol, to identify people with alcohol dependence across the 
range of health and care settings and to provide people with the support they need (from 
self-care to specialist support). 
 
We will work together to contribute to licensing decisions, ensure the health and care 
workforce are trained to deliver Information and Brief Advice (IBA) to make every contact 
count, ensure people are connected to alcohol treatment services through robust treatment 
pathways, minimise the impact of alcohol on the most deprived (e.g. children of dependent 
drinkers) and ensure effective provision in hospital to ensure dependent drinkers are routed 
into treatment pathways.  
 
We will monitor the following indicators: 

 Dependent drinkers not in treatment 

 Alcohol dependent adults living with children not in treatment 

 Deaths due to alcohol related mortality 

 Hospital admission for mental and behavioural disorders due to alcohol 

 Hospital admissions for alcohol related condition 
 
Our next steps are to: 

 Review local authority licensing policies and identify opportunities for collective action 

 Review training across NEL on IBA 

 Review how to embed www.mecclink.co.uk across health and care settings  

 Review alcohol health and care pathways to identify how to strengthen identification 
(e.g. screening tools) and treatment pathways 

 
Improving sexual health, HIV and reproductive health outcomes 
North east London is an area of very high sexual health need. Almost all boroughs have 
rates of newly diagnosed sexual transmitted infection (STIs) above the England average. 
Hackney, Tower Hamlets and the City of London have new STI rates in the top ten in 
England. Similarly, almost all of the boroughs have HIV prevalence rates that are “extremely 
high” and are recommended to undertake enhanced HIV testing in primary care and acute 
hospital settings.  
 
Long Acting Reversible Contraception (LARC) is recommended by NICE as more cost 
effective than the combined oral contraception pill. Rates of LARC across north east London 
are below the England average. Only Hackney has LARC rates above the London average 
with other areas in NEL having some of the lowest uptake rates of LARC in the country.  
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Poor sexual health and reproductive health has major impacts on quality of life, mortality, 
morbidity and results in significant direct costs in preventable outcomes such as STIs, HIV, 
unwanted pregnancies and also indirect costs relating to increased social care and poor 
outcomes for children.  
 
Over the past two years acute sexual health services have been recommissioned across 
NEL. This has resulted in more integrated  approaches  but there remain areas where this 
needs to be further strengthened needed including young people’ services (including 
Reproductive and Sex Education), maternity services, primary care, gynaecology services, 
termination of pregnancy services, substance misuse and preventative services.  
 
We want people in north east London to have evidence based, consistent information 
on STI and HIV prevention and promotion of reproductive health across the life 
course. We want them to have access to high quality, costs effective services in the 
right settings (e.g. pharmacy, primary care, voluntary sector and acute). 
 
We will work together to further develop the integration and alignment  of reproductive and 
sexual health services e.g. across early years, maternity, gynaecology, primary care and 
specialist services including provision of PrEP, psychosexual, substance misuse and 
treatment of STIs.  
 
We want to ensure patients are able to have had their full sexual health needs met on a 
single visit and reduce rates of STIs by improving partner notification, early detection and 
treatment and will aim to improving patient outcomes and reduce inequalities especially 
amongst specific BAME and LGBT+ communities.  
 
We will monitor the following indicators: 

 STI diagnosis rates 

 HIV late diagnosis 

 LARC rates 

 Abortion rates  

 Chlamydia detection rate (15-24 year olds) 
 
Our aspiration is to reach improvements of indicators to London average (where this is not 
the case) within three years and England average within five years  
 
Our next steps are to: 

 Increasing STI screening and reducing time to treatment especially in high need 
communities 

 Improving access to LARC 

 Introducing increased blood borne virus testing in primary care, A&E and opt out HIV 
testing for mononucleosis illnesses 

 Reviewing opportunities for joint or aligned reproductive health commissioning across 
local authorities and CCGs  
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Spotlight on: integrated sexual health services across WEL and Redbridge  
 
In 2012/13, councils became responsible for the majority of sexual health services 
including genitourinary medicine (GUM) and Contraception and Sexual Health (CaSH) 
services. Subsequently, there has been an unprecedented growth in STIs and sexual 
health activity and associated spend alongside some of the lowest Long Acting Reversible 
Contraception (LARC) levels in the country.  
 
In 2016 Newham, Tower Hamlets, Waltham Forest and Redbridge agreed to collaborate 
to explore alternative models of delivery. Engagement with residents identified: 

 Residents preferred an integrated sexual health offer, rather than separate GUM and 
CaSH. This would reduce the number of appointments needed 

 Between 30-50% of service users would be interested in an online STI testing offer.  
GUM appointments often required them to take time off work, with long waits to be 
seen 

 Young people valued the anonymity of services located in multipurpose venues 

 Providing services in GP practices was acceptable to young people but they wanted to 
be able to choose to use a different practice from their GP to ensure greater anonymity 

 Women would value an improved ‘then and there’ LARC offer. Booking an 
appointment, often several weeks in the future, reduced the likelihood that they would 
attend 

 Service users valued modern estates in accessible locations, ideally near major 
transport hubs. 

 
As a result, councils agreed to collaborate to commission an integrated sexual health 
service for the four boroughs. Barts Health was awarded an integrated sexual health 
contract, launching the new service model in December 2017. The features of the new 
approach include: 

 A new centre of excellence for excellence in Stratford, with the historic Ambrose King 
Centre in Whitechapel undertaking a £2.5m refurbishment. The centres are 
complemented by a number of nurse led satellites.  

 More staff have been dual trained in STI testing, treatment and contraception, 
increasing resource to deliver LARC. This development has resulted in a 30% 
increase in LARC uptake 

 A digital STI assessment with self-sampling kits available in clinic and through the 
post. Approximately 15-20% of all specialist STI testing now takes place this way, 
reducing waiting times, improving choice and improving patient satisfaction 

 Increased patient satisfaction 

 Increase in service users accessing longer prescriptions for oral contraception, 
reducing unnecessary appointments 

 Innovative work packages aimed at improving capacity and confidence within primary 
care, providing clinical leadership for the system, developing detailed insight in areas 
of concern i.e. HIV within the black community, develop new technology-driven partner 
notification models and improve targeted marketing.  

 
The councils have established a shared commissioning and contracting service hosted by 
Newham. The service has recently developed a pioneering approach to data analysis. 
This is providing a new level of insight which is informing performance.   
The next steps include the development of a WEL sexual health strategy, with the aim of 
reducing fragmentation across commissioning responsibilities and improve service user 
outcomes and experience. This work will be overseen by the WEL Sexual Health Board, 
whose members include providers and commissioners.   
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Other areas of focus  
 
Addressing gambling addiction  
There are an estimated 430,000 people in the UK with a gambling problem. There is an 
increasing link between problem gambling and stress, depression and other mental health 
problems and we will explore how we can address this, working together across NEL. 
 
Reducing harm from drugs  
Across NEL we need to look at the different types of drugs, both legal and illegal, people’s 
reasons for using them and the effect they have on mental health, lifestyle and general 
wellbeing and consider the drug supply chain of modern-day slavery, exploitation and 
‘county lines’ operations. Drug use and associated violent crime is complex and cannot be 
tackled by one agency alone and we support multi-agency approaches to reduce harm. 
Clearly, there is a link between crime and drug use and we support referral into treatment 
to break the cycle of offending. People in treatment use fewer illegal drugs, commit less 
crime, improve their health and manage their lives better. Keeping people in treatment 
long enough to benefit contributes to better outcomes for the person and the wider 
community. 
 
Reducing violent crime  
Violent crime destroys lives. As a partnership, we need to do more to tackle knife crime in 
north east London. The number of stabbing victims with life-threatening injuries treated by 
specialist trauma doctors has increased significantly, with an increase in the severity of 
attacks. Keeping children and young people safe is everyone’s responsibility. We will look 
at how we can use the London Mayor’s violence reduction unit which brings the police 
together with specialists from health, local government, probation and community 
organisations to tackle violent crime and the underlying causes of violent crime, taking a 
public health approach. We will explore placing youth workers in A&E departments, to 
help steer our younger people who have been involved in knife crime away from violence 
in the future. 
 
Tuberculosis (TB) 
There is a national ambition to bring best clinical practice to improve TB control and see a 
year on year decline of incidence, with the ultimate intention to eradicate this disease in 
England. The 2020 ambition remains and work continues to embed process in NEL. Our 
ambition is to standardise case finding throughout the NEL system to improve detection 
and testing rates in order to meet the NHSE ambition. Currently TB incidence is declining 
and the aim is to identify ways to continue this improvement. We will learn from Newham 
CCG, which won a HSJ award for ‘Community and Primary Care Service Redesign’ for its 
approach to tackling this condition.  
 
Behaviour change 
Behaviour plays an important role in people's health (for example, smoking, poor diet, lack 
of exercise and sexual risk-taking can cause a large number of health 
conditions/diseases). Interventions to change behaviour have enormous potential to alter 
current patterns of disease and improve health. 
 
Actions to bring about behaviour change may be delivered at individual, household, 
community or population levels using a variety of means or techniques. The outcomes do 
not necessarily occur at the same level as the intervention itself. For example, population-
level interventions may affect individuals, and community- and family-level interventions 
may affect whole populations. We will explore a coherent and evidence-based approach, 
considering generic principles for changing people's health-related knowledge, attitudes 
and behaviour, at individual, community and population levels. 
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In 2004 Derek Wanless produced his independent report Securing our Future Health, Taking 
a Long Term View. He outlined the 'engaged scenario' in which the population needs and 
the NHS spending required in order to meet those needs is reduced while outcomes are 
improved. This scenario requires a dramatic step change in how the public are actively 
engaged in their own health and how the environment in which they live supports them to do 
this. This particularly applies in areas of greatest deprivation and to those high need groups.  
 
The NHS role is fundamental to this engagement throughout the life course. An NHS with 
prevention at its heart will systematically engage with staff and patients on how they can 
maintain and improve their health as well as seek help as early possible. This will continue to 
accelerate the decline in the major causes of preventable ill health in north east London 
discussed in other sections of this document such as diabetes, cardiovascular diseases, 
respiratory disease, some cancers and infectious diseases. But most importantly, it means 
that the NHS will play its full part in enabling people in north east London to enjoy good 
health and wellbeing throughout their lives.  
 

Spotlight on: Homerton Hospital’s youth violence intervention programme 
 
Through the Youth Violence Intervention Programme, the Homerton Hospital has worked 
with the charity Redthread to embed specialist youth workers in the local emergency 
department to ensure that when young people arrive in A&E as victims of assault and 
exploitation, they gain support at a key moment of vulnerability, the ‘Teachable Moment’.  
 
In this moment many are more able than ever to question what behaviour and choices 
have led them to this hospital bed and, with specialist youth worker support, pursue 
change they haven’t felt able to before. 
 
Spotlight on: Barts Health’s work to address youth violence  
 
Staff at Barts Health NHS Trust are working with colleagues across health and community 
sectors to address serious youth violence in new and innovative ways. 
 
The trust has a dedicated lead nurse for violence reduction, who works alongside 
colleagues at the London Borough of Tower Hamlets Community Safety Partnership and 
St Giles Trust, a charity which helps victims of violent crime. 
 
More than a third of knife crime across the UK takes place in London and, as a major 
trauma centre, The Royal London Hospital receives a large share of the more serious 
knife and gunshot injuries. 
 
The hospital’s lead trauma surgeon Martin Griffiths was recently appointed as the first 
NHS clinical director for violence reduction, tasked with helping to address the number of 
stabbings and other violent crime in London. 
 
Over the last ten years, he and his colleagues have visited schools to talk about the 
dangers of carrying weapons and have combined surgical and pastoral care at The Royal 
London, changing practice to a trauma-informed model of care. The trauma service 
includes organisations such as St Giles Trust within care pathways to ensure patients are 
cared for holistically, understanding the circumstances of injury and addressing adversity 
to reduce future risk of violence and exploitation. 
 
Dr Griffiths says it’s vital that the NHS and others work together to prevent violent attacks 
happening in the first place and the aim is to build a network that empowers communities 
across the capital to challenge attitudes and behaviours that lead to violence. 
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Barts Health also runs a programme called Your Stance which enables doctors and 
nurses to teach essential life support skills to groups of young people at risk of being 
exposure to serious youth violence. This is given in schools, pupil referral units, young 
offenders institutes, youth hubs and even street outreach.  
 
In London’s major trauma centres last year, more than 1,000 young people were identified 
as in need of specialist caseworker support due to l experiences of violence or 
exploitation. Case workers were able to help more than 400 young people move away 
from violence in their lives, assisting with support including education, mentorship, 
relationship building and housing. 
 
In north east London, identifying and addressing the wider problems in the lives of knife 
crime victims is bringing results – in an 18 month period, re-admittance rates to The Royal 
London were down from 45% to less than 1%. The hospital is now undertaking a five year 
retrospective study to identify the effect over a longer period of time. 
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The London vision 
 
We are fully committed to the London Mayor’s Vision to make London the healthiest global 
city, and the best global city in which to receive health and care services. 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. 
 
Building on significant work between our organisations over several years, the London 
Vision sets out proposals for the next phase of 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. It highlights ten key areas of focus where 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 local systems so that services are genuinely integrated, and 
Londoners can start well, live well and age well. The 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 shared endeavours seek to complement and add value to local action. 
 

Area of focus for pan-
London working 

Summary of commitments (in the London Vision) 
 

Reduce childhood 
obesity 
 

We will achieve a 10% reduction in the proportion of 
children in reception (age four or five) who are overweight 
by 2023/24, delivered through bold citywide actions and 
targeted support for those most at risk 
 

Improve the emotional 
wellbeing of children 
and young people 

We will ensure access to high quality mental health 
support for all children in the places they need it, starting 
with 41 Mental Health Support Teams in 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 
 

Improve mental health 
and progress towards 
zero suicides 

We will ensure that all Londoners have access to mental 
health care, support and treatment, especially those 
experiencing health inequalities 
 

Improve air quality We work together to reach legal concentration limits of 
Nitrogen Dioxide (NO2) and working towards WHO limits 
for particulate matter2.5 concentrations by 2030 
 

Improve tobacco 
control and reduce 
smoking 

We will speed up a reduction in smoking prevalence in 
London, especially among groups with the greatest health 
inequalities 
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Area of focus for pan-
London working 

Summary of commitments (in the London Vision) 
 

Reduce the prevalence 
and impact of violence 

We will work collaboratively with the London Violence 
Reduction Unit to develop and implement effective ways of 
reducing violence, including addressing its root causes 
 

Improve the health of 
homeless people 

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 
 

Improve services and 
prevention for HIV and 
other STIs 

We will broaden partnership working to focus further on 
tackling health inequality and a wider range of sexually 
transmitted diseases 
 

Support Londoners 
with dementia to live 
well 

We will ensure that Londoners receive a timely diagnosis, 
ongoing support and are able to live well in their 
community 
 

Improving care and 
support at the end of 
life 

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 
 

 
Providing support across the whole life course

 
(From the London Vision document) 
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Chapter engagement summary 
 
People told us 
 
“Free or subsidised exercise classes for the community would be so helpful. I'm a working mum 
and it's so hard to fit exercise and healthy cooking into our busy schedule.” 

 
“People like myself, with severe physical disabilities as well as mental health issues, know what we 
should do with regard to exercise and socialising and why we should do it. We also really, really 
want to do it. We just can't find the support to do it”. 
 
“I suffer with osteoporosis. People like me would benefit from prescription passes to our local 
leisure centre, which would enable and encourage us to engage in healthy activities. As well as 
improving our physical health because we would be socialising and interacting with others this 
would also improve our mental wellbeing. Job done!” 

 
“I would love to see specific fitness classes for older or overweight solo exercisers” 
 
“Inspire people and motivate them to be healthy” 

 
“I really wish I could get an appointment with my GP or hospital doctor when I need it.” 

 
Feedback we received from Healthwatch suggested that signposting of information could 
be improved, particularly within communities for whom English is a second language. We 
wanted to explore this in more detail and in early November carried out a focus group in 
Newham with people who have lived experience of CVD and for whom language may be a 
barrier. Attendees told us that prior to diagnosis they had limited awareness of the risk 
factors which could lead to their condition. The majority were diagnosed with cardiac 
problems in secondary care settings but were all happy with the information and guidance 
they were given by the health professionals at the cardiac units when they were 
discharged. Positive feedback was given on the CVD workshops which are offered in 
Newham on referral by the GP. All of the feedback received will be fed into the planning 
taking place at the CVD Prevention Steering Group, including the identification of 
opportunities for future engagement.   
 
People told us that more should be made of the ability of digital tools to increase access 
and empower the self-management of conditions and as a preventative measure. 
 
People told us there is a need for a culture change, from reactive to preventative, though 
promoting healthy living and delaying the point at which people need care.  
 
We received positive feedback that wider social determinants such as air quality and 
housing were being considered to address the health and wellbeing needs of local people.   
 
We received feedback that workplaces are an important setting and provide opportunities 
for health promotion, prevention and signposting to local primary and secondary care 
services open to the worker populations and that we need to use the City of London and 
Canary Wharf to reach these people.  
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Chapter summary 
 

 We are committed to the Mayor London’s Vision to make London the healthiest global 
city.  

 Improving our approach to prevention is an integral part of our ambitions to transform 
the health and care system in north east London. 

 Working with partners we will ensure children have a healthy start in life and we will 
encourage local people to live healthy, active lives.  

 Our NEL Prevention Board brings together public health and other system leads to 
focus on the following priorities: reducing childhood obesity, improving air quality and 
respiratory health, improving the mental health of Londoners/Healthy Minds, Smoking 
cessation, alcohol and drug misuse, violent crime, gambling, homelessness, HIV and 
behaviour change 

 Across each priority we are seeing improvements but there is still more to do and we 
will use the development of our ICS and implementation of this Plan to build on our 
work to date and ensure prevention is at the heart of what we do. 
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CHAPTER 4 – DELIVERING CARE FOR THE 21ST CENTURY 
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After the Long Term Plan was published in January 2019, we spent time - in our local 
systems and at our Clinical Senate - looking at our models of care and reviewing them. We 
were cognisant not only if the national Long Term Plan asks but also the particular 
challenges we face in north east London: our significant health inequalities, our large 
projected population growth, and our desire to go further and faster to modernise how health 
and care services are delivered. 
 
This chapter outlines our plans for developing clinical leadership and providing joined-up 
clinical strategy spanning all our services and providers. It also indicates the ways in which 
we will implement new models of care in key priority areas. All our plans include at their 
centre an emphasis and focus on delivering high quality care. We will build on the extensive 
programmes of quality improvement and change which have been established across many 
areas of the Partnership.  
 
It summarises the consensus we achieved amongst our clinical leaders, and how we intend 
to meet our challenges. It also reflects, too, our ambition to promote healthy living and 
prevention and links to the London Vision launched in September 2019 by the Mayor of 
London and London’s Medical Director. 

 
Clinical leadership of our ICS 
 
Challenges in north east London including high population growth, workforce limitations, 
variable performance against key waiting time targets, capacity and estate utilisation, quality 
and efficiency improvement needs and financial pressures are forming the basis of our case 
for change and associated clinical strategies being developed.  
 
There is recognition across providers that we need to understand better not only single 
organisational quality and capacity challenges, but also those across NEL. These pressures 
alongside the evolution toward greater integrated and personalised care highlight the need 
to better connect and consolidate certain clinical services across organisations and across 
our local systems to ensure resilience and sustainability, and to utilise digital solutions, 
research and innovation fully.  
 
Any proposals for the future of services are being, and will be, developed with service users, 
carers, families, residents and their representatives. There is commitment to making sure 
that the rationale behind any changes and the expected improvements in quality and 
outcomes are explained clearly, that any proposed changes will be subject to public 
engagement and formal consultation as and when appropriate, and that decision-making 
processes are transparent.  
 
Integral to developing our clinical strategies is our Clinical Senate, whose role is to ensure 
that all programmes and plans that are developed are safe, effective and that the reasons 
underpinning activity and financial assumptions are clinically sound. They also have an 
active role in horizon scanning, and considering new clinical developments and how we can 
embed these across our system for the benefit of patients and staff.   
 
The Senate has led the refresh of our strategic plans, including specific Senate sessions 
looking at the key national delivery areas from a north east London perspective. Each of our 
ELHCP work programmes has a designated senior clinical lead from across the system, and 
each has been reviewed by the senate over the last six months. We have also had specific 
discussions on proposed developments in clinical service areas such as neuro-rehabilitation 
and the use of mechanical thrombectomy for acute ischemic stroke. On top of this we have 
organised clinical challenge sessions on the redevelopment of Whipps Cross Hospital, the 
BHRUT clinical strategy, and the NEL primary care strategy. 
 



Strategy Delivery Plan for north east London  DRAFT 
Final draft for NHS England, 15 November 2019 

50 

 

We have recently reviewed the membership of the Senate, ensuring that we reflect each of 
our developing local systems in its membership and reflecting a wider range of clinicians 
(nurses and allied health professionals in particular). We are implementing proposals to have 
a specific nursing and AHP Clinical Cabinet for north east London, which will work 
specifically to support the senate and our workforce delivery programme. Our Darzi Fellows 
also attend the senate, providing specific primary care input, and we have regular feedback 
both from and to the London-wide clinical networks. Directors of Public Health are also 
active members of the Senate, and we have also discussed and agreed the London Vision 
at the most recent of our senate meetings. We want to focus specifically on physical and 
mental health and primary and secondary care, and the interface between them, such as 
discharge planning. 
 
The Senate is supported by a Primary Care Board which led the development of our primary 
care strategy and plays a key role in supporting the development of primary care networks 
and delivery of integrated services within our three local systems. Since the submission of 
our draft plan in September and building on existing collaborations across our local systems, 
we have also agreed with our five NHS trusts to establish a ‘provider collaboration board’ to 
support partnership working on: 

 Shared clinical developments to improve clinical quality and service resilience 

 Specialised services developments 

 Provider development to support local systems and development of the north east 
London ICS 

 Clinical and non-clinical collaboration ensuring best use of capacity and resource 
across the system 

 
Key elements of our broader clinical strategy including our work on prevention, primary care, 
local integration of care, support for people with long term conditions and mental health are 
dealt with in other sections of this plan. The focus of this chapter is some of the key clinical 
strategies and collaborative plans being developed by our three acute trusts: Barts Health 
NHS Trust (Barts), Homerton University Hospital NHS Foundation Trust (the Homerton) and 
Barking, Havering and Redbridge University Hospitals NHS Trust (BHRUT). Our new 
Provider Collaboration Board will play a key role in supporting the implementation of these 
developments, as well as some of the collaborative plans involving our two mental health 
trusts, ELFT and NELFT.   
 

Spotlight on: Supporting nursing leadership  
 
Our nursing leadership programme began in 2019 and is supported by the NHS London 
Region CapitalNurse Programme. Initial work involved reviewing nursing leadership 
across, engaging with nurses and stakeholders to identify priorities.   
 
Preliminary objectives included exploring leadership opportunities for senior operational 
and strategic nurses across NEL that promotes integrated working, builds relationships 
and capacity as system leaders to work and lead in different ways. This helped to develop 
a work programme that develops and promotes staff and a communication and 
engagement strategy for nurses at all levels. 
 
It was agreed to form a strategic nursing cabinet programme board for NEL with 
recommendations on scope objectives and membership and began the process of co-
designing three integrated collaboratives projects to be taken forward.   
 
The Cabinet will establish a transformation programme, provide oversight and scrutiny of 
plans and enable investment to quickly and effectively support best outcomes for patients 
and help to create a sustainable health and social care landscape. 
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Supporting local integration 
Across the NEL system the improvement of integration between organisations has begun to 
develop. BHRUT, which runs Queen’s and King George hospitals, is developing its clinical 
strategy which will detail what hospital services will look like in years to come, helping to 
ensure the continued provision of high quality care for local people. Production of the 
BHRUT strategy is being led by clinicians and staff at the Trust, working closely alongside 
partners including GPs and local councils. Though there are some areas which are not up 
for consideration, for example the Trust will keep a Type 1 Emergency Department at both 
hospitals. 
 
The following priorities identified within the BHRUT clinical strategy aim to tackle some of the 
wider NEL challenges by improving integration and collaboration: 
 

 Develop joined-up teams of health and care professionals (doctors, nurses, 
therapists, social workers) to proactively care for patients with complex needs helping 
them stay as well as possible and prevent avoidable admissions to hospital. Work 
with other NHS and care organisations in our area to identify which patients will most 
benefit from support from multi-disciplinary teams of health and care workers, 
deciphering how best to organise and provide care. Put in place the necessary 
systems and processes that will allow professionals to work together even if they 
come from different organisations. For example, having the right IT systems, ensuring 
information can be shared but remain safe and confidential, ensuring that everyone is 
working to the same quality standards etc.  

 

 Maximise the opportunities presented by digital and remote technologies to work 
more efficiently and to offer alternative and easier access to care. Replace or update 
any old computer systems that are inefficient or have a significant negative impact on 
patient experience. Work towards establishing joined up patient care records with 
other organisations to improve joined-up working and deliver better quality care. 
Explore opportunities to use technology to make us more efficient and offer improved 
access to  

 

 Ease of access to the most appropriate urgent or emergency care service. Ensuring 
that the local population are able to access urgent and emergency care when they 
need to, and are seen in the most appropriate place for their needs; making the most 
of our urgent treatment centres and same day emergency care services.  

 

 Reducing the variation in quality of care ensuring the best use of capacity and 
resources by consolidating some services on to fewer sites and evaluating the 
benefits of centres of expertise (and maintain a Type 1 Emergency Department at 
each hospital). Review where we can strengthen services making them sustainable 
by analysing the multi-site services and considering the evidence indicating where 
creating centres of expertise would benefit patient care. This would need to include a 
review and redesign regards ways of working to ensure consistency of care when 
services are provided across sites and be subject to the appropriate consultation 
process.  

 

 Redesign outpatient services to make best use of available workforce capacity and 
resource. Assess where we can change and improve our ways of working so that 
patients get the right care and appropriate follow-up in a place that makes the most 
sense for patients and for local NHS care organisations.  
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 Transfer specific services into the community or the Goodmayes site. Review 
services which need not be hospital site based in order to release space at Queen’s 
and King George hospitals for care that does require hospital provision. Assessment 
of those services being transferred out of hospital will consider the skills and 
equipment needed to deliver the service elsewhere ensuring the most appropriate 
alternative sites for care.  

 

 Redesign how planned care (operations and treatments that are booked in advance) 
is organised to make best use of available capacity and resources with an ambition to 
becoming the provider of choice (versus private providers). Utilising best practice 
guidelines and standards to redesign planned care so that it is as safe and efficient 
as possible. Review which types of surgery and treatment patients receive in a 
private hospital, that could be better delivered by our hospitals and would increase 
funding for the Trust. Review what factors influence where patients are referred for 
planned treatment so we can understand how to bring more planned care to BHRUT. 
Explore opportunities to improve our capacity so we can provide more planned care.  

 

 Develop into an employer of choice by partnering with NHS organisations, local 
authorities and academic institutions (universities and colleges), to create the BHR 
Health Care Academy, promoting education, learning and training; improving 
recruitment and retention; building human resource capacity and capability across 
the System 

 

 Build partnerships with NEL and East of England organisations to provide specialised 
care. There are some areas of specialised care that are provided to a small number 
of patients that NHS regulators are encouraging trusts to work together to provide. 
Working with partners such as Barts Health to build on strengths will allow the 
delivery of efficient specialist services for local populations.  

 

 Work with NEL NHS partners to develop sustainable maternity and children’s 
services, in the context of a growing population. BHRUT is one of the largest single 
site maternity services in the country. Therefore proactive coordination and 
collaboration with NEL partner organisations will ensure continued provision of high-
quality and adaptable services able to cope with the changes in demand. 

 
Greater integration is also being progressed by Barts and the WEL system across Tower 
Hamlets, Waltham Forest and Newham. This will involve working under one common and 
shared model where appropriate, whilst concurrently sharing lessons learnt. This includes 
developing and implementing a common model for outpatients, urgent care and MSK across 
Barts Health sites as detailed in this document.  
 
The Homerton is an acute and community trust delivering care to the people of the City of 
London, the London Borough of Hackney and beyond. The Trust has consistently met its 
access targets, achieved financial balance for a number of years and is currently rated good 
by the CQC, actively supports a move to greater integration; supporting out-of-hospital care 
where this is best for patients, and continuing to deliver acute services where hospital care is 
required. The development of greater surgical and medical capacity on the Homerton site is 
important in continuing to meet population growth and ensuring that community services are 
delivered around the neighbourhood model.   
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Collaboration to improve clinical pathways 
Neuro-rehabilitation is one area where clinicians from the Homerton and Barts have come 
together to transform the pathway. Traumatic brain injury is responsible for around 900,000 
A&E attendances, and over 200,000 hospital admissions per year in England and surviving 
patients face a multiplicity of physical, cognitive, emotional and behavioural problems. These 
problems are compounded by a lack of access to appropriate rehabilitation. At present the 
management of this clinically complex patient group is fragmented and variable, and 
associated with poor outcomes.  
 
Clinical leads have been reviewing the latest research and evidence to define an optimal 
neuro-rehabilitation pathway and to lead the development of two linked proposals for 
consideration by specialised (NHSE) and local commissioners (CCGs):  

1. A new model of care to introduce early neuro-rehabilitation through a Rapid Access 
Rehabilitation Unit at the bedside for the most critically ill patients while still in the 
care of the major trauma centre at the Royal London, or at BHRUT. 

2. A proposal to increase access to neuro-rehabilitation for other patients both within 
hospital (at the Homerton) and in the community through the development of new 
local services, with the potential to improve patient outcomes and reduce long-term 
care needs for some patients. 

 
Clinical teams are aiming to improve practice by reassigning responsibility to an ‘expert 
leader’ to ensure that admitted patients and outpatients become, and continue to be, 
primarily the responsibility of a specialist consultant-led interdisciplinary team.   
 
The approach is aimed to: 

 Improve patient flows and outcomes 

 Increase cohesion of the care pathway 

 Reduce the cost of preventable disability and length of stay in acute beds 

 Avoid disruption of the overall function of the trauma service 

 Release acute neurosurgical beds for other patients in need. 

 Reduce long term disability and care needs, including CHC funded placements and 
local authority packages of care 

 Form a knowledge-based network that enables trials, research and the 
implementation of new treatments 

 
There are plans to extend this work across the whole of north east London involving BHRUT 
clinicians in the next phase following discussion at the Senate.    
 
Creating centres of excellence 
Trusts are working on proposals to develop centres of specialist excellence which will 
improve quality, create a sustainable workforce and maximise research and innovation 
opportunities. In line with this the surgical strategies of our acute providers aim to progress 
development towards providing outstanding surgical services for patients; Barts Health’s 
recent improved CQC ratings and exit from quality special measures provides an opportunity 
to take this forward. 
 
Across north east London we already have centres of excellence in cancer, cardiac, trauma 
and stroke delivering excellent outcomes to patients, and typically where surgery has been 
concentrated in a high volume centre. However, a range of other surgical services are 
currently dispersed across a number of low volume centres and the workforce (and therefore 
the expertise) is also dissipated. This results in variable quality and outcomes such as long 
waiting lists. There are prospects for our hospitals to work more effectively together bringing 
treatments together into single centres (a principle endorsed in the Transforming Services 
Together programme in 2016). 
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The Homerton and Barts Health have been jointly exploring areas for establishing surgical 
centres of expertise across the two providers, allow for more effective access for long 
waiters and providing more specialised care to residents across the two local systems. 
 
Clinical leads believe the development of centres of specialist expertise should be at the 
core of the surgery strategy – creating higher volume centres where all the complex surgical 
activity is undertaken in one place, enabling improved quality of care and outcomes. They 
would also like to see the development of networks in some other pathways to improve 
access to specialist expertise and increase the resilience of 24/7 services. 
 
Five opportunities for improvement in surgery have been identified: 

1. Ensuring all patients are able to access the same high quality care. 
2. Tackling the workforce challenges across sites. Staffing levels, experience and skill-

mix will help us recruit, train and retain the staff we need to deliver exceptional care. 
3. Developing a network approach in some pathways to enable more cross-site and 

cross-organisational working, thus improving access to expertise and resilience of 
services. 

4. Embedding education and research into our clinical services to drive improvements 
in patient outcomes and staff development.  

5. Aiming for our local NHS hospitals to be the first choice for patients in north east 
London and beyond for all relevant tertiary services. 

 
Surgeons within Barts, working with national bodies providing guidance on best practice, 
have looked at the best ways to improve patient access, outcomes and experience and 
reduce cancellations of surgery, waiting times and the length of time patients have to stay in 
hospital. Surgical activity which could potentially be concentrated on one site: 
 

 Whipps Cross Hospital could have a greater focus on surgery relevant to the care of 
the elderly. This is in line with the Trust’s aspiration that the hospital becomes 
renowned for the integrated treatment and care of frail and older people; reflecting 
the proportionately larger older population of Waltham Forest.  
 

 Newham University Hospital could host centres for routine day-case surgery and also 
specialist women’s surgery. Expanding these services would absorb planned surgery 
from the Royal London and reduce the risk of routine operations being delayed by 
complex or emergency surgery.  
 

 In addition to the major trauma centre, the Royal London Hospital could be 
developed into a centre of excellence for all complex, multi-specialty services, 
including a bespoke centre for the treatment of abdominal and pelvic conditions, and 
inpatient surgery for children and young people. 
 

 St Bartholomew’s would continue in its role as a world-leading provider of cardiac 
and thoracic surgery and a specialist cancer centre 
 

 Alongside these surgery changes, the Trust would continue to develop community-
based services at Mile End Hospital to create a diagnostic and walk-in medical hub, 
providing the majority of outpatient chronic pain procedures and cancer diagnostics. 
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These emerging hospital identities are not mutually exclusive. Whipps Cross and Newham 
would continue to serve their local communities as the first port of call for urgent and 
emergency care, as well as for many routine medical interventions. As an example, although 
Whipps Cross may develop a focus on care for elderly it would continue caring for (and 
operating on) children when needed. Also, as Newham developed a specialist identity as a 
day-case centre, surgeons on day duty would continue to perform general operations to 
support the emergency department. 
 

Barts Health surgeons perform approximately 95,000 operations a year. The gradual 
transformation of the changes being considered would mean that in ten years’ time a 
proportion of these operations would be undertaken in around a dozen new centres of 
excellence in hospitals rather than their current locations, At each hospital, some of the 
existing surgery activity would be located elsewhere in the group, while other activity would 
move in. 
 
The Homerton also has a number of centres of excellence. Their neuro-rehabilitation service 
is a nationally recognised referral centre, and we are actively engaged in the process of 
redesigning it to continue to meet increased demand (as set out above). The Neonatal 
Intensive Care Unit (NICU) at the Homerton is the largest in the country with 42 cots, and the 
Centre for the Study of Sexual Health and HIV is one of the leading academic and research 
centres for HIV in the country.   
 
We are also exploring how we could extend the benefits of the surgical strategy through a 
sector-wide approach involving the Homerton which is integral to delivering a common 
strategy of surgical care across NEL.  A new surgical partnership co-led by the medical 
directors of Barts and the Homerton is leading the development of this and also looking at 
ways to develop networked services in key areas to support greater resilience in 24/7 
services and improve waiting times. 
 
Networked hospital services 
While for some time the role of hospitals and acute care has been changing in response to 
challenges about the most effective care location for different activity, there are many 
aspects of care which can and should only be delivered in hospital, and we have some 
excellent and high performing trusts within north east London. It is a vital part of our plan to 
sustain hospitals to be there when people need them, providing emergency services to 
complex populations. Our trusts recognise the need for hospitals to work more effectively 
together through networks to improve the coordination of care and quality while also making 
best use of our estate.  
 
In addition to the work across Homerton and Barts on neurorehabilitation and surgery, Barts 
and BHRUT have been working in partnership over the last twelve months on a number of 
clinical areas, most notably in neurosurgery, provision of mechanical thrombectomy services 
to stroke patients in north east London and the wider region, and vascular surgery. 
 
The clinical neurosurgery teams at The Royal London and Queen’s Hospital have been 
exploring collaborative working across a number of sub-specialities. Both hospitals could 
benefit from greater cooperation in regards providing improved services for the NEL 
population with respect to current consultant numbers and their large catchment areas. The 
intention is to join resources to provide greater scale, specialisation across both hospitals 
and ensure patients access the appropriate infrastructure as necessary. The first area of 
collaboration is in brain cancer surgery where the teams now have a single, integrated multi-
disciplinary team meeting in place and have also established a joint out-of-hours on call.  
 



Strategy Delivery Plan for north east London  DRAFT 
Final draft for NHS England, 15 November 2019 

56 

 

Consideration is being given, in conjunction with NHS England, to organising new pathways 
between both hospitals for patients with particular surgical needs with a target to realise 
these changes early next year. This would be the first of a number of sub-speciality 
collaborations that will enhance both services and further improve care for patients. 
 
The NHS in London has set itself the challenge of providing access 24/7 to mechanical 
thrombectomy services for stroke patients. Both The Royal London, Whitechapel and 
Queen’s Hospital, Romford have large stroke services and have neuro interventional 
radiology teams offering thrombectomies during extended hours at the moment. Discussions 
on looking to combine the resources and on-call arrangements between teams to accelerate 
provision of 24/7 cover targeting establishing this at the end of the calendar year. 
 
Finally, discussions between vascular surgical teams have started negotiations on providing 
mutual support following both departments recent visits by the Getting it Right First Time 
team at NHS England. Early proposals include concentrating complex procedures, including 
aneurysms and carotids. Additionally, the teams are also anticipating a joint out-of-hours on 
call, which will not only provide better cover to vascular patients but also the complementary 
trauma and general surgery rotas at both hospitals. 
 
As well as important relationships in Hackney, with ELFT, the GP confederation and others, 
the Trust continues to develop clinical networks with specialist hospitals particularly with St 
Bartholomew’s and the Royal London. Ensuring that these relationships are effective means 
that local medical and surgical services can be delivered and only transferred when 
specialist intervention is required.  
 
Another networking opportunity for hospitals with benefits to wider health and care providers 
is the improved coordination of pathology across NEL. As required by NHS Improvement, we 
are working to establish a pathology network, to provide more responsive, high quality and 
efficient services, for north east London. Consolidating pathology services allows for the 
most consistent, clinically appropriate turnaround times, ensuring the right test is available at 
the right time. It also makes better use of our highly skilled workforce to deliver improved, 
earlier diagnostic services supporting better patient outcomes. Achieving these aims will 
require better use of technology (current and future) and utilisation of software in order that 
test results are accessible in a timely way across service providers e.g. community and 
primary care having immediate access to blood tests undertaken within an acute setting and 
vice versa.  
 
Taking a hub and spoke approach to this consolidation can ensure an appropriate critical 
mass to support specialist diagnostics, so that patients have equal access to key tests and 
services are sustainable. The Homerton and Barts are working with Lewisham and 
Greenwich Trust to create a pathology network.  
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Specialised commissioning 
 
NHS England is currently accountable for direct commissioning of prescribed specialised 
services for patients seen at the five trusts within ELHCP. The combined annual contract 
value of these services is £718m, equivalent to approximately one-sixth of all commissioning 
spend within the NHS in north east London. The key services involved in these contracts 
include: 

 Acute cardiology 

 Cancer services, including chemotherapy 

 Neonatal care at all three acute trusts 

 Renal services 

 Neurosurgery and neurorehabilitation 

 HIV 

 Sickle cell and Thalassemia 

 Medium secure psychiatry 

 Children’s inpatient mental health 

 Perinatal psychiatry 
 
These services typically provide care to patients from a wide geographical area, including 
Essex and west Hertfordshire in some cases, and have traditionally seen increases in costs 
and demand higher than for CCG commissioned services linked to new drugs and devices 
and increased patient acuity. The separation of NHS commissioning between NHS England 
and CCGs has in some cases led to poor design of care pathways, e.g. by removing the link 
between investment in primary care and prevention from changes in demand for highly acute 
services. The ELHCP are therefore establishing plans to increasingly localize planning of 
these services partly through joint or delegated commissioning and partly through provider-
led delivery networks, giving local clinicians greater control over resources and the re-design 
of care pathways to improve quality and patient satisfaction. 
 
The service areas identified for piloting of STP and CCG-led commissioning from 2020/21 
are as follows, and have been actively supported by clinical leaders via our senate: 

 Renal services – looking to establish a north London provider-led collaborative to 
develop renal services, working closely with primary care e.g. to manage CKD 
pathways. 

 Neuro-rehabilitation – linking into local development in WEL of level 2b neuro-
rehabilitation beds currently provided out of the local area through extending services 
currently provided by the Homerton to residents in the City and Hackney to Newham, 
Tower Hamlets and Waltham Forest. 

 Making better use of specialist staff at Barts Health and Homerton Hospital for level 1 
beds, improving access for the most seriously ill patients and improving earlier 
discharge where appropriate (we are aiming to develop the clinical and financial 
model for this as an exemplar for London). 

 Cardiac services – working with secondary and primary care to improve pathways 
and reduce demand on specialist services. 

 HIV – integrating services commissioned by NHSE, CCGs and eventually local 
authorities to create ‘one stop’ access for people living with HIV. 

 Sickle cell and Thalassemia – bringing together commissioning of inpatient and 
community services to promote out of hospital care and reduce unplanned 
admissions. 

 Mental health – led by ELFT, create a provider-led collaborative across north east 
and north central London to improve access to urgent hospital care for CAMHS 
patients, reducing inappropriate out of are admissions and reducing length of stay by 
investing in local CAMHS services. 
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By March 2021 the intention is to have established new working arrangements in each of 
these areas, with a priority on renal network development and re-design of the neuro-
rehabilitation services at Homerton and Barts Health. 
 
Due to the high aggregation of tertiary and highly specialised health services in some north 
east London providers, the profile of funding sources for services provided in north east 
London is complex and complicated. The commissioning of specialised services poses 
increasing challenges for the north east London ICS in particular, as the level of funding for 
these services has not always matched the costs of activity growth seen by the providers.  
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Quality 
 
Improving quality 
 
An important component underlying our clinical strategies is the aspiration for continually 
improving quality. The clinical strategy developments aim to deliver improved quality as well 
as reducing unwarranted variation and greater efficiencies. Quality indicators described 
below cover CQC ratings, patient safety and experience, the Friends and Family Test as well 
as staff surveys. 
 
Highlighted in the figures below, there have been significant improvements in CQC ratings 
across our GP practices and main providers since 2016. There is now the opportunity to 
harness the opportunity offered via quality improvement methodology (see chapter 6) to 
embed cultural change across our systems, learning from organisations and areas which 
have well-developed programmes. 

 
CQC ratings for north east London GP practices 2017-2019 

 
CQC ratings by provider 2015/16 to 2018/19 
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CQC ratings by provider and site 2015/16 to 2018/19 
 

 
 
Patient experience 
All NEL CCGs are part of the local NHSE/I led quality surveillance group (QSGs). This is 
made up of the seven CCGs in north east London and the five CCGs in north central London 
in line with recommendations made by the National Quality Board. Before each joint meeting 
a quality risk log is circulated about all providers (acute to care homes) and quality concerns 
are then discussed in detail. Key stakeholders attend including HEE, CQC and specialised 
commissioning. Going forward there will be greater uniformity from a clinical leadership and 
quality perspective once we have developed our north east London ICS and PCN 
infrastructure is further established.  
 
The already established clinical senate will continue to ensure valuable guidance, 
endorsement and recommendations to all local organisations with regards patient safety and 
experience thereby providing a NEL system overlay. Alongside these changes continued 
patient and public engagement is key in order to better understand population needs and 
experience (see Chapter 8 section on building on our public engagement). 
 
A core measure undertaken and monitored across NEL is the Friends and Family Test (FFT) 
which indicate the patient experience. The Homerton Hospital’s recommended FFT rates are 
generally better or comparable to the London average. Barts Health rates are generally 
improving particularly for inpatients and maternity, whilst the BHRUT FFT performance for 
A&E showed steady improvement between Q1 and Q2 but declined in Q3 2018/19. ELFT 
Mental Health FFTs in 18/19 indicated that 90% of the patients surveyed recommended the 
service which was consistent with the results in 17/18. There was an improvement in the 
NELFT community FFTs ending the year with 96% of people recommending its community 
health services.  
 
The diagram below indicate the FFTs for NEL GPs. There are variable scores across NEL 
with Redbridge and C&H scoring in range of the London average. 
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Friends and Family Test: results for NEL GP practices 
 

 
 

 
 
Complaints 2018/19: acute, community and mental health providers 
 

 Total new 
complaints 

Total 
complaints 

resolved 

Total 
complaints 

upheld 

Total 
complaints 

partially 
upheld 

Barts Health 2000 1978 550 1045 

BHRUT 972 1118 311 383 

NELFT 475 358 33 76 

ELFT 253 222 15 113 

Homerton  357 342 120 105 

 
  



Strategy Delivery Plan for north east London  DRAFT 
Final draft for NHS England, 15 November 2019 

62 

 

A key patient experience measure is the learning from written complaints is the percentage 
that are partially or completely upheld: if a Trust does not uphold a complaint it is unlikely to 
address the issues that gave rise to the complaint. Mental health trusts generally uphold a 
lower percentage of complaints than acute or community Trusts. In 2018/19 NELFT only 
upheld 30% with ELFT upholding (partially or completely) 58%. Homerton upheld 66% and 
Barts Health 81%. 
 
National reporting and learning system (NRLS) 

 
 

 
 

NEL providers generally perform well in terms of reporting patient safety incidents on the 
NRLS. The majority of incidents are ‘no harm’, with relatively small numbers in the severe 
harm or death category.  
 
Barts Health reported the highest number of serious incidents (SI) in NEL due to its size and 
relatively robust reporting culture. For acute trusts, diagnostic, maternity and pressure ulcer 
incidents are frequently reported, while for mental health services, self-inflicted harm is the 
most frequently reported SI type.  
 
For community health services, pressure ulcers and sub-optimal care are frequently 
reported. This reporting pattern has not changed significantly since the changes 
implemented by the SI Framework 2015.  
 
Compared to the other parts of London, NEL falls close to the middle in terms of numbers of 
Serious Incidents.  
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NHS staff survey results – London trusts 2018  
 

 
 
Staff survey 
NEL staff survey results found that Homerton and ELFT perform well on this survey with 
scores of 3.95 and 3.89 respectively. BHRUT scored 3.58 and Barts scored 3.78. In terms of 
the percentage of staff experiencing discrimination at work over the 12 month period, NELFT 
scored 13%, the Homerton, BHRUT, and ELFT scored 21%, and Barts scored 22%.  
 
At BHRUT there was a significant decrease in the percentage of staff believing that the 
organisation provides equal opportunities for career progression or promotion from 2017 to 
2018. NELFT scored 84.5%, ELFT scored 78.5%, Homerton scored 74.9%, Barts scored 
71.2%, and BHRUT scored 70.5%. 
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Spotlight on: Quality and Outcomes Framework 2018/19 
 
The Quality and Outcomes Framework (QoF) is a voluntary programme for all GP 
surgeries in England. Its clinical domain has 65 indicators across 19 clinical areas ranging 
from diabetes to mental health care. The most recent QoF findings were published online 
on 24 October 2019. The main points for north east London were highlighted by Dr John 
Robson (reader in primary care research at QMUL) for the Clinical Effectiveness Group, 
which is supported by NEL CCGs and GP at-scale providers. 
 
Key findings in 2018/9 
NEL CCGs performed exceptionally well in QOF 2018/19. They were ranked first in 
England for 14 of the 65 clinical indicators. In particular, City and Hackney CCG and 
Barking and Dagenham CCG had exceptional performance, although all performed well. 
City and Hackney achieved first national ranking in 8 indicators, top 5 ranking in a further 
14 indicators and top 20 in another four indicators. The other CCGs performance is shown 
in the table. All achieved three or more top 20 rankings. 
 
Leading national rankings for north east London CCGs 

 First Top 5 Top 20 

City and Hackney 8 14 4 
Barking and Dagenham 3 10 5 
Redbridge  4 8 
Havering  5 5 
Tower Hamlets 1 3 3 
Newham  1 9 
Waltham Forest   3 

 
Specific areas 
There were impressive overall rankings for diabetes and mental health care. This is shown 
for three indicators in different CCGs. For example Tower Hamlets achieved first national 
ranking for low cholesterol levels in diabetes and third ranking for BP control in diabetes. 
 
National rankings for diabetes care 

 C&H 
Tower 

Hamlets 
B&D 

Foot examination 1 70 4 

Blood cholesterol <5 8 1 48 

Systolic BP <150 1 3 9 

 
National rankings for mental health care 

 C&H Redbridge B&D 

Recent BP recorded 3 13 2 

Alcohol consumption recorded 7 4 1 

Care plan made 23 3 1 

 
Areas for improvement 
Inevitably there are some areas highlighted by the QoF findings where there is room for 
improvement. One example is flu vaccination where all north east London CCGs had 
relatively low rankings, varying from 90th to 188th. 

 
 

The role of quality improvement in north east London 
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The terms ‘Quality Improvement’ and ‘Improvement Science’ describe a commitment to 
continuously improving the quality of health care, focusing on the preferences and needs of 
people who use services. They encompass a set of values (which include a commitment to 
self-reflection, shared learning, the use of theory, partnership working, leadership and 
understanding context) and a set of methods (which include measurement, understanding 
variation, cyclical change, benchmarking and a set of tools and techniques). For example the 
improvements made to ‘joy in the workplace’ as shown via the Tower Hamlets EQUIP 
(Enabling Quality Improvement Programme) project leading to increased service user 
satisfaction. QI differs from quality assurance because it is formative rather than summative 
in nature. It is a method of management which generates professionalism in a supportive no-
blame environment, stimulating curiosity and learning. Its objective is to continuously 
improve health care processes in a way that will lead to improved outcomes. 
 
Organisations in north east London have been at forefront of engaging with and leading the 
development of QI approaches. This is a significant commitment but there is growing 
evidence that those organisations which invest in building the capacity and the capability of 
their workforce for systematic improvement achieve better results than those which fail to do 
so.  
 

Spotlight on: Tower Hamlets CCG’s quality improvement approach 
 
Enabling Quality Improvement in Practice (EQUIP) is an innovative programme seeking to 
embed quality improvement methodology in primary care in Tower Hamlets. Using live 
operational data to promote a systems-based view of general practice, EQUIP aspires to 
move away from a place of low staff morale, increased workload and uncertainty, to a 
place where staff can experience joy at work  and patients can enjoy a better experience 
of care. Initial evaluation of the programme in highlighted a high level of engagement with 
the programme, with 31 practices participating. 34 high quality projects were undertaken, 
with 26 improvement coaches recruited and trained and over 300 primary care staff 
trained in quality improvement. There was a positive shift in patient experience across 
EQUIP practices. 
 

 
Developing a NEL approach to quality improvement 
Organisations across NEL have adopted systematic improvement approaches and some 
work areas have developed NEL-wide quality improvement programmes. The primary care 
programme, as referenced earlier in this plan, has adopted an NEL-wide primary care QI 
work stream. There are shared approaches to using a common QI project management 
system (Life QI) and a development matrix to support at-scale providers with improving QI 
capability and capacity across practices. In BHRUT, quality improvement is promoted 
through the PRIDE way – a broad management system based on the Virginia Mason 
Institute in Seattle. Areas with well-developed QI programmes have been able to share 
learning and best practice across NEL 
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Spotlight on: Simulation training to improve quality at patient safety at the 
Homerton 
 
In situ simulation involves the interprofessional teams caring for patients in an area. Latent 
threats and system issues that potentially compromise patient safety can be identified 
through this learning method. Learning is promoted through team-based approaches as 
part of the normal working day.  
 
The aims of the Homerton’s in-situ programme are to make our services as safe as 
possible for patients and staff and create a positive learning environment, reflecting trust 
values. 
 
Simulation-Based Education (SBE) National Standards guide the approach to designing, 
delivering and evaluating the in-situ programme. The challenge was to incorporate regular 
learning into everyone’s working day and the sessions are  
 
We undertake weekly, fortnightly and monthly sessions depending on the area and use 
portable simulation equipment to recreate clinical scenarios. The Homerton has been 
running this programme since 2014 which is now established in 23+ different 
wards/departments in secondary care and multiple GP practices and paediatric satellite 
areas in primary care. Not all scenarios are clinical – it also covers difficult communication, 
safeguarding, duty of candour, complex needs, and mental health. 
 
There is a collaborative effort between the education team and clinical staff at all levels. It 
contributes towards newly-identified learning needs from any incidents that occur. This 
guides scenario design, delivery and debrief. Additionally, through the identification of 
latent errors we can proactively put measures in place to prevent things happening in ‘real’ 
time to ‘real’ patients. This trust-wide learning initiative has now become embedded into 
daily practice. The programme continues to improve with the introduction of latent error 
identification forms. The Homerton are pre-empting potential errors and through deliberate 
intervention can improve patient safety. 
 
We have invested in nurturing a multidisciplinary faculty of various grades and specialities 
in order to deliver the programme. Learning is themed around technical skills acquisition 
and recognition of the importance of non-technical skills to enhance patient safety. The 
simulation team has fostered a positive cultural change within the Trust. 
 
Serial attendance at in-situ simulation appears to be correlated with improvement across a 
range of skills or knowledge that would be beneficial to exhibit in a medical emergency. 
This improvement is seen across specialty, discipline and seniority. This would appear to 
validate the resources expended on embedding an in situ simulation programme within a 
ward, department, hospital or community setting by improving staff confidence in 
communication, handover, location of vital clinical equipment and abilities in crisis 
resource management. 
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Primary and community care 
 
Primary care is the bedrock of the NHS. GPs are responsible for the vast majority, about 
90%, of patient contact with the health service. Primary care also has a pivotal role in the 
future development of local integrated care services. These will involve networks of general 
practices, incorporating many social care and health services who support patients in the 
same locality. These integrated care services will combine a range of clinical and care 
services, which are delivered close to patients’ homes and which are tailored to meet the 
needs of individual patients and their families. This section outlines our plans to strengthen 
primary care and support the alignment of community services around networks to enable 
integrate care, ensuring a multi-disciplinary approach to the delivery of a range of service 
specifications published over the course of the Long Term Plan. 
 
Primary care networks across north east London  
A principal objective of our NEL primary care strategy, supported by funded national and 
regional investment plans, is to develop Primary Care Networks (PCNs) in line with the 
London-wide larger scale general practice vision. These PCNs will act as key building blocks 
to strengthen primary care and support local service integration. They will enable multi-
disciplinary working across health, social care and the voluntary sector. We are also keen to 
maximise their potential to become a vehicle for local NHS investment, including 
improvements in premises.  
 
Patients will also gain from a range of service developments in primary care via seven new 
services to be delivered through PCNs from April 2020 onwards. PCNs will be required to 
deliver a set of seven national service specifications. Five will start from April 2020:  

 structured medication reviews 

 enhanced health in care homes 

 anticipatory care (with community services) 

 personalised care 

 supporting early cancer diagnosis 
 
The remaining two will start from April 2021:  

 cardiovascular disease case finding 

 locally agreed action to tackle inequalities 
 
Finally, there will be improvements for patients and staff through the introduction of new 
multi-disciplinary roles via Networks – these roles will help manage workload in primary care, 
improving access and the experience of patients.  
 
Primary care in north east London will benefit substantially from the investment commitment 
of £4.5bn in real terms between 2019/20 and 2023/24. Detailed financial plans will be 
developed at local system level and collated across north east London. This investment will 
contribute to both our strategic aspirations for primary care, as well as our wider out of 
hospital services. Further details is provided in the finance section of this plan and in the 
strategic planning tool submission. 
 
Establishing the infrastructure for PCNs during 2019/20 
From July 2019, all practices have become members of a PCN, covering populations of 
between 30-100,000 patients. Each PCN is a group of separate GP practices who have 
chosen to join forces with each other, which will help them address the increasing 
challenges faced by general practice. The PCN list size is the sum of its constituent practice 
members. There are 48 PCNs across NEL, as set out below. 
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PCNs across north east London 

 
 
The focus of our work in 2019/20 is to build the infrastructure and foundations of PCNs 
consistently across NEL, so that they are ready to deliver a range of service specifications 
from April 2020 onwards, as well as begin employing a range of multi-disciplinary staff. An 
early benefit for patients has been improved access. Half-day closing has now ceased and 
there is a significant increase in the number of extended hours appointments.  
 
A range of PCN development support activities are already taking place. A local NEL PCN 
development framework has been produced summarising national and local priorities and 
support available for PCNs. Each PCN has undertaken a maturity self-assessment, 
supplemented by a development plan, which has been assessed and supported at local 
level, involving local LMCs. A NEL-wide plan has been developed to support common 
development needs across NEL to ensure economies of scale and avoid duplication. PCNs 
are in the process of recruiting for additional roles and system level discussions are in 
progress for the most efficient network workforce operating model.  
 
Furthermore, to give PCNs a comprehensive understanding of their geographical population 
and enable them to agree their local priorities, PCN profiles are being developed 
incorporating key data and metrics from primary, community, acute, public health and local 
authorities.  
 
We have also been supporting at-scale working in primary care through close collaboration 
with GP federations over the last two years, in line with the London-wide larger scale 
provider strategy. We are now in a strong position to support the new PCNs through both 
national development support, as well as a system-wide programme based upon a self-
assessment process. PCNs have already been strengthened by the appointment of clinical 
directors for each Network, who will be able to provide local leadership as well as provide a 
voice for primary care across the system. A local leadership programme is currently being 
developed to ensure consistent leadership across NEL.  
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Subject to mapping and evaluation of existing leadership development schemes, as a 
minimum the programme will include; 

 Understanding the different leadership styles and tools available 

 Understanding of how teams and systems work 

 Understanding of how all parts of health and care system work, including particular 
challenges, financial flows, making things happen etc. 

 Availability of a mentor either from within the ICS or London through accessing local 
mentors, Leadership Academy and other lists of mentors 

 Team based behaviours assessment with supporting team development activities 
based on the output of the assessment 

 Supported action learning sets 

 Delivery of a specified project within their local system on which to test and put into 
practice their leadership learning. 

 
We will invest in organisational development for PCNs, which will help to introduce new 
ways of working across local systems. A NEL new models group has been set up to have 
inclusive discussions around new and innovative ways of working with local partners. 
 
Furthermore, local system level governance reviews are in progress to ensure PCNs are 
appropriately represented to ensure primary care voice at all levels.  
 
Primary care and community services transformation  
As outlined in chapter 2, local systems have been developing their integrated out of hospital 
community service models, reflecting the needs of their local populations and local 
collaborative arrangements across organisations. The development and strengthening of 
these integrated service models in systems is taking place concurrently with the 
establishment of PCNs. The move to an ICS aims to dissolve the financial and 
organisational boundaries. The creation of primary care networks in NEL delivering 
personalised care to populations of 30-100,000 will mean that traditional community health 
services are increasingly provided as part of expanded and integrated primary care teams.  
 
We have instigated work across our system to identify how CCG commissioners have 
incentivised primary care teams, working individually or as part of long-standing networks, to 
deliver enhanced care to their patients. We intend to evaluate the benefits of approaches 
and the impact on patients and system partners to inform future commissioning intentions. 
The purpose of this work will be to ensure that our commissioning models are effective in 
improving patient outcomes and that they support system and provider sustainability.  
 
Discussions are taking place between commissioners, community providers and primary 
care to find the most efficient way of aligning community services around PCNs at a place 
level, within the given resources. This includes demand and capacity analysis (multiple 
years), workforce modelling at a locality and place level with adjustment for existing 
workforce pipelines and conservatives estimates of activity shift from GPs to other health 
professionals. The resulting skill mix at network and place level will be reviewed and 
adjusted annually. In general, all three sub-systems are working towards aligning community 
services across PCNs according to need, which would require close collaboration between 
primary and community care and allow service delivery according to need (including national 
service specifications). 
 
PCN service specifications for April 2020 are currently being developed by the national team 
and will detail the expectations on commissioners and providers to create integrated care at 
a Network level and ensure primary and community services work in partnership to enable 
care delivery. Each local system has responsibility for aligning the commissioning and 
development of out of hospital services around PCN footprints, ensuring that health, social 
care and the voluntary sector are able to collaborate according to patient need.  
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Local organisational development and change programmes will be supporting systems and 
teams to work in new ways and enable collaboration.   
 
There will be specific preparatory work by local systems to support these developments 
before the release of the new specifications. Each local system will review their care homes 
offer against the vanguard model and develop a plan to address funding and workforce 
requirements by 2020/21. They will also work with primary and community services for 
anticipatory care delivery, ahead of the publication of the national service specification.  
 
Plans are also being drawn up at a local system level to address community crisis and 
reablement response times of two hours. The NEL workforce programme will quantify the 
need and plan additional staff recruitment to deliver these targets by 2023/24. 
 
In terms of the system impact of new integrated out of hospital models of care on 
downstream hospital NHS utilisation, we will review historical datasets of impact across our 
local systems. In particular, there have been trends in the City and Hackney system towards 
a lower growth in emergency hospital admissions and we will be discussing with this system 
about any learning that could be applied elsewhere, and in particular if there are any ways of 
showing quantified impacts via new integrated community-based services.     
 
Primary care workforce development 
We will invest an estimated £30m over the next five years in new roles to bolster the 
workforce in PCNs and ensure patients have access to a wide range of specialist care and 
professionals. The investment is equivalent to an additional workforce of 650 FTEs who will 
support the existing workforce in delivering new services working alongside colleagues from 
community and mental health services, social services and the voluntary sector. The 
investment will include at least: 

 120 social prescribers referring people to link workers from a wide range of local 
agencies 

 250 clinical pharmacists supporting GP practice colleagues by undertaking structured 
medication reviews to support patient centred care in managing long term conditions 

 90 physicians associates who can provide continuity of care for patients with LTC as part 
of multi-disciplinary team working under the supervision of the GPs 

 130 physiotherapists offering first contact services to patients, including advice and care, 
onward referral and self-management support 

 45 community paramedics offering home care support to the most vulnerable patients. 
 
The current investment levels aggregated at NEL level: 

Workforce Year 1 
£’000k 

Year 2 
£’000K 

Year 3 
£’000K 

Year 4 
£’000K 

Year5 
£’000K 

Clinical Pharmacists 1360 3700 4600 7300 10400 

Social Prescribers 1230 3300 3400 4700 5300 

PAs 
 

1800 3200 5000 6700 

First Contact Physios 
  

1700 3400 5200 

Paramedics 
  

1300 1400 2800  
2590 8800 14200 21800 30400 
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PCNs will recruit to these roles in line with patient need over the next five years whilst at the 
same time increasing the numbers of GPs, nurses and health care assistants working in 
practices. As the new additional roles are embedded, it is expected that multiple new models 
will evolve based on individual practitioner’s abilities and skills, outlining a different optimum 
skill mix requirement for each area across NEL. These model evolutions will be combined 
with the annual workforce modelling adjustment to ensure appropriate proactive recruitment 
plans are in place in each area.  
 
Furthermore, we have developed modelling tools for networks and federations that will 
enable them to identify: 

 their individual population needs; 

 a modelling tool that will enable them to identify how this will impact on their 
workforce needs  

 a financial tool that confirms the funding available per staff group over the next 
five years for additional roles.  

 
We have undertaken preliminary modelling to identify the workforce needs over the next five 
years. This has been shared with our workforce leads and our training hub leads to ensure 
that we have can identify pipeline needs and to identify risks associated with delivery, 
including gaps in pipelines and deficiencies in the demand models. We will be working with 
regional colleagues and HEE to identify reasonable mitigations. This includes expanding 
capability and capacity for training placements. It is acknowledged that there is a risk of not 
having sufficient people to fill these roles as demand for these roles grows across England.  
 
A risk assessment will be undertaken under NEL primary care workforce plan to ensure a 
mitigation plan is in place which could include for example; work with local providers, 
including LAS, to explore different approaches of securing the new primary care posts that 
support primary care capacity, integrated working, improve recruitment and retention and do 
not impact negatively on local provider workforces for example; it may be possible to create 
a single physiotherapist workforce that can be deployed across acute, community and 
primary care in rotational roles. 
 
We will support PCNs and practices to identify their workforce pipeline requirements, 
working closely with Health Education England. In addition, we will be introducing local NEL 
primary care workforce training hubs, supported by HEE and local CEPNs, to provide at 
scale educational programmes for primary and community care staff. This will support us in 
our goal of offering continuous professional development opportunities for each primary care 
professional category across NEL. Other key aspects of our primary care workforce 
programme are: 

 Continuing our focus on GP retention. From 2019/20 we will have implemented 
salaried portfolio schemes for all newly qualified GPs who have finished their training, 
and we will further develop these schemes with the goal of increasing the number of 
GP trainees remaining in north east London following completion of their training 

 Building on the success of targeted careers fairs for GP trainees and physician 
associates held in 2018/19, we will develop an annual careers fair for all primary care 
staff groups over the course of the long term plan.  

 Developing new innovative primary care employment models that offer more 
sustainable roles for primary and community care staff and address inequity of terms 
and conditions. 

 Training and developing our current workforce to prepare them for a transformed 
system, as well as training staff for new roles such as physician associates and 
nursing associates 

 Establishing professional leadership for nursing and other direct patient care groups 

 Exploring ways to support admin and management staff groups 
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Developing primary care digital services 
By April 2020 all patients will have online access to their full patient record (subject to 
existing safeguards for vulnerable groups and third party confidentiality and system 
functionality) and by April 2021 all patients will have the right to online and video 
consultations. A range of specific primary care digital activities will be undertaken. These will 
include: 

 Devising a digital acceleration strategy for NEL primary care services to expedite uptake 
of new technologies in practices 

 Using digital technology to manage demand and improve clinician access to information  

 Offering online consultations to 75% of the population by March 2020; from April 2020 all 
practices will be contracted to offer access to online consultations for their patients 

 From April 2021 all practices will be contracted to offer access to video consultations  

 Digital acceleration to roll out the NHS app 

 Integrating digital pathways across GP network hubs and unscheduled care services. 
 
Key primary care development areas linking to other programmes 
 
Quality and efficiency in primary care practice 
The north east London primary care quality improvement programme will continue, with the 
aspiration that that 95% of practices in each borough achieve a CQC rating of good or 
outstanding. We will continue with our forum for sharing best practice in QI across NEL, with 
key aspects of our programme to include: 

 Recruiting or training a QI expert per network 

 Developing and measuring workflow optimisation in each practice throughout NEL  

 Developing a NEL wide QI methodology to ensure consistent quality 

 Implement besting practice key principles for at least five care pathways across NEL. 
 
Primary care estates  
In line with our estates strategy, we will develop plans to support general practice to 
gradually transition out of the existing estate, much of which consists of converted residential 
buildings, as investment is made in more modern premises. 
 

Pending the outcome of the review of estates our goals are to ensure that: 

 Services will be delivered from facilities where practices can work together with access 
to on-site diagnostics (e.g. blood testing, ultrasound and echo-cardiograms).  

 Back-office functions will be shared to support new models of care so that more funding 
can be available for clinical services.  

 We have a system that incentivises efficient and effective use of capital assets  

 Delivers general practice in modern purpose built/designed facilities  

 Consolidates unused and underutilised estates and develops a planned programme of 
disposal/transfer of properties to build an investment fund for local priorities. 

 
Urgent and emergency care (UEC) 
The primary care and UEC work streams will continue to collaborate closely to ensure an 
integrated urgent care pathway for patients across primary and urgent care services.  This 
will involve the alignment of extended hours service provision with the development of PCN 
delivery via the new Primary care contract direct enhanced services. There will also be 
development of a new digital first access to primary care, as well as the implementation of 
the Physio First scheme. 
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Outline implementation plan for primary care 

By the end of 2019/2020 By the end of 2020/2021 By the end of 2021/2022 
 

Focus on PCNs’ formation, 
support for sustainability 
and building relationships 
with providers 
 

 NEL primary care network 
development framework 
has been jointly developed 
and agreed for consistent 
system support for PCNs 

 GP Federations across 
NEL are at least on 
medium (step 2) maturity 
level  

 PCN profiles have been 
developed incorporating 
health, social and public 
health data for 
comprehensive population 
health management 

 Each PCN has agreed its 
immediate priorities 

 PCNs maturity and needs 
assessment is completed 
and an NEL-wide 
development support plan 
is agreed and implemented 

 Leadership courses have 
been offered and attended 
by all PCN clinical directors 

 NEL primary care 
workforce plan is 
developed and agreed 

 90% PCNs have recruited 
to the network additional 
roles 

 Community services and 
PCNs have made 
proposals to align services 
to support delivery of five 
nationally mandated 
services 

 Various new models of care 
have been explored 
through NEL new models 
group 
 

Focus on the delivery of 
NEL Primary Care Strategy 
aspirations and rolling 
programme of primary and 
community services 
alignment 
 
GP federations 

 Mature federations in each 
borough delivering 
population-based outcomes 
via networks who are 
working in collaboration 
with partners to deliver 
MDT  

 PCN clinical directors are 
represented at appropriate 
levels of the system to 
strengthen the voice of 
primary care  

 All GP federations have 
standardised processes, 
policies and procedures, so 
that all staff are treated and 
supported equally across 
NEL 

 Each practice has online 
consultations available to 
its patients 

 
Workforce 

 A local salaried portfolio 
scheme for new and 
existing GPs is 
implemented across all 
boroughs 

 Each additional 
professional category in 
PCNs has continuous 
professional development 
opportunities across NEL 

 Primary care workforce 
training hubs are developed 
at local level  

 Future primary care 
workforce requirements and 
relative pipelines have been 
identified 

 New employment models 
have been explored and 
developed for primary and 

Focus on progress 
evaluation and re-
setting of trajectories 
 

 NEL primary care 
strategy is refreshed 

 Rolling programme of 
community services’ 
alignment with PCNs in 
each borough  

 Comprehensive 
assessment and 
evaluation of progress 
to date and refresh 
trajectories accordingly 

 PCNs shared savings 
scheme for reduction is 
A&E attendances and 
admissions in place 

 All locally enhanced 
services contracts 
added to network 
contracts  

 50% of NEL population 
have access to digital 
first primary care offer  

 
National requirements 
of PCNs: 

 CVD case finding 
requirements start 

 Prevention and 
inequalities 
requirements start 
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community staff to offer 
more sustainable roles  

 
Quality improvement 

 All practices have achieved 
a minimum 95% CQC 
rating 

 NEL wide QI methodology 
has been developed and 
implemented 

 Each network has a 
minimum of one QI expert 

 Each practice has 
undertaken workflow 
optimisation techniques 

 Best practice key principles 
are implemented for at least 
five care pathways across 
NEL  

 
Estates 

 Proposals have been made 
for Primary Care Estates 
development in line with the 
NEL estates strategy  

 
Digital First 

 NEL Digital First 
programme starts 

 
National requirements of 
PCNs: 

 National structured 
medication review 
requirements start for 
priority groups 

 Care homes requirements 
apply 

 Personalised care 
requirements start (gradual 
increase in expected 
activity levels over several 
years) 

 Anticipatory care 
requirements start 

 Early cancer diagnosis 
support requirements start 
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Social care 
 
Across the north east London system we recognise the importance of a joined up approach 
to health and social care and that this is fundamental to the success of an integrated care 
system. We have a number of strengths across our social care provision including a 
committed and determined workforce, strong relationships and a partnership approach 
across local systems and NEL as a whole as well as local knowledge and a commitment to a 
person-centred approach to services. However we are also aware of the many challenges 
we face, most of which are universal and not unique to north east London. As a system we 
have identified our top three challenges: 

1. Funding 
2. Ageing population 
3. (joint third) Younger adults with disabilities living longer and instability in the care 

home market  
 
We came together as a system in October 2019 to discuss these challenges and what we 
think good social care looks like across north east London. The key themes were: 

 Integrated working – social care needs to be on an equal footing with health and the 
two need to work together to ensure there is a seamless journey for people using 
services who don’t need to tell their story multiple times. There needs to be joint 
planning and closer working between social care and primary care 

 Good communications - between commissioners and providers, between people and 
our workforce and through easy to access information which is able to be shared 
across north east London.    

 Digital technology – enabling effective record sharing and interoperability between 
systems 

 Personalisation – person centred care is key to integrating health and social care and 
managing demand. We also need to support people to self-care 

 Care should be provided as locally as possible, at a neighbourhood level, and we 
recognise the need to work tirelessly with our social care provider market and 
voluntary sector around recruitment, retention and quality 

 Workforce – we need to support staff to stay in the system and develop the workforce 
through training opportunities, both in social care departments and with our providers 
of social care. 

 
In order to achieve the above we are in agreement that both as a system and in each of our 
local places we need to focus on: 

 Ensuring social care is at the table when strategic decisions are being agreed 

 Improving our digital approach to enable effective record and information sharing 

 Integrating services around the place and the person to reduce fragmentation and 
ensuring there is a seamless patient journey 

 Ensuring we have a clear strategic vision which all partners across the system are 
signed up to, including our voluntary sector 

 Continuing to build relationships and ensure there is effective communication 
between health and social care colleagues including our social care providers. 

 
We know there are already some great examples of multi-disciplinary working across our 
system and social care will be a core component of our newly formed Primary Care 
Networks, with social care staff part of a multi-disciplinary approach across the PCN 
footprints, ensuring integrated working right at the heart of local neighbourhoods. 
Additionally we are committed to working with our local authority partners to establish a 
social care workstream as part of our delivery of the Strategy Delivery Plan by March 2020. 
This will be an important step forward in ensuring social care is on an equal footing with 
health and at the heart of our approach to integrated care and support.  
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Planned care and outpatients  
 
Our growing population means increased demand for elective care services. Between 
2020/21 and 2023/24 we anticipate growth of between 1-2.5% across NEL for elective care 
services. At the same time elective care capacity has been consistently constrained, leading 
to increased waiting times for our patients. In addition we expect the number of patients with 
LTCs, or an ongoing need for treatment, to account for a growing proportion of elective care 
activity, increasing the complexity of providing care. This means that we have to provide 
elective care services in a more efficient and effective way, to manage this demand and 
deliver the high standard of care our patients expect. 
 
Our elective care programme will prioritise: 

 Reducing waiting times for our patients, and eliminating waits over 52 weeks  

 Ensuring we use our resources and capacity effectively 

 Reducing unnecessary demand, to ensure capacity is available  

 Increasing the use of digital and non-face to face solutions for the provision of 
services  

 
Current position and trajectories  
Our elective care programme is coordinated through the Demand and Capacity Group, 
which links into London Region Elective Care Steering Group. The group is well established 
and its memberships includes senior provider and commissioner representatives.  
 
Over the past year, the elective care programme has focused on sustainably reducing 
patient waiting times, by ensuring we have the right process in place to manage lists 
effectively, within the acute trusts in terms of operational process, by CCGs through demand 
management initiatives, by undertaking ongoing assessments of speciality capacity and 
through impact analysis of national initiatives. The elective care programme has coordinated 
the roll out of E-RS capacity alerts and has been supporting the review of advice and 
guidance services to more effectively manage demand across the system.  
 
NEL ended 2018/19 broadly achieving constitutional standards linked to elective care (RTT, 
diagnostics waits and Cancer). That said, achieving RTT standards at BHRUT remains 
challenging and is a high priority in the Trust’s recovery programme and our elective 
programme.  
 
Entering 2019/20, our providers have faced a challenge in consistently delivering diagnostic 
waiting time standards, with both BHRUT and Barts Health not achieving the standard 
although there is an improving position for 2019/20 with waiting times near target for both 
Trusts. There are also patients waiting over 52 weeks to receive their treatment, increasing 
clinical risk and making for poorer patient experience. All organisations submitted compliant 
trajectories to achieve the end of year performance positions.  
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The elective care programme has the following key challenges:  

 Our providers are facing capacity constraints across specialities such as oral surgery, 
gynaecology and general surgery, and endoscopy in terms of diagnostics.  

 Some of our elective care pathways vary across NEL and when compared to best 
practice pathways 

 Delivery of constitutional standards continues to be a challenge, particularly in terms 
of diagnostic waits and RTT 

 Delivery of QIPP programmes has yet to have the expected impact on outpatient 
activity 

 Current constraints on diagnostics capacity (particularly in endoscopy and related 
procedures) 

 Workforce challenges associated with pensions tax for waiting list initiatives required 
to clear backlogs  

 Low impact of national initiatives such as capacity alerts. 
 
The elective care plan 
The overarching aim is to radically improve the delivery of elective care services, enabling 
patients to have access to the right advice, care and treatment in the most flexible, timely 
and effective way possible. This programme will address the challenges in delivering the 
RTT (18 weeks), diagnostics and cancers national standards, including acute operational 
delivery, primary care demand management and implementing a strategic approach towards 
capacity management across NEL.  
 
We will focus on:  

 Ensuring sustainable delivery of the constitutional standards related to waiting times, 
and reducing the time patients wait for care 

 Developing and embedding a strategic commissioning approach across NEL, 
particularly in terms of NEL wide contracts for insourcing and outsourcing for 
common specialities across our three acute Trusts.  

 Supporting the delivery of Transformation plans within local systems, including the 
usage of best practice (such as FCP models of MSK care)  

 To progress with outpatient transformation plans within each local system 
(BHR/BHRUT, WEL/Barts and City and Hackney/Homerton) using technology and 
pathway redesign.  

 To review existing Diagnostics capacity across NEL and developed a revised 
Demand and Capacity model to support early diagnosis  

 Undertaking evidence based analysis of impact of national initiatives e.g. capacity 
alerts. 

 Implementing of the national imaging strategy for diagnostics (once released)  

 Implementing learning from the clinical review of standards (CRS) that is undergoing 
testing at Barts Health NHS Trust. The outcome in terms of average week wait will 
inform national colleagues as to any potential change in this constitutional standard. 
Regular feedback is obtained at the Demand and Capacity Group where benefit in 
terms of average week wait is yet to be seen.  

 
Improving standards: Our plan will improve the delivery of constitutional standards for 
waiting times (including diagnostic standards) by improving our use of existing capacity and 
by more effectively managing demand to offset the expected growth in activity. We intend to 
both reduce incoming demand but also ensure that where demand cannot be managed 
elsewhere, more effective pathways and list management processes we enable patients to 
be treated more quickly. We will do this by:  
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Managing capacity more effectively: We have constrained capacity in a number of key 
specialities within north east London, however we note that there are opportunities to 
improve usage of our existing capacity by improving the processes we use to manage lists to 
avoid long waits and drive waiting times down. As part of our plan we will use the Demand 
and Capacity group as a vehicle to both hold our systems to account for the delivery of 
waiting times standards, but as a key forum to share best practice to ensure that the most 
effective waiting list processes are in place across NEL. Through this we expect to eliminate 
52 WW and improve overall waiting times. We will also implement processes which will allow 
us to make use of capacity across the system more effectively, through the use of capacity 
alerts (if there is demonstrable evidence of impact) and implementing the learning from the 
“first mover” sites who have implemented 26ww pilots. Work to establish a clearer 
assessment of volume of patients potentially eligible for 26 week choice, top specialities and 
cost implications has been undertaken across NEL. In the longer term our planned review of 
capacity across NEL will look at how we can further improve delivery of constitutional 
standards as a key aim of this workstream.  

 
Managing demand: As part of our activity modelling for the five year period we have 
assumed growth of between 1-2.5% for elective growth across NEL. We expect that some of 
this activity will continue to be managed in secondary care, however, to support delivery of 
improved waiting times, we will be managing an increasing proportion of patients in both 
primary and community care, as well as increasing the use of non-face to face clinics. We 
are developing revised pathways for ENT, MSK and Gynaecology (alongside other 
specialities) which will ensure patients access care in the most appropriate setting, reducing 
the current level of referrals to secondary by increasing community capacity and the number 
of patients managed in primary care. We are also increasing the use of advice and guidance 
services to support primary care clinicians to manage patients within primary care. We 
expect that this will lead to a proportional reduction in the number of first outpatient activities 
required across NEL. 
 
Implementation plan  

By the end of 2019/20  By the end of 2020/21 By the end of 2021/22 

Implement the 52 week 
wait process to support the 
demand and capacity 
programme 
 
Review the impact of 
Capacity Alerts 
 
Scope the Demand and 
Capacity review (includes 
Diagnostic Capacity)  
 
Eliminate waits of over 52 
weeks for all patients 
 

Implement the 26 week 
wait policy 
 
Deliver first phase of the 
demand and capacity 
review  
 
Implement mutual aid 
programme between 
providers  

 

Deliver second phase of 
demand and capacity 
review  
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Transforming how we deliver urgent and emergency care  
 
There is increasing demand for health services and we are keen to move away from relying 
on urgent and emergency care services (UEC), freeing them up to concentrate on the most 
serious and urgent cases and look at how at how primary and secondary care services can 
support UEC. 
 
Rising numbers of people are obtaining the health care help they need either by phone or 
online and spending less time in A&E or calling for an ambulance. Therefore the aspiration is 
to continue with developing the NHS111 Clinical Advice Service (CAS) as part an integrated 
network of community and hospital-based care joined through governance and digital 
interoperability. Patient education and behaviour is a key area of work – we need to make 
sure patients have the resources they need to make the right decisions about the sort of 
care they need.   
 
The overall objective of the UEC programme is: “To create a simplified, streamlined urgent 
care system, which will ensure right care, right place, first time access principles for patients 
in north east London. The NEL Urgent and Emergency Care system will be able to respond 
to current and future demand, whilst meeting quality standards, within a financially stable 
framework and while meeting the requirements of the 5YFV and the NHS Long Term Plan”. 
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Achievements  
Working towards the ambition of a streamlined urgent care system our NEL residents have 
access to the NHS 111 online service which helps our residents to self-triage and usage has 
grown. Going forward NEL will be linking this 111 online service with the offer that GP 
practices will be delivering as part of their online access.    
 
We have implemented an enhanced NHS 111 clinical assessment service (CAS) which 
commenced in 2018. Over 50% of callers now receive a clinical assessment, where they are 
offered immediate advice or referred for a face-to-face consultation; these consultations can 
also be booked in out of hours where clinically necessary.  
 
Linking in with the 111 CAS, pathways have been strengthened with enhanced access to 
mental health services through a direct transfer for those in crisis from the 111 CAS to a 
local mental health service. To ensure that we are focussed on the aim to reduce A&E 
attendances, as a default, less than 1% of service direction from NHS 111 is to A&E. The 
NHS 111 CAS aim is to ensure utilisation of other locally commissioned pathways such as 
GP practices, GP extended hour hubs, and community services such as rapid response and 
urgent treatment centres.  
 
Over 291 pharmacists (78% of total pharmacies) have already signed up to deliver a new 
community pharmacist consultation service offering help with urgent medication requests 
and minor illness advice which began on 29 October 2019. It is expected that over time and 
with more pharmacies offering the service, capacity within GP practices will be released   
 
Our five Urgent Treatment Centres are making good progress towards meeting the core 
standards with all meeting 100% minimum opening requirements, 100% having access to 
simple diagnostics, 100% access to care records and all able to take bookings from 111 
Clinical Assessment service. Work continues around electronic prescribing.  
 
Ambulance handover performance is a challenge and the ‘Fit to Sit’ initiative has been 
introduced and embedded particularly within BHRUT and Whipps Cross hospitals 
emergency departments, allowing faster turnaround of ambulances. Within these hospitals 
there are a high volume of ambulance conveyances resulting in patients not requiring 
treatments and therefore priority areas include communications on keeping well, 
encouraging self-care, and higher utilisation of pharmacies. We are also working on ensuring 
our community rapid response offer is consistent.   
 
The Emergency Care Data Set (ECDS) is being rolled out to our A&Es which allows NHS 
Digital to provide information to support the care provided in emergency department by 
including data items needed to understand capacity and demand and help improve patient 
care  
 
Work has also begun to integrate calls that come into the 999 and 111 service to test how 
these calls can be routed to the most appropriate response, this includes using patients own 
GP, the 111 clinical assessment service for lower acuity calls and referring the caller into 
community pathways such as rapid response to negate the need for an ambulance to attend 
when it is not clinically indicated to do so. This pioneering work will continue until 2021 and 
supports a wider London initiative. 
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Spotlight on: Urgent and emergency care at the Homerton Hospital  
 
The Homerton Hospital is a high performing anchor institution and its emergency 
department consistently meets the four hour access target. Through strong partnership 
working it plays a key role within City and Hackney’s local urgent care system. Heavy use 
of care planning, for patients at end of life and also with frailty and dementia, has led to 
more effective pathways for patients, and the local system continues to adapt services to 
respond to residents’ health-seeking behaviours in ways that reduce duplication and 
improve quality of care. 
 

 
Ambition and objectives 

Objective Deliverable 

Maintaining 50%+ proportion of 
NHS 111 CAS calls receiving a 
clinical assessment. 

NEL provide an integrated urgent care services 
through our 24/7 NHS 111 CAS. The service is 
accessible through NHS 111 telephone and NHS 
111 online services and provides improved access 
to urgent health care based on patient need.  
 
The CAS will be utilised to deliver the national 
priority of a single urgent community response; 
leading to its development toward a simplified 
service allowing access to GPs, ambulance services 
and community teams. 
 

Increasing the availability and 
access to directly bookable face-to-
face appointments via 111 CAS 
where needed; through working 
with our Primary Care services. 

We have a 111 CAS and are able to book directly to 
urgent treatment centres and GP extended hubs, 
the clinical assessment service is also able to warm 
transfer to mental health services across NEL. 
 
We are working to a timescale to begin booking into 
GP practices from 111 CAS, with roll out beginning 
in January 2020. This will also closely align with the 
work of the digital accelerator programme, which 
has already started in Tower Hamlets. 
 

Working to designate core national 
standards in UTCs by December 
2019 

We are working to designate 5 UTCs. Work will 
continue to support electronic prescribing  
 

Working towards ensuring all trusts 
are providing SDEC (Same Day 
Emergency Care) pathways (12 
hours day / 7 days week) by the 
end of 2019 with the aim of 
delivering 30% of non-elective 
admissions via SDEC by March 
2020, and providing a frailty service 
(70 hours a week) by December 
2019 
 

All hospital trusts in NEL are working to deliver 
SDEC against the national target. 

Continue reducing delayed 
transfers of care (DTOC) to 
achieve and maintain a national 
average DTOC position of 4,000 or 

We aim to implement the Better Care Fund’s 
discharge patient tracking list (DPTL) within each 
acute provider. Correlated to this, we will be 
monitoring the percentage of patients provided with 
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fewer daily delays and reducing 
length of stay (LoS) in accordance 
with Trust level determined 
trajectories 

a clinical care plan (including expected discharge) 
within 14hours of admission. Further partnership 
collaboration with local authorities will also further 
aid reduction in DTOCs. 
 
We are working to support a reduction in LoS of 
care home residents in hospital via the enhanced 
health in care homes programme. This includes 
supporting PCNs to implement medication reviews 
within care homes and establishing better 
relationships between health and social care, by 
supporting care homes to attain data and security 
protection leading to NHS mail access. 
 

Developing and implementing 
initiatives to deliver a safe 
reduction in ambulance 
conveyance to ED 

In addition to all the work connecting the UEC 
system and developing Appropriate Care Pathways, 
NEL is working with London Ambulance Service and 
the London region to scope and plan out 
opportunities of 999/111 integration at call level. On 
30th September 2019, the systems tested this with a 
movement of low acuity calls to from 999 to the 111 
CAS. This allowed for the 999 clinical hub to deal 
with higher acuity calls and for both services to have 
access to appropriate care pathways.  
 
Work will continue 2019/ 20 and 2021/21 to scope 
out further at a London level and to ensure linkages 
with appropriate care pathways including street 
triage, crisis cafes.     
 

Ambulance services to meet, as a 
minimum, a baseline level of digital 
maturity including access to and 
usage of patient information at 
scene. Currently the London 
Ambulance Service has access to 
Co-ordinate My Care Patient 
Records 

We are working with London Ambulance Service to 
ensure paramedics have access to patient records 
and pathways, and that access to clinical support 
and relevant training. Thus allowing for hospital 
avoidance via utilisation of pathways for falls, rapid 
response, catheter management and mental health. 
  
Through the development of establishing an 
ambulance dataset bringing national ambulance 
data together this will allow for benchmarking and 
baselining for potential call volumes e.g. for 
community response and mental health. 
 

Ambulance services in 
collaboration with trusts to 
consistently meet the 30 minute 
handover target    

A reduction in avoidable conveyances by 
ambulances to A&E whilst ensuring 100% of 
handovers occur within 30mins. This will be 
achieved via implementing the published guidance 
(summer 2019). 
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As well as the above, we will support the delivery of: 

 The summary care record functionality to be moved to the personal health record 
which will be able to send reminders and alerts to patients directly by 2023. We will 
support the roll out of the Personal Health Record to UEC providers as well as 
increased access to Coordinate My Care across all UEC providers 

 We will continue to align to the Primary Care and Mental Health Service programme 
directly and urgent and emergency care is incorporated within all work streams due 
to the nature of the service. NEL UEC for example is working with maternity to 
ensure that access services such as 999 and 111 CAS can book directly into early 
pregnancy units. 

 NEL has a dedicated team to roll out a programme to enable digital maturity to 
across our nursing and residential homes to enable better integration between social 
care and health to support our population. The team will also deliver key messages 
around flu vaccination uptake, hydration and use of NHS 111 to support resident 
care. Care homes have also been provided access to training such as ‘What’s Best 
for Lily?’ and ‘Significant 7’ to support residents towards end of life.  

 We are working with our acute partners to roll out best practice to mitigate delays in 
transfers of care, provide same day emergency care access and reduce ambulance 
handover times. 

 
The delivery of the UEC programme will work in an integrated way with our partners across 
health and social care and ensure a model of consistency where appropriate at NEL level 
but ensuring delivery within our local systems. The graphic below shows the current 
configuration of the UEC system and demonstrates programmes delivered at local system 
level and programmes delivered across NEL. Local system level delivery impacts on NEL as 
a whole and therefore one of the principles around the service offer at a local level is a 
consistent offer where possible.   
 
Challenges 
 
Population growth 
As the population grows, there will be significant impact on services and the aim is therefore 
to ensure right care, right time principles. There is also a need for the local population to be 
supported to use self-care when appropriate and to utilise service such as Pharmacists 
when required.  
 
Mitigation: the programme will be delivered with a focus on prevention, self-care, higher 
utilisation of pharmacies, 111 clinical assessment service, consistency in appropriate care 
pathways within the community and further access in primary care to reduce impact on 
Emergency Departments.  
 
Extensive work has been carried out regarding channel shift and directing right place 
demand through the introduction of services and initiatives such as: 

 111 Clinical Assessment Service with warm transfers to crisis mental health services 

 Introduction of the direct booking into GP hubs 

 Introduction of Community Pharmacist Consultation Service  

 The alignment of appropriate care pathways, which are developments to increase 
utilisation of appropriate services by ambulance crews to services within the 
community  

 Standardisation of service offer across our NEL UT’s 

 Same Day Emergency Care Access 

 Development of access to maternity pathways for urgent care 

 Increase access to crisis cafes and street triage   

 Registered patients presenting to our ED has fallen by just over 4%     
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Workforce 
This presents another key area of challenge for UEC delivery. This is within emergency 
departments and primary care in terms of numbers of available staff, new skills required and 
cross organisational working. 
 
Mitigation: Within NEL UEC, we are working with partners across the system to build 
opportunities for improved working to support local workforce development. ELHCP are 
working to close the gaps within workforce and mitigate risks in staff shortages by supporting 
broader portability work through providing specific requirements for UEC staff, develop a 
contractual framework to allow easy movement of staff across NHS Trusts, international 
recruitment within Trusts and to co-ordinate more collaborative working across providers to 
support the delivery of the Long Term Plan.  
 
Workforce initiatives include marketing north east London as the best place to live, train and 
work, as well as developing a flexible workforce will have an impact on U&EC. Another key 
workforce initiative is service providers supporting staff resilience and well-being, examples 
of this have already been piloted in the BHR area. 
 
In addition to looking to attract more staff to north east London and to enhance the skill sets 
of staff through rotation, we are looking to increase the competency and confidence within 
our workforce to assess patients over the telephone and via video assessments. We are 
working with London Ambulance Service to incorporate telephone and video conferencing 
assessment skills as core part of the training for paramedics. This will ensure that skilled 
paramedic staff are able to successfully assess patients whether by phone/video link or as 
part of a face-to-face incident response, this will also allow for appropriate use of paramedic 
skills if for any reason they are unable to carry out face-to-face duties for any period.   
 
Digital interoperability 
Digital capability related to connectivity, data sourcing and linkage across complex 
integrated urgent care providers which would support the intelligence required to better 
understand the factors driving demand and the impact of key initiatives. around impact. 
 
Mitigation: Work is continuing to improve automation of data and governance arrangements 
to facilitate this with each of our providers. We have been working on delivering digital 
solutions for patients to access health care through NHS 111 Online. We have also been 
working with our UEC providers on various IT solutions, to enable direct booking in GP 
extended access hubs, out of hours and UTCs from NHS 111 to support access for patients. 
 
Key dependencies  
 
As well as NEL programme dependencies e.g. primary care, mental health there are several 
local dependencies that exist. Maternity pathways for 111 CAS to directly access early 
pregnancy units. Likewise children and young people (CYP) pathways will ensure the best 
services can be quickly found particularly around respiratory, diabetes and epilepsy.  
 
Primary care  
We work closely with primary care to provide an integrated urgent care pathway for patients 
across primary and urgent care services. Priority areas identified are around the access to 
NHSMail in care homes, the roll out of medicines optimisation team/s and consideration is 
being given to the roll out of paramedics within primary care networks and how this links to 
the appropriate care pathways to ensure appropriate use of limited staffing resources and 
right skill set right time principles.  
The PCNs will be expanding their workforce to enable 120 social prescribers, who will refer 
people to link workers from a wide range of local agencies. We will support the primary care 
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programme to ensure the workforce supports areas within the patient pathway that require 
this most. 
 
Mental health 
We are committed to achieving full compliance with the CYP crisis standard and have a well-
developed plan in place, currently being worked through by commissioners and providers to 
be phased over 2-4 years. One of the key fundamental elements are to ensure all young 
people in crisis will be referred urgently to a crisis intervention service. We will support this 
programme of work to ensure patients in crisis are accessing the correct care quickly. 
 
Implementation plan  

By the end of 2019/20  By the end of 2020/21 By the end of 2021/22 

All GP practices signed up 
to information sharing 
agreements to enable direct 
booking from 111 into 
emergency GP 
appointments  
 
NHS 111 to upgrade their 
system to allow for GP 
Connect 

GP Connect roll out of 60% 
of GP practices to enable 
direct bookable emergency 
appointments from NHS 111 
CAS 

GP Connect roll out of 95% 
of GP practices to enable 
direct bookable emergency 
appointments from NHS 111 
CAS 

Begin mapping and gap 
analysis of the 12 London 
SDEC Pathways across 
NEL providers  

Ensure Emergency 
Departments are beginning 
to adopt SDEC pathway 
principles and this is tracked 
via Emergency Care Data 
Set 

Embed the Emergency Care 
Data Set to support SDEC 
Pathways 

NHS 111 to upgrade their 
system to allow for GP 
Connect  

National deliver a 40% 
reduction in long length of 
stay patients from the March 
2018 baseline 

Further reduce delays of 
transfers of care in 
partnership with local 
authorities  

NHS Mail in 10% of nursing 
homes via digital protection 
and security toolkit   

NHS Mail to 70% of Care 
Homes with alignment to 
CMC, MOCH, flu, hydration 
and star 6 use   

NHS Mail to 95% of care 
homes with alignment to 
CMC, MOCH, flu, hydration 
and star 6 use   

Test elements of integration 
between NHS 111 CAS and 
999  

Further testing of NHS 111 
CAS/999 integration and 
planning of delivery  

Delivery of elements of best 
practice from testing for 
NHS 111 CAS/999 
integration 

Designate all UTCs who will 
be able to receive patients 
who have either been 
directly booked (or provided 
an arrival time) into an 
appointment from NHS 111 
CAS.  

Review the delivery of our 
streaming models for UTCs 
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By the end of 2019/20  By the end of 2020/21 By the end of 2021/22 

End of Life care rolled out to 
care homes such as 
Significant 7 and What’s 
Best for Lily  
 
Begin adopting Ageing Well 
Principles 

Support care homes and 
PCNs to enable appropriate 
medication optimisation 
reviews  
 
Continue to develop and 
deliver the programme in 
line with Ageing Well 
Principles 

Deliver the care home 
programme within the 
ageing well programme 
principles with primary care 
and Community Care 
systems 

Achieve alignment of 
appropriate care pathways 
across NEL  

Continue to support systems 
to reduce avoidable 
conveyances by 
ambulances to A&E through 
development of increased 
appropriate care pathways 

Ensure 100% of ambulance 
handovers occur with the 30 
minute target 

 

A&E at King George Hospital 
 
The Accident and Emergency unit at King George Hospital will remain in place. The local 
population has changed significantly and is forecast to change further and there is a clear 
need for this provision at both now and into the future. The A&E will continue to be a 
consultant-led service, open 24 hours a day, with full resuscitation facilities and 
designated accommodation for the reception of accident and emergency patients (known 
as a Type 1 emergency department). 
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Transforming Cancer care 

 
 
 
Cancer is a key national and local strategic priority. Our aim over the course of the next five 
years is to improve survival rates and the support in place for people living with and beyond 
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cancer, as well as to develop more personalised care. 43,204 people were living with and 
beyond cancer in north east London in 2017. (2.4% of women and 2% men). Cancer is much 
more prevalent among older people: 10.4% of 65-74 year olds and14% of 75+. By 2030, the 
number of people living with cancer is projected to rise to 65,900, a rise of nearly 53%. The 
incidence of cancer is also projected to increase in NEL. Early stage diagnosis has been 
improving in NEL, along with most of the rest of the country, though there is some way to go 
to achieve the 75% ambition: 
 
Projected increase in cancer incidence in NEL  

 
Early stage diagnosis 

 
 
Between 2013/14 and 2018/19 there has been a 37% increase in the number of people 
treated for cancer in NEL, and a 40% increase in the number treated within the national 
standard (62 days from GP referral).  
 
Cancer treatments (from GP referral) in NEL 
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Our cancer programme is highly developed, building on a history of local and regional work 
and NEL was part of the National Cancer Vanguard (through the UCLH Cancer 
Collaborative).  
 
Our key objectives are: 

 Continue our improvements in one year survival and rates of earlier diagnosis  

 Maintain high performance in times to treatment and achieve the new faster diagnosis 
standard through working together as a system and reducing variation in access to best 
practice pathways 

 Ensure excellent patient experience and personalised care for patients throughout their 
pathway.  

 
The key priorities are: 

 Improving the one-year survival rate from a baseline of 75% in 2017 

 Improving bowel, breast and cervical screening uptake and coverage; All CCGs are 
below the national average – except Havering which is in line with the national average 
for bowel and breast screening 

 Rolling out of FIT for symptomatic and non-symptomatic populations in line with national 
policy, and HPV as a primary screen in the cervical screening programme – the cancer 
alliance is undertaking the largest study into the effectiveness of FIT for high risk 
symptomatic patients and aspires to be a national leader in its implementation 

 Improving GP referral practice - the majority of NEL CCGs (Barking and Dagenham, 
Redbridge, Havering and Waltham Forest) all have conversion rates outside of the target 
range (3-5%) 

 Implementation of faster diagnosis pathways and continuing to meet the 62 day standard 
–  key challenges for NEL include increasing capacity in endoscopy and ensuring the 
integration of the Rapid Access Diagnostic Centre into the cancer system 

 Improving access to high-quality treatment services – e.g. through the radiotherapy 
network or the new CYP specification 

 Roll-out of personalised care interventions, including stratified follow-up pathways, to 
improve quality of life, with a focus on treating cancer as a chronic condition for 
increasing numbers of people in NEL. 
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 Implementation plans for lung health checks – building on the SUMMIT lung study and 
expecting to adopt the national model in 2023/24 

 Implement rapid access diagnostic centres at Mile End Hospital and at the new St 
George’s Health and Wellbeing Centre (subject to funding) 

 
To deliver this we have seven workstreams:  

1. Earlier diagnosis through the national screening programmes 
2. Earlier diagnosis for risk stratified and symptomatic population 
3. Innovative models of access - Rapid Diagnostic Centres  
4. Best practice care and treatment 
5. Acute operational performance (FDS and 62 day) 
6. Personalised Care 
7. Workforce 

 
Earlier diagnosis - Increase the uptake and coverage of the national cancer screening 
programmes 
 

 

 
 
Havering aside, all north east London CCGs have lower than average screening uptake for 
the national cancer screening programmes (bowel, breast and cervical). Women in the most 
deprived groups are less likely to attend cervical screening, yet are more likely to have high 
risk HPV, and at higher risk of being diagnosed with/dying from cervical cancer. Common 
barriers to cervical screening include fear or dislike of the pelvic examination, 
embarrassment, difficulty getting appointments or being too busy. To reduce inequalities, we 
will offer self sampling kits to 50% of non-responders across GP practices in Newham and 
Tower Hamlets. Self-sampling addresses most of these enabling patients to take a sample 
themselves, in private and a convenient place and time.  
 
We are developing the ‘teachable moments’ programme for patients who have had an all 
clear following a 2WW. This work targets patients with symptom awareness, screening and 
other health and wellbeing advice in a cost effective model while we can achieve maximum 
engagement. It is in pilot phase and we will undertake a robust evaluation and develop 
commissioning case if appropriate.  
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In addition the alliance is supporting a range of other interventions including:  

 Support the national Be Clear on Cancer campaigns to increase presentation with 
suspected symptoms 

 Support the switch to FIT roll out in the bowel screening programme 

 Manage the transition to primary HPV for cervical screening 

 Recruit a bowel screening coordinator for BHR  

 Pilot health promotion champions to engage with BAME and other hard to reach 
groups  

 Deliver a school competition to raise awareness and increase uptake of the HPV 
vaccine  

 Out of hours cervical screening to improve uptake –BHR  

 Telephone reminders in community languages to increase uptake of bowel screening 
programme 

 

Year 1 milestones Years 2-5 milestones Metrics 

 Launch self sampling 
study 

 Deliver and evaluate the 
existing programme 

 Set up earlier diagnosis 
delivery group, which 
will take on responsibility 
for overseeing this work 

 

 Further roll out of self 
sampling; continued 
investment in evidence 
based interventions 
aligned to the emerging 
ICSs 

 

Coverage and uptake for 
breast, bowel and cervical 
screening 
 

 
Earlier diagnosis – risk stratified and symptomatic 
 
Early stage diagnosis has been improving overall in NEL but it remains a key focus for 
achieving improvements in survival. Emergency presentations vary across NEL: 

NEL 
Emergency 
Presentations 

NHS Barking and Dagenham CCG 16.7% 

NHS City and Hackney CCG 13.7% 

NHS Havering CCG 13.3% 

NHS Newham CCG 21.3% 

NHS Redbridge CCG 21.5% 

NHS Tower Hamlets CCG 25.6% 

NHS Waltham Forest CCG 17.4% 

North East London 18.0% 

England 18.1% 

 

 Statistically 
better than 
England mean 

 Not proven to 
be statistically 
different to 
England mean 

 Statistically 
worse than 
England mean 
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Current projects: 
 
Lung health checks and low dose CT screening for lung cancer 
Lung cancer leads to more deaths each year than any other cancer. In the UK only 12.9% of 
patients with lung cancer are alive five years after diagnosis. Early stage disease has a high 
cure rate with treatments including surgery and radiotherapy. Early stage disease is 
asymptomatic and therefore often identified incidentally. There is strong evidence that 
performing low dose chest CT scans in those at increased risk of lung cancer reduces lung 
cancer mortality. 
 
NCEL Cancer Alliance has the largest programme of lung health checks including low dose 
CT in the UK, through the SUMMIT study, the largest lung screening study in Europe. Led by 
UCL and UCLH, the study has installed CT scanners at four sites, including King George’s 
Hospital and Mile End Hospital. The study estimates it will find nearly 250 early stage 
cancers that would otherwise have not been found until a later less treatable stage. The 
evidence from this study will be crucial in determining whether the UK adopts a national lung 
screening programme.  
 
FIT for high risk 
The NCEL Cancer Alliance will complete the qFIT study into the efficacy of FIT for high risk 
symptomatic patients. Early indications are that FIT will have a significant benefit for patients 
with high risk of bowel cancer and the focus will be on a large scale, carefully monitored 
implementation over the next few years.  
 
The alliance is measuring the impact of the FIT test roll out (both low and high risk patients) 
on referrals and endoscopy capacity and demand across NCEL. This project collects 
information on FIT negative patients who will be followed through their pathway both for 
safety netting purposes as well as to determine the optimum timeframe beyond which the 
patient should be re-tested should the symptoms persist. This will ensure that operational 
capacity is optimised.  
 
Investing in new systems and education to support GP decision making: 
City and Hackney GPs have been piloting a new tool called ‘C the signs’, which streamlines 
the complex decision making process for cancer referrals. The alliance will roll this out 
across more CCGs in NEL, with a view to developing a business case for further roll out.  
The NCEL Cancer Alliance, with support from Macmillan, has developed an ‘e-safety netting’ 
module which integrates with GP IT systems. It tracks patients with suspicious symptoms to 
ensure they get recalled for ongoing check-ups and that their specialist care is happening as 
planned.  
The cancer alliance also funds additional primary care education and information, with a 
focus on targeting high numbers of salaried and locum GPs, who often find it difficult to 
access education.  
 
Avoiding late diagnosis of ovarian cancer (ALDO) 
The Alliance will complete its study to inform the implementation of a ‘ROCA’ screening 
pathway within the NHS for women who are confirmed BRCA carriers but not willing to have 
salpingo-oophorectomy. This aims to increase the proportion of ovarian cancers diagnosed 
at early stage.  
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Year 1 milestones Years 2-5 milestones Metrics 

 Publish qFIT study 

 Establish monitoring 
mechanisms to 
understand impact of 
FIT on endoscopy 
activity and develop 
safety netting 
methodologies for use of 
FIT in high risk patients 

 Maximise uptake of 
SUMMIT study 

 Implement ‘C the signs’ 
in 3-4 CCGs 

 

 Establish business case 
for ‘C the signs’ and roll 
out across NEL if 
appropriate 

 Report on ALDO study 
and influence NICE 
guidance for women 
with BRCA gene 

 Roll out FIT for high risk 
patients with monitoring 
mechanisms 

 Work with SUMMIT 
study to report on impact 
of lung health checks 
and low dose CT for 
patients at high risk of 
lung cancer, and 
develop plans for two 
CT scanners in north 
east London for this 
purpose 

 Work with national team 
to implement lung health 
checks in line with 
national policy in 
2023/24 

 

Early diagnosis rates 
 

 
Innovative models of access – rapid access diagnostic centres 
 
The Alliance has set up two vague symptom pathways (Barts Health and BHRUT) and is 
agreeing its implementation plan for Rapid Diagnostic Centres, including the development of 
the Rapid Access Diagnostic Centre (RADC) at Mile End Hospital, due to open in May 2020. 
There are two key projects that align with the national RDC vision and specification: the 
Multi-Disciplinary Diagnostic Centres (MDCs) and the RADC.  
 
Current projects: 
 
Rapid access diagnostic centre 
The RADC is due to open by the end of 2019/20. It will comprise two endoscopy rooms and 
two ultrasound rooms co-located on an existing cancer screening site, with a new CT 
scanner in place for low dose CT lung cancer screening. Maximising the co-location of 
existing resource will support one stop pathways. An MRI is planned for phase two. The 
clinical model includes a surveillance cohort decant, and any remaining capacity will be 
utilised to deliver diagnostics for new 2WW patients.  
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Developing the MDCs in line with national RDC policy 
The Alliance has led the setting up and delivery of five of the ten national MDC sites across 
London including at BHRUT within the two year CRUK Accelerate, Coordinate, Evaluate 
(ACE) Wave 2 programme that ended in March 2019. More recently an additional MDC site 
has opened at Barts. This new pathway has been shown to reduce delays following 
presentation in time to diagnosis, yields higher cancer conversation rate, improve patient 
outcomes as well as patient experience, while reducing cost for the health service. The 
Alliance will develop a commissioning case for RDCs in NEL.  
 

Year 1 milestones Years 2-5 milestones Metrics 

 Develop RDC model at 
Barts and BHRUT 

 Ongoing work to 
develop EDC at Mile 
End 

 

 Launch RDC at BHRUT  

 Launch Rapid Access 
Diagnostic Centre at 
Mile End (May 2020) 

 Proportion of patients 
accessing cancer 
diagnostics through best 
practice approach. 

 Early stage diagnosis  

 Faster diagnosis 
standard achievement 

 
Best practice care and treatment 
NEL Radiotherapy Providers (Barts Health and BHRUT) are part of the new north and east 
London Radiotherapy Network. Hosted by UCLH, with a Network Oversight Group chaired 
by Professor Charles Knight, CE of St Bartholomew’s Hospital, the network seeks to: 

 improve access to modern, advanced and innovative radiotherapy techniques  

 improve the experience by ensuring multi-professional tumour specific subspecialist 
teams 

 increase participation in research and clinical trials by an average of 15% increase 
over three years 

 reduce variation in quality by adopting standardised best practice protocols  

 reduce variation in equipment utilisation; an average 15% increase in equipment 
utilisation for England as a whole is expected over the next three year period  

 
Formed in July 2019, it is currently developing its work plan for the next three years to 
achieve these objectives. NCEL generally has some of the most advanced radiotherapy 
services in the country, with a number of large specialist centres, and one of only two proton 
beam units in the country (at UCH). 
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Spotlight on: Rapid Access Diagnostic Centre 
 
Late diagnosis of cancer is a particular problem for our local population, and we have 
some of the highest rates of late diagnosis in England. The RADC is a collaboration 
between the three main acute providers - Barts Health NHS Trust, Barking, Havering and 
Redbridge University Hospitals NHS Trust and Homerton University Hospital NHS 
Foundation Trust. It will improve access to earlier diagnosis and treatment for cancer, in 
particular, which will improve life expectancy and begin to address health inequalities. 
 
The RADC will be person centred, with patient choice, attendance and patient experience 
supported by new clinical nurse specialist roles, which Macmillan has already indicated an 
interest in funding. The first phase for the centre will consist of two endoscopy suites and 
two ultrasound rooms, co-located with an existing CT scanner for low dose CT lung 
cancer screening. The second phase is to add an MRI machine. 
 
A co-located education centre will be used to host a range of health and wellbeing events 
to educate on the rationale for screening and surveillance. It will also host events, building 
on the piloted health and wellbeing school developed to safety net pathways, educate on 
cancer prevention, provide health promotion, screening services and the small “c” 
symptoms to inform of the symptoms and signs of cancer with the intention of promoting a 
clinical review.  
 
The RADC will be the first of its kind. The facility will be staffed with a mixture of existing 
members of provider staff and new staff, and as such will be a new model for service 
delivery at a system level. It will be a centre of excellence ensuring best practice 
surveillance and screening services whilst removing variation in delivery across providers. 
This means all patients across north east London, whether receiving their diagnostics at a 
provider hospital or the RADC, will receive the same high quality care and standardised 
procedure. The RADC will act as a lasting platform for improvement by providing a centre 
for training, where new skills and techniques can be used and then disseminated across 
NEL. 
 
Patients who have the opportunity to benefit from the RADC in phase one include those 
with gastrointestinal conditions such as polyps, Barrett’s Oesophagus and inflammatory 
bowel disease, as well as those with liver cirrhosis and Hepatitis B and C. Phase two will 
extend to patients with early stage prostate cancer who are on active surveillance. The 
patient cohorts will be reviewed as the service becomes more established. 
 
Patient outcomes and experience will improve by offering this new service. Patients will 
have greater choice over appointments, services will be co-designed to meet their needs 
and staff will be trained and skilled at managing their care and be able to refer onward if 
necessary. This new centre will provide much needed additional diagnostic capacity in our 
local health system. 
 
The additional capacity will mean that more people in north east London are diagnosed 
with cancer sooner leading to improved life expectancy for these individuals and – in the 
longer term – lower cancer treatment costs. There will also remain an element of choice 
for local people in where they have their procedure as this is new, supplementary 
capacity.  
 
Local people should also see an improvement in quality of diagnostics, as all three local 
providers are now working closely together to provide services to a common specification 
and will ultimately use a joined up IT platform to book appointments and for results to be 
viewed using the East London Patient Record. 
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The RADC will be a centre for best practice and training in surveillance and will spread 
specialist knowledge across the region.  
 
The RADC has ambitious aims to provide additional cancer diagnostic capacity at a 
system level, removing unwarranted pathway variation and providing the ability for one 
stop diagnostics. This additional capacity in turn supports the 62 day standard and 
enables shortening timelines towards the 2020 Faster Diagnosis Standard reiterated in the 
Long Term Plan (informing of diagnosis by day 28). 
 
The RADC will host a training centre for the key workforce areas of need (endoscopy and 
ultrasonography), expanding on the new clinical roles already trained within the system. 
There is also the opportunity to create shared posts, adding to the system workforce 
resilience in hard to recruit to areas. Furthermore, the quality improvement and person-
centred holistic approach aims to improve flow and reduce system waste. 
 
We expect this will support developing a second RADC on the St George’s hospital site. 
 

 
Children, teenagers and young adults 
The Children and Young People’s Cancer Network covering NEL is led by the Principal 
Treatment Centre, hosted by UCLH (teenager and young adults) and GOSH (children). The 
key challenge for the network in the coming years is the full implementation of a new 
specification for paediatric shared care units, where children and young people receive 
treatment closer to home, outside the principal treatment centre. A new specification is 
currently out for consultation, expected to be finalised in autumn 2019 that will set quality 
standards that all shared care units must meet. It will be implemented in the following year.  
 
More children and young people will be supported to take part in clinical trials, so that 
participation among children remains high, and the NHS is on track to ensure participation 
among teenagers and young adults rises to 50% by 2025. 
 
From 2019, whole genome sequencing will begin to be offered to all children with cancer. 
The Genomic Laboratory Hub at GOSH working with the cancer alliance will ensure local 
strategies are in place to provide all eligible patients with access to appropriate cancer 
genomic testing. From 2020/21, more extensive genomic testing should be offered to 
patients who are newly diagnosed with cancers.  
 
Cancer MDT meetings 
The MDT improvement programme focuses on improving MDT functioning through 
implementation of specific process changes, provide MDTs with associated training and 
supporting materials and set-up an alliance wide network in which to deliver the work 
programme. The main process change is to implement the use of prospective treatment and 
diagnostic protocols using pre-MDT triage as per national guidance.  
 
Completion of reconfiguration of highly specialist services 

Pathway Overview Current status 

Haematology Barts provides BMT 
 
Barts and BHRUT provide 
intensive therapy for AML 

Complete 
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Pathway Overview Current status 

Pelvic 
Cancer (i.e. 
prostate, 
bladder) 

Pelvic cancer surgery centralised 
at UCLH from 

 Whipps Cross in 2013 

 KGH in 2016 
 

All pelvic cancer surgery in NEL 
is performed at UCLH. 

 Awaiting feedback from 
NHSE Spec Comm on 
whether pelvic cancer 
passed through gateway 6 
in December 2017 

 New national prostate 
pathway published in May 
2018. Our Trusts adhere to 
the processes but work is 
ongoing to meet timescales. 

 New MRI contouring software 
set to be rolled out across the 
patch will enable Trusts to 
reduce the number of biopsies 
under GA and the number of 
cores taken, improving 
pathology TAT. 

Renal Centralisation of renal cancer 
surgery at the Royal Free was 
completed in 2015. 
 
Cryotherapy performed at UCLH 
by the Royal Free team. 
 
Pathway developed in 
collaboration with RM Partners to 
remove variation across London. 

Formal approval of gateway 6 
expected soon 

Oesopha-
geal and 
gastric 

All OG cancer resective 
surgery transferred from Barts 
Health to UCLH in December 
2015 
 
BHRUT are still performing OG 
resective surgery, due to be the 
next service to be centralised at 
UCLH. 

Barts/UCLH transfer gateway 6 
passed in March 2018. 
 
Focus on developing next steps 
for OG surgery 

Head and 
neck 

Surgery centralised at Barts 
from UCLH in December 
2015 (previously centralised 
from Royal Free) 
 
Barts perform some robotic 
surgery otherwise UCLHis the 
only site performing in NCEL 
 
MDT unification project still 
ongoing. 

The reconfiguration has passed 
through gateway 4. 
 
A gateway 5 review was 
presented in September 2017. 
Although there was evidence of 
positive patient experience and no 
concerning outcome metrics 
further work was required in order 
to create a unified service across 
the sector, the biggest priority is 
the creation of a single MDT 
between Barts, UCLH and 
BHRUT. 

Brain and 
spine 

Barts and BHRUT plan to merge 
their neurosurgery services for  
NEL and West Essex. 

Barts and BHRUT proposal 
passed through gateway 3 and is 
proceeding currently 
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Genomics - The cancer alliance will proactively engage with the relevant Genomic 
Laboratory Hub and NHS Genomic Medicine Centres to ensure local strategies are in place 
to provide all eligible patients with access to appropriate cancer genomic testing.  
 

Year 1 milestones Years 2-5 milestones Metrics 

 Set up of Radiotherapy 
Network and 
development of work 
plan, including sharing 
business cases for 
investment 

 Develop MDT protocols 
in line with national 
specification 

 Establish approach for 
implementing CYP 
specifications 

 Begin implementation of 
MDT streamlining 
specification after it is 
released 

 

 Develop engagement 
strategy for genomics 

 Complete 
reconfigurations, 
ensuring outcome 
measurement 

 Implement specifications 
 

1 year survival 
 
NCPES results 
 
Pathway level outcomes 
 
Radiotherapy utilisation 
 

 
Acute operational performance (FDS and 62 day) 
NEL is a high performer nationally against the key national cancer access standards. 
However demand is increasing and the new Faster Diagnosis Standard presents new 
challenges.  
 
Faster Diagnosis Standard implementation 

 Implement the four national rapid diagnosis pathways 

 Lung, Prostate, Colorectal and OG 

 Focus on maximising the number of patients going through STT 

 Look for and then implement where possible innovative approaches to 
Histopathology. 

 Extend the use of virtual clinics. 

 Review current methods by pathway for giving an all clear diagnosis of cancer and 
develop new approaches to speed up this process. 

 Prostate – implement new image contouring software to enable quicker reporting and 
better biopsy practice 

 
System readiness 

 Ability to easily record and track those on an FDS pathway. 

 Develop a joined up understanding between Primary and Secondary care 

 Look for opportunities to extend to seven day services 

 Under take baseline against the standard 

 Undertake a C&D review at local and system level 

 Develop systems for rolling review of C&D 
 
Workforce (linked to wider cancer workforce strategy) 

 Develop a flexible workforce to manage demand particularly in diagnostic services, 
radiology and pathology. 

 Link with the EDC project to build the work force. 

 Improve uptake to HEE nurse endoscopist training 
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 Consider investing in GPwSI 

 Consider recruitment and retention premiums for key staff 

 Look for innovation opportunities in histopathology. 
 
Patient experience 

 Consider better ways to communicate with patients, especially the need for attending 
multiple appointments. 

 
Demand and capacity 

 The Alliance will continually review demand and capacity to support business cases 
for further investment.  

 

Year 1 milestones Years 2-5 milestones Metrics 

 Establish 
comprehensive data 
capture for FDS 

 Continue to embed the 
best practice national 
timed pathways 

 Deliver digital image 
sharing across NEL 

 

 Identify pressured 
pathways and assess 
demand and capacity to 
build business cases for 
further investment 

 Fully implement the 
national OG pathway 

 Meet the new FDS 
standard 

 

Data capture for FDS 
 
28 day FDS 
 
62 day 
 

 
Personalised care 
From the moment of diagnosis all cancer patients should receive personalised care including 
a range of established interventions including: a holistic assessment, a care plan, health and 
wellbeing information and support, a treatment summary enabling discharge to primary care, 
and cancer care reviews in primary care. In addition, in line with national guidance and going 
further where appropriate, NEL will implement personalised (stratified) follow up, enabling 
more patients to self-manage and reduce unnecessary usage of increasingly pressured 
specialist clinical resource.  
 
Personalised care key priorities: 

 From April 2020 approximately two-thirds of patients who finish treatment for breast 
cancer to be on a supported self- management follow-up pathway 

 All Trusts to have in place protocols for personalising/stratifying the follow up of 
prostate and colorectal patients and systems for remote monitoring for patients on 
supported self-management. 

 All Trusts to have personalised (stratified) follow-up pathways in place for colorectal 
and prostate cancer by April 2021 

 From 2021, the new Quality of Life (QoL) Metric will be in use locally and nationally. 
The NCEL Cancer alliance is one of five cancer alliances participating in the national 
evaluation 
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Year 1-2 milestones Years 3-5 milestones Metrics 

Patient support and 
information 

 Develop and deliver an 
education strategy for 
primary care and 
patients.  

 Work with emerging 
primary care networks to 
consider an appropriate 
model for social 
prescribing of those with 
cancer  

 Ensure pathways are in 
place for the 
management of 
consequences of 
treatment 

 
Personalised care - Acute 

 Develop a cancer 
inequalities strategy for 
NEL following the 
publication of the Pan 
London work 

 improvement in the 
delivery of the recovery 
package –treatment 
summaries, holistic 
needs assessment and 
Health and wellbeing 
events 

 Establish remote 
monitoring systems in 
acute trusts for initial 
stratified follow up 
pathways 

 
Personalised care-Acute to 
OOH transition 

 Deliver stratified follow 
up for breast cancer 
patients  

 Agree and implement 
stratified follow up 
arrangements for 
prostate patients  

 Agree and implement 
stratified follow up 
arrangements for 
colorectal patients  

 
Personalised care- out of 
hospital 

All alliances to work with 
partners to implement 
comprehensive model of 
personalised care for cancer 
patients 
 
All alliances to implement 
personalised (stratified) 
follow up for other cancers 
as identified 
 
Use local QoL data to inform 
service improvements 
 

By 2020 all breast cancer 
patients will move to a 
personalised (stratified) 
follow-up pathway once their 
treatment ends, and all 
prostate and colorectal 
cancer patients by 2021. 
 
By 2021 everyone 
diagnosed with cancer will 
have access to personalised 
care, including needs 
assessment, a care plan 
and health and wellbeing 
information and support. 
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 Pilot three models for 
aspects of delivering 
personalised care in the 
community: 

 Havering oncology team 

 UCLHCC cancer 
navigators(breast) 

 Macmillan Local 
authority project(MLAP)-
LBTH 

 Roll out of Cancer Care 
Reviews (CCR), 
including training for 
practice nurses. 

 Scope how the quality of 
cancer care reviews can 
be captured. 

 Ensure appropriate 
psychological support is 
commissioned 

 Develop business case 

 Ensure appropriate 
AHP/rehab support 

 Develop case to invest 
in rehab services 
pending findings of 
rehab mapping project 

  

 
Key issues from a survey of local stakeholders were:  
 Mentions 

Not enough posts for demand 78 (44%) 

Shortage in profession 41 (23%) 

Skills mismatched to need 23 (13%) 

Issues with retention 12 (7%) 

Retirement/succession planning 12 (7%) 

Unable to attract people to post 11 (6%) 

 
Trusts and services are already developing innovative responses to workforce concerns.  In 
some cases, clinicians and managers have faced challenges in evaluating and scaling 
innovation due to difficulties accessing training resources, short-term funding approaches, 
under-exploited opportunities for shared learning or collaborative action, and bureaucratic 
constraints such as establishing honorary contracts. Based on FTE growth, age profile and 
staff turnover, by trust and profession, NEL has key risks in histopathology, clinical oncology, 
psychological specialists and gastroenterology.  
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FTE staff in post Mar 2019 

(ESR data, source HEE) 

  NEL 

Therapy radiography 80 

Diagnostic radiography 481 

Medical oncology  22 (25) 

Clinical oncology 17 (34) 

Histopathology 33 (36) 

Radiology 106 (116) 

For medical professions, numbers are: consultant 
(consultant + locum consultant + trust grade) 

 
The cancer workforce strategy focuses on the following key themes:  

 Improved information about the cancer workforce 

 Supporting individual employers to develop workforce action plans to identify 
‘hotspots’ of concern  where the system should support early targeted action – for 
example, by piloting innovative approaches to succession planning and new role  

 Brokering collaborative workforce actions between employers. For example, a 
collaborative approach enabled by the NCEL employment licence could enable e.g. 
new international doctors to undertake a rotational programme in order to complete 
the CESR process.   

 Improve visibility of workforce issues within the Alliance, by implementing a clear 
mechanism for stakeholders to escalate concerns or opportunities to the Alliance 

 Deliver enablers of change including the employment licence - The Alliance is 
implementing a workforce sharing agreement to enable cancer staff to work flexibly 
across all NCEL trusts.  

 Enables flexible deployment of staff between organisations without changing 
employers or repeating employment checks.  

 The employing trust indemnifies the host trust against clinical, employment and other 
liabilities that might arise from their staff working in the host trust.   
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Workforce plan 

  2019/20 Years 1-2 Years 3-5 

 Underpinning 
actions 

Workforce mapping Improve 
visibility of 
workforce 
at strategic 
level 

 

Action planning with trusts Implement trust plans 

P
ri
o

ri
ty

 w
o
rk

fo
rc

e
 g

ro
u
p

s
 

Endsoscopy  Roll out 
STT 
teletriage 
training 

 

Increase clinical endoscopist training uptake 

Pathology Consider MTI 
options 

Implement MTI scheme 

Funded pilots 
advanced BMS 
roles 

Develop investment case to support training for 
increased advanced BMS at scale 

Imaging Funded pilots of 
X-ray reporting 

Implement governance 
standards for reporting 
radiographers 

 

Plain film 
workforce 
modelling 

Develop investment case and support training 
and implementation of expanded use of 
reporting radiographers in all modalities 

Primary Care Funded deep 
dive - GP nursing 

Implement lessons from 
19/20 deep dive – GP 
nursing 

 

Implement 
education 
programme 

Expand education 
programme to other roles 

Work with training 
hubs and PCNs to 
support cancer in 
new roles 

Encourage uptake of 
existing support offers 

 

Explore role development 
to enable other clinicians 
to do CCRs 

Cancer 
nursing 

Expand student 
placements 

Support collaborative 
training pathways and 
mentoring 

 

 Implement talent management approaches for 
cancer nursing 

Pathway 
support 

Expand CNS 
development 
programme 

Identify opportunity for 
skillmixed CNS teams 
and pilot 

 

MDT co-ordinator 
capacity tool 

Implement CNS training 
pathways and support for 
mentors 

Scale up CNS skill 
mixing and test non-
nursing roles in CNS 
teams 

Cancer administrator development programme 
tbc 

Personalised 
care 

 Deep dive into clinical 
psychologists 

 

Respond to outputs of 
rehab workforce mapping 

Enablers 
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Governance and operating model 
The alliance is the vehicle for the delivery of our cancer plan: 
 

 
 
The NCEL Alliance is in the process of forming two alliances aligned to both STPs’ 
footprints, with a go live date of April 2020. The key benefits of this change will be: 

 Deeper relationships enabling faster decision making and change 

 Further localisation of plans, especially in the context of developing integrated care 
systems 

 Direct alignment with other workstreams, simplifying interdependencies 
 
The two alliances are committed to working together on areas where it constitutes value for 
money, there is a critical mass of expertise in only one STP, and where pathways cross STP 
boundaries. Each STP’s alliance has mirrored their governance structures which will enable 
periodic joint meetings to ensure maximum cooperation.  
 
Interdependencies 
 
Prevention: most of the drivers of preventable cancer are factors in a wide range of disease 
(tobacco, air pollution, obesity, diet, breastfeeding rates etc.). As such the cancer 
programme will not lead on delivery of specific interventions on these, however will seek to 
support these where appropriate, and ensure that ‘every contact counts’ making referrals 
and signposting where appropriate. In addition a number of cancer programme interventions 
have specific prevention components e.g. ‘Teachable Moments’ includes prevention 
information and the SUMMIT lung study offers brief stop smoking interventions as part of the 
lung health check.  
 
Collaboration with key third sector partners: There are many large and well established 
charities working in cancer – in particular Macmillan Cancer Support provides support to 
people living with and beyond cancer, and Cancer Research UK which particularly focuses 
on earlier diagnosis. These partnerships offer crucial complimentary support for example 
Macmillan funds advice services located within hospitals for people with cancer and CRUK 
funds a team of facilitators supporting primary care to improve referrals for cancer.  
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Primary care development: the cancer programme relies on optimal referral by GPs and an 
increased role for primary care in the support of patients after treatment. The development of 
primary care networks, as well as other key developments, will be central to the delivery of 
our overall goals.  
 
Urgent and emergency care: NEL has been reducing the proportion of cancer diagnoses 
made in emergency settings, though there is significant variation between CCGs, with Tower 
Hamlets the highest at 25.6% and Havering the lowest with 13.3% (England average 
18.1%). As well as its core work to increase the proportion diagnosed at an earlier stage 
through GP referral, the cancer alliance will work with the Urgent and Emergency Care 
Programme to ensure that patients diagnosed through emergency settings get the most 
efficient pathway and an excellent patient experience.  
 
Mental health: the cancer alliance is already improving psychosocial support, bringing 
practitioners together in communities of practice through its Psychosocial Expert Reference 
Group. In addition the cancer alliance will work with the mental health programme to 
understand mental health as a driver of late presentation and develop improvement 
strategies.  
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Personalisation 
 
Developing personalised care means ensuring people have choice and control over the way 
their care is planned and delivered, acknowledging individual preferences, strengths and 
needs. Our personalisation programme will be a cross-cutting programme of cultural change, 
implemented across our work streams and care sectors. We will build upon our strong 
legacy of leadership in social prescribing to co-create a personalisation programme with 
frontline staff, voluntary sector partners and patients. We will also use our contracting and 
commissioning experience to pioneer changes to provider budgets for mental health 
recovery and learning disability patients, which will give them both more control and choice. 
 
Social prescribing 
Our vision over the next five years is for social prescribers to have constructive input into all 
care and support plans, whether formulated in primary or community care, or at acute 
discharge. We will incorporate social prescribing across all of our work streams. We have 
conducted a stocktake both of the current level of social prescribing and voluntary sector 
capacity for referrals across NEL. Five boroughs currently have full coverage of social 
prescribing: Tower Hamlets, Hackney, Barking and Dagenham, Redbridge and Waltham 
Forest, with a variety of models in place. There is partial coverage in Newham and Havering, 
however there is a receptive local clinical community to the development of this service. Our 
first priority will be to ensure roll-out across these areas, so that there is a core social 
prescribing offer across all of NEL. We will work with the London social prescribing team to 
organise a clinical stakeholder event where we will look at ways to embed the concept of 
social prescribing.  
 
Key aspects of service developments across our social prescribing programme during 20/21 
and 21/22 are as follows: 

 Ensuring that the voice of the service user is at the heart of shaping our social 
prescribing priorities. 

 Supporting our systems to develop the link worker role.  We will be running a specific 
workshop for link workers and current social prescribing providers: voluntary sector, 
primary care networks and local authorities. 

 Creating a social prescribing network of professionals for NE London 
 Developing a common outcome framework for social prescribing across NE London to 

effectively benchmark services. 
 Exploring the opportunities for establishing common information systems and maximising 

the opportunities of digital technologies. 
 Supporting primary care networks to develop their role in the social prescribing agenda 

 Working across commissioners and providers to increase service uptake and maximise 
capacity. 

 Our programme will be enacted in collaboration with the NHS regional team, particularly 
using central support for link worker training and overall programme support. 
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Spotlight on: Social prescribing in Redbridge 
 
Tackling isolation 
A 56-year-old woman was referred to the social prescribing service run by Redbridge 
Council for Voluntary Services after experiencing social isolation and low-level mental 
health problems – and their visit was the first face-to-face contact she’d had in three 
weeks. 
 
The woman’s main concerns were loneliness, reduced mobility and housing issues. An 
hour-long detailed assessment by the social prescribing team highlighted the fact that 
numerous services had been in contact, though this had added to her confusion and 
feelings of being overwhelmed. 
 
The social prescribing coordinator contacted the council’s adult social care team and 
arranged for a volunteer to spend some time with her during the Christmas period, a time 
of year which had been particularly difficult in previous years. The volunteer also brought 
her a ‘Christmas hamper’. “You will never understand how grateful I am for the lovely lady 
coming to me. Sometimes, all you need is to know that someone is thinking of you at 
Christmas. I was feeling very lost with everything, but you helped me find the right people 
who are helping me”. 
 
A place at her local day centre has been arranged, including exercise sessions and social 
events, while Redbridge Single Homeless Service is helping with her finance, transport 
and housing issues. 
 
The introduction of interventions via social prescribing in this instance not only provided 
important support for this individual in the community, including over the Christmas period, 
but also proactively ensured that out of hospital services were maximised rather than 
relying on NHS and acute care at a time of crisis. 
 
Advice and support 
The social prescribing team were on hand to support a 27-year-old man with advice and 
support including counselling, English language conversation classes, a confidence-
building course, training in trades and construction as well as immigration advice. 
 
The team’s health and wellbeing buddy felt that he needed immediate psychological 
support and looked into a specialist service for male survivors of domestic abuse, after 
hearing how his marriage had ended and he had experienced violence from his ex-wife 
and her family. 
 
A range of social prescribing services were then provided, addressing his needs including 
education, training and employment advice. 
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Care planning happens across all our care sectors, with a particular current focus on 
developing proactive care plans via local integrated care teams. We will seek to create, 
collaboratively, a set of common core principles for care planning, through consultation with 
patients and clinicians and endorsed via our Clinical Senate, which can be used across all 
our providers and systems. In addition, we will develop and implement a personalised care 
and support planning training programme for staff, which will incorporate both techniques to 
support self-management and promote independence. We will also establish, by March 2020 
an expert patient network to assist patients and clients with the care planning process, as 
well as establishing patient advocacy services as part of our overall approach. A key aspect 
across this work will also be to enable shared decision making as part of the care planning 
process. 

 
We will link the care planning process to social prescribing and primary care by embedding 
the Co-ordinate my Care (CMC) platform as the system through which care plans can be 
shared across organisations, ensuring that personal preferences for care can be understood 
and enacted at all times. We will also ensure the NEL-wide directory of services (DoS), 
encompassing health, social care and voluntary sector services, is available across all care 
settings. We will align the development of the DoS to our out of hospital digital plans, 
maximising the interface with the NHS app. 
 
Finally, we will expand our Individual Placement Support (IPS) pilot across all of NEL, 
building on best practice within Tower Hamlets and City and Hackney, this will be integral to 
developing personalised care plans for many patients and clients with learning disabilities, 
mental health needs, and long term conditions. We will also work with local authorities and 
service users in the spirit of co-production to develop the local domiciliary care market 
through delivering revised market position statements, and supporting clients to come 
together and to work with the voluntary sector and social enterprise to co-produce new 
service offers and opportunities. 
 
Personal health budgets 
As part of our personalisation programme it is our ambition to become the first area in 
England to disaggregate provider budgets within mental health recovery and learning 
disabilities. We already have a provider-led workstream to oversee the process, supported 
by programme management arrangements. We now plan to establish a memorandum of 
understanding and a gain-share and risk-share agreement between CCGs and providers to 
mitigate any potential service destabilisation and to facilitate proper funding for training and 
the necessary extra posts.  
 
We will complete a local assessment on our ability to provide personal health budgets within 
all applicable clinical areas, including s117 packages of care; this will include producing 
authored local guidance to be implemented by CCGs. Our work with providers will ensure 
that they have the capability to provide personal health budgets to mental health recovery 
and learning disability clients and intend to establish the financial mechanism to facilitate the 
administration of these budgets during 20/21. 
 
Across NEL, we are committed to exploring how personalisation and the use of personal 
health budgets can be used to support children, young people and their families. This will 
ensure that families receive personalised care and a choice of services provided to them. 
 
We are working with local Looked After Children services to implement a cross-NEL 
programme of’ Personal Health Budgets for children within the service. 
 
As a result of our combined adults and childrens' programme of work, we will meet the 20/21 
target of 1720 Personal Health Budgets. 
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Spotlight on: ‘I’ statements in Tower Hamlets 
 
People living in Tower Hamlets have produced a series of ‘I’ statements to underpin their 
expectations from local services. 
 
The statements were developed by Tower Hamlets Together and indicate what matters 
most to local people under the headings ‘around me’, ‘my doctors, nurses, social workers 
and other staff’, ‘me’ and ‘Tower Hamlets Together’. 
 
They include statements such as ‘I play an active part in my community’, ‘I feel like 
services work together to provide me with good care’ and ‘I have a good level of 
happiness and wellbeing’. 
 
The statements aim to build trust and confidence in local services, highlighting the benefits 
of integrated care, partnership and collaboration among staff, patients and carers, the 
wider community and a range of other stakeholders. 
 
These ‘I’ statements are increasingly being used by commissioners and providers to 
develop and plan services. They are also the basis for an outcomes framework, which is 
used to make the statements a reality for people in the borough in the next five years. 
 

 
Veterans 
A veteran is someone who has served in the armed forces for at least one day, and there 
are well over a thousand veterans in north east London. Across NEL we are committed to 
providing our veterans with the specialist care that they need, including high quality mental 
health support. 
 
We will encourage our GPs and their teams to sign up to become a ‘veteran-friendly’ 
practice as part of the Veteran Aware Accreditation scheme to ensure that every veteran 
receives the best possible care from their GP, regardless of where they live, and to support 
GPs and practice teams to ensure that ex-forces are fully aware of the dedicated help 
available to them. 
 
We will embed the six evidence-based components of the NHS Comprehensive Model for 
Personalised Care, and encouraged to work together with the individual to plan and deliver 
co-ordinated and personalised care that is considerate of the Armed Forces Covenant and 
the individual’s military experiences. This is set out in a personalised care plan for the 
veteran, in addition to being supported to access dedicated services for veterans, to help 
ensure they are getting high quality care and support by military and civilian experts.  
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Chapter engagement summary 
 
People told us 
 
“The NHS needs to promote and advise people about local groups who would be able to support 
and make people feel welcome if they are under-confident or intimidated about joining a group or 
doing physical activity” 
 
“Local people need more awareness about local health and wellbeing groups and activities.” 

 
I feel we could do so much more to address loneliness and its consequences if all GPs and other 
community health providers were aware of services and support offered in the community. 
Supportive friendships grow through being a member of a community group.” 

 
Talking about the SDP with our senior clinicians, they were clear that they need to 
endorse and champion this plan and any subsequent changes from a clinical leaders point 
of view and they have a key role to play in developing and taking these plans forward.  
They also want to make sure that the workstream aims are actually achievable within the 
five year timeframe and that the commissioning reforms and changes in relation to 
integrated care systems and place based care must be made clear and understood by all. 
This will help determine where things are to be delivered and who leads the workstreams. 
Feedback with clinicians from across NEL has led to plans to establish a separate senate 
for nurses and allied health professionals.   
 
The Cancer workstream is an excellent example of where engagement is well embedded. 
The alliance runs a large patient and carer network who are involved in all major decision 
making forums. It runs around 20 pathway boards and expert reference groups covering 
the major tumour groups as well as specialist areas such as chemotherapy or 
psychosocial support with patient/carer representation on all of these. It also runs peer 
support for patients involved in our work. Patient involvement and experience work is led 
by someone with personal experience of cancer. 
 

 

Chapter summary 
 

 In order to deliver the ambitions of our plan we need to ensure we have the right 
models in place to deliver care fit for the 21st century. 

 Primary care will be at the heart of our approach with our 48 primary care networks the 
key building block to support service integration at a local level.  

 We need to be able to manage demand for elective care services and we are working 
together through our elective care programme to make sure patients have access to 
the right advice, care and treatment in the most flexible way. 

 We will continue to transform how we deliver urgent and emergency care building on 
the development of our enhanced NHS 111 Clinical Assessment Service, delivering 
designated urgent treatment centres across NEL and ensuring all hospital trusts 
provide SDEC by March 2020.  

 We will work with partners to ensure best outcomes from clinical and surgical services, 
ensuring that providers are working together to deliver the best care.  

 We will ensure our cancer programme continues to improve survival rates, address 
capacity challenges and improve services. 

 We will ensure people have choice and control over their care through our 
personalisation programme, which will focus on increasing social prescribing, 
increasing uptake of personal health budgets and ensuring our care planning and 
support is centred on the individual. 

 Underpinning all of this will be a commitment to embedding quality improvement to 
ensure we are continually working to improve our health and care services 
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CHAPTER 5- BETTER CARE, IMPROVED OUTCOMES 
 
Chapter four of this document covered the areas where we need to transform the way health 
services are delivered to ensure they are fit for the 21st century. This involves developing a 
new model of primary care through the creation of primary care networks, radically improving 
the delivery of elective care services, and clinical and surgical services. 
 
Chapter five focuses on the life courses – how we will make sure the people of north east 
London start well, live well and age well. This means looking at our diverse and growing 
population and how we can develop and provide care that meets their changing needs, and 
supports them to live long happy and healthy lives. 
 

Maternity and neonatal care 
 
We want to make sure that all babies born in north east London have the best possible start 
in life and their parents experience the best possible pregnancy and birth. North east London 
hosts the largest maternity trust in England, Barts Health, with three hospitals providing 
maternity services - Royal London Hospital, Newham University Hospital and Whipps Cross 
Hospital. Queen’s Hospital in Romford, run by Barking, Havering and Redbridge University 
Hospitals NHS Trust (BHRUT), is one of the largest single site maternity providers in 
England. In 2018/2019 28,671 babies were born in north east London.  

 Barts Health NHS Trust: 14,977 

 Homerton University Hospital: 5,826 

 BRHUT: Queen’s Hospital: 7,868 
 
We continue to involve women and their families to help us shape a maternity service that is 
safe, high quality and accessible to them. Women can choose to give birth with one of our 
five maternity providers, and their birth options include obstetric labour wards, co-located 
midwife led units, freestanding midwife-led birth centres and at home.  
 
Evaluation of our acuity, using the birthrate plus framework, indicated that 75% of NEL 
women require moderate to high risk care. We have a very diverse population, with an 
estimated 66% of women of childbearing age identifying as Black, Asian and Minority Ethnic 
(BAME) who can present with a greater need for high risk care due to pre-existing long-term 
conditions and greater health and support needs. 
 
The MBRRACE-UK: Saving Lives, Improving Mothers’ Care report (2018), found that Black 
and Asian women have a higher risk of dying in pregnancy and childbirth, and most women 
who died had multiple health problems or other vulnerabilities. This must change. In NEL, 
the diversity of our population means that there is increased demand for specialist care to 
support expectant mothers with a range of medical problems such as high rates of diabetes, 
obesity and deprivation. We need to look at how we can balance demand and capacity in 
our hospital-based services so we can better look after higher risk mothers. This will include 
reviewing our model of care and how we should use our midwife-led units in response to this 
growing demand. We are planning a review of sector-wide demand and capacity in view of 
the increasing complexity of births and the decreasing birth rate. 
 
Across north east London, we work as the East London Local Maternity System (ELLMS) on 
a number of initiatives setting out the vision for planning, design and safe delivery of 
maternity services; how women, babies and families are able to get the type of care they 
want; and how staff will be supported to deliver such care. The ELLMS has been developed 
to bring together all stakeholders involved in the provision and commissioning of maternity 
services.  
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We meet bi-monthly meetings as part of our system governance. Part one of the meeting 
enables oversight and strategising of the delivery of the Better Births transformation 
programme. Part two facilitates shared learning and standardisation of care to reduce 
variance and ensure women and their families have the best possible outcomes. 
 
Our objectives are:  

 To operate shared clinical governance processes and standardised practices to 
enable cross-organisational working and ensure women and their babies can access 
seamless and safer care 

 To understand and address workforce challenges and gaps 

 To assure greater continuity of carer in models of midwifery practice  

 To accelerate moving towards digitalisation of records for mother and baby  

 To achieve accredited infant feeding programmes in every area  

 To reassess the likely demand of the births in NEL and understand the capacity of 
providers to deliver this  

 
Achievements 
To date, our achievements include:  

 Reduced vacancy rates  across our workforce 

 Standardisation of care 

 Improved Care Quality Commission (CQC) ratings (see below) 
 

Provider Previous CQC rating Latest CQC rating 

Royal London Hospital 2018 Inadequate 2018 Good 

Whipps Cross Hospital 2015 Requires improvement 2016 Good  (2019 
underway) 

Newham Hospital 2018 Inadequate 2019 Requires Improvement 

Homerton Hospital 2016 Requires Improvement 2018 Good 

Queen’s Hospital 2015 Requires improvement 2018 Good 

 
We continue to track progress against our set trajectories for 2019/20, acknowledging and 
learning from our overall achievements to date. Our goal is for all maternity providers to be 
rated as good or outstanding by 2022. 
 

Trajectory  National target London trajectory  
(set 2018) 

ELLMS 
achievement 

Personalised care 50% of total 
bookings by March 

2019 

50% of total bookings 
by March 2019 

72% 

Choice 
(from 3 places of 
birth) 

100% of all women 100% of all women 100% 

Continuity of Carer  20% of March 2019 
bookings 

2% of all bookings 21% 
 

Increasing births in 
midwife-led units 

20% of 2018/19 
total births 

20% of 2018/19 total 
births 

20% 
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Areas of work 
 
Continuity of Carer, personalised care and choice 
Key to making sure that local mothers and babies have the best possible outcomes is 
ensuring as many as possible receive midwife-led continuity of carer to support a better start 
in life. Continuity of carer (CoC) is key to this. We will offer enhanced continuity of carer for 
BAME women, and vulnerable women, ensuring we are reducing inequalities in care and 
variation in services across the system.  
 
We have worked together to agree a collective definition of vulnerable women and to make 
sure they are quickly identified and managed under the appropriate pathways. This definition 
has been embedded in the care model across all maternity sites to ensure that systems are 
in place to support this. 
 
In 2018/19, 21% of eligible women were booked onto a continuity of carer pathway (target: 
20%). We are working towards delivering the target of 35% of eligible women booked on a 
continuity of carer pathway by March 2020.  
 
In order to achieve this we will: 

 Support Better Birth leads at each Trust 

 Quality assure our models of care 

 Audit outcomes for women against locally developed quality standards 

 Expand existing models and conceive new models of care to maximise outcomes for 
women 

 Use shared knowledge from local early adopter sites 
 
We are also reviewing and auditing maternity patient data in line with emerging national 
evidence to understand whether there are any additional cohorts that would benefit from 
being included in our CoC pathways as we scale up models of care. By 2024, the majority of 
women will receive CoC from their midwifery team throughout pregnancy, labour and the 
postnatal period. 
 
One of our challenges is meeting the target to deliver enhanced CoC to BAME women. The 
national target is to provide CoC to 75% of BAME women by 2023/24. Our diverse 
population means that achieving this target would significantly affect our overall CoC rate. 
Remodelling our workforce to meet this increased demand will require additional financial 
resources. 
 
Providers are working together to make sure we deliver more choice and control for women 
and their families by providing a personalised approach to their maternity journey. We are 
prioritising delivering personalised care plans for vulnerable women and training staff 
involved in the care of vulnerable women to provide appropriate care planning. 
 
Freestanding midwifery-led birthing units 
We have two freestanding midwifery led birthing units– the Barking Community Birthing 
Centre in Upney and the Barkantine Birth Centre in the Isle of Dogs. Both are run by Barts 
Health NHS Trust and care for low risk women. Activity at both is lower than originally 
anticipated.  
 
Given the pressure on maternity services, our intention is to maximise choice and 
personalised care by reviewing eligibility and transfer pathways for antenatal, intrapartum 
and postnatal care. We have agreed to work with the NEL clinical senate to review maternity 
capacity and ensure effective utilisation of our birthing facilities. We intend is to have 
completed a demand and capacity review by March 2020.  
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Safer maternity and neonatal care  
We are fully engaged in the maternal and neonatal health safety collaborative programme to 
continually improve standards and quality of maternity and neonatal care. In addition, we are 
strengthening our maternity system-wide learning by ELLMS consortium auditing, reviewing 
cases where a serious incident has occurred, sharing best practice and understanding our 
changing population’s demographics and the impact this has on maternity and neonatal 
services. We pride ourselves in providing high, safe, quality maternity care, evidenced by all 
our maternity units achieving the Clinical Negligence Scheme for Trusts (CNST) 10 safety 
actions in the last two years. 
 
We have: 

 Strengthened governance across the system, using learning from serious incidents 
(SI) across NEL 

 Standardised the use of the Perinatal Mortality Review Toolkit (PMRT) to review all 
baby losses from 22 weeks onwards and share learning from reviews  

 Increased quality assurance via system wide benchmarking, e.g. MSDS2 

 Actively engaged with our Maternity Voice Partnerships and voluntary sector in 
improving women’s and families’ experiences. 

 
We have implemented the Saving Babies’ Lives Care Bundle, which has supported the 
reduction in perinatal mortality across England. This involves: 
 
Smoking cessation 
Encouraging pregnant women to stop smoking is one of the best ways to give their child a 
healthy start in life. We will focus on: 

 Consistent carbon monoxide monitoring at booking/34 weeks antenatally and at 
delivery. 

 Helping expectant mothers to access stop smoking services by referring all identified 
women to smoking cessation programmes. 

 Working with Public Health to support smoking cessation programmes across the 
maternity system to reduce variances in smoking rates.  

 
Identification and surveillance of fetal growth restriction 
Intrauterine growth restriction (IUGR) occurs in around three in every 100 pregnancies. 
Unborn babies with IUGR can grow so slowly in the womb that they are at risk of health 
problems. If the growth restriction is severe, the baby may have to be delivered, so it is also 
a cause of premature birth. To address this we will:  

 Personalised growth charts across the LMS 

 Training for staff on fetal growth surveillance 

 Reduced fetal movement 

 Increased information and understanding of fetal movement patterns for women and 
staff 

 Effective fetal monitoring 

 Increased fetal surveillance thorough a range of staff education and support 
measures. 

 Our LMS has specialist midwives for fetal monitoring 

 Developing specialist pre-term clinics 

 System wide gap analysis for our preterm clinics 
 
Maternal medicine and neonatal care 
To ensure improved maternal and neonatal safety, we are supporting the establishment of 
networked Maternal Medicine Centres (MMC) across London. The majority of women with 
complications during pregnancy will be managed by local maternity services, but there are 
some women where the rarity, complexity or facilities required by their condition mean they 
need to receive part or all of their care from specialist maternal medicine services.  
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The development of MMCs is an opportunity to build on the work we are doing to improve 
the innovative and collaborative maternity offer and to shape a local system that actively 
promotes positive outcomes for women and babies. The Royal London Hospital has the 
potential to become a MMC in north east London. MMCs will help reduce maternal morbidity 
and mortality and improve outcomes for women by helping to make sure the right care is 
provided at the right time and in the right place. We believe delivering evidence based 
maternity interventions through the establishment of an MMC in north east London will 
maximise the effectiveness of ELLMS and play a key part in addressing longer term 
sustainability of this important work.    
 
We have two level 3 Neonatal Intensive Care units in the ELLMS, the Royal London and 
Homerton Hospital, and neonatal care is delivered through Neonatal Operational Delivery 
Networks (ODN). We are committed to working in partnership with the ODN to co-develop a 
strategy to deliver optimal safe care to all babies in NEL in line with the Neonatal Critical 
Care Review (NCCR). Our key objectives are optimising birthplaces for pre-mature infants, 
particularly babies born at <27weeks gestation, reducing term admissions, and  increasing 
transitional care through the Avoiding Term Admissions Into Neonatal units (ATAIN) 
Programme.  
 
Stillbirths, neonatal deaths and serious incidents 
We have engaged with our neonatal colleagues to review learning from serious incidents 
that meet the HSIB and NHSE resolutions safety criteria to share learning and best practice 
within our system. We have regular updates with the Health and Safety Investigation Branch 
(HSIB) to give an update on NEL performance and support us to reduce stillbirths, neonatal 
deaths and serious brain injury. We continue to work towards reducing perinatal mortality by 
50% by 2025.   
 

 
 
Our latest reports show a cross system reduction in stillbirth and neonatal death rates. We 
are currently unable to provide accurate data for brain injury as the national definition is 
currently being agreed. With the implementation of MSDSv2, we will strengthen our data 
collection and quality to provide more robust evidence of our ongoing improvements.  
 
Postnatal care 
We need to improve the quality of postnatal care for all women. This includes increasing the 
accessibility of perinatal mental health services, offering training to community midwives to 
provide pre-conception care to vulnerable women (i.e. perinatal mental health, drug and 
substance misuse) and focusing on infant feeding. ELLMS are collaboratively working with 
other partner organisations, local authorities and public health commissioners, Healthwatch, 
voluntary sector and regulatory bodies to develop a postnatal operational plan for NHSE sign 
off by March 2020.  
  

ELLMS Total
Stillbirths

Neonatal 

deaths

Brain 

Injury

Serious 

incidents
Stillbirths

Neonatal 

deaths

Brain 

Injury

Serious 

incidents
Stillbirths

Neonatal 

deaths

Brain 

Injury

Serious 

incidents

Number 142 53 64 135 50 63 104 36 44

Rate (per 

1000 births)
4.81 1.79 4.69 1.74 3.70 1.28

2017/18 2018/19 2019/20 forecast

Place 

holder

Place 

holder

Place 

holder



Strategy Delivery Plan for north east London  DRAFT 
Final draft for NHS England, 15 November 2019 

117 

 

We aim to improve the access to perinatal mental health services by 2021. Emotional health 
is assessed at every antenatal and postnatal contact and our two mental health trusts 
provide perinatal mental health specialist care. All units have established birth reflections 
clinics offering all women the opportunity to talk and reflect on their birth experience and ask 
questions regarding the care they received. We have identified a need to work 
collaboratively with public health, community and voluntary services to identify the additional 
services available and how they assess and support women in terms of their mental health 
and emotional needs. We are interested to become an early implementer of maternity 
outreach clinics in 2020/21. 
 
Each maternity unit has an embedded pathway for specialist women’s health services 
including urology/gynaecology, physiotherapy and other elements of maternal physical 
health. These pathways are not consistent and standardised across the LMS. We will 
promote the current information available and work collaboratively with the multidisciplinary 
teams and units to standardise the physical health pathways across the LMS, and engage 
with commissioners from both local authority and public health to establish what additional 
services are available for women. We are aware of the limited specialist physiotherapy 
services for women’s health. We are working with other London LMSs to develop resources 
to support women and address this gap in service.  
 
Infant feeding 
Improving the support for infant feeding is recognised as a high priority by our women’s 
experience group which includes MVP representation. We promote choice for women in how 
they feed their babies, and offer support to establish and sustain infant feeding. 
 
The Royal London Hospital has been reaccredited as ‘Baby Friendly Hospital’ this year 
(2019) for the third time by the UNICEF Baby Friendly Initiative (BFI)UK (since May 2014) 
and is now working towards sustainability award (gold award). Whipps Cross University 
Hospital, Newham University Hospital and Queen’s Hospital have achieved stage 2 
accreditation. Homerton University Hospital achieved stage 1 accreditation in April 2019 and 
aims to achieve stage 2 accreditation by August 2020.  
 
We plan to work towards improved infant feeding outcomes and support for mothers. We are 
doing this through a range of innovations including peer support and voluntary sector 
engagement. We are working towards scoping what peer support is available across the 
system for women identified with a language barrier or additional needs. 
 
Enablers 
The following will enable us to implement our NEL-wide plan: 
 
Workforce 
We cannot achieve our vision for maternity without the support of our dedicated and 
committed staff. We are working with our workforce planning colleagues to complete a wider 
social care and partner workforce analysis across NEL. This will enable us to establish our 
baselines and identify our gaps and challenges across the maternity system.  
 
We want to encourage skilled maternity staff to work in north east London. To do this we 
have developed the ‘East London Midwifery Recruitment and Retention Programme’, a 
flexible career pathway which is individually tailored to midwives looking to gain specific 
clinical and managerial skills across a range of services. It also provides midwives with 
opportunities to work in a variety of settings and trusts across north east London. The 
success of this programme is reflected in our low vacancy rates across all units. 
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We are strengthening our workforce profile to meet the demands of the changing maternity 
challenges, therefore we have achieved the following: 

 Developed a maternity skills passport 

 Improved recruitment and retention 

 Facilitated midwifery rotation across the ELLMS 

 Commenced development of a skills passport for maternity care assistants to assist 
career development 

 
We plan to develop an app to help all healthcare professionals digitalise their training record. 
 
Data monitoring 
MSDSv2 captures key information at each stage of the maternity care pathway including 
mothers’ demographics, booking appointments, admissions and re- admissions, screening 
tests, labour and delivery, along with baby’s demographics, admissions, diagnoses and 
screening tests. This will ensure that we improve the quality and accuracy of maternity 
metrics by March 2020. Money has been allocated across providers to improve data analysis 
of MDSDv2 submissions. 
 
Prevention 
ELLMS are committed to working with our public health colleagues to ensure women have a 
healthy start to their pregnancy pathway. During pregnancy and postnatally, we signpost for 
ongoing support as required to ensure equitable, easy access to services such as 
breastfeeding support, smoking cessation, health visiting, perinatal mental health and 
substance misuse. 
 
In NEL 54% of women are overweight. We are working to encourage women to be healthier 
when preparing for pregnancy. We will work to increase physical exercise and weight 
management in pregnancy. Health promotion advice and support is offered to women at the 
pre-conception period, particularly those with long term conditions such as diabetes, mental 
health, obesity and hypertension.  
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Maternity milestone plan:  

 By the end of 2019/20 By the end of 2020/21 By the end of 2021/22 

C
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Data analysis for system wide 
improvement of targeted care 
 
Demand and capacity review of 
system-wide maternity units 
including freestanding units  
 
LMS reporting of audit results to 
Trust Midwifery Improvement 
Boards 
 
Collaborative working with 
neonatal care services 
 
Identify learning through 
introduction of ‘Perfect Ward’ at 
the Homerton  

Gather monthly feedback through 
Friends and Family Test text 
messages sent out to women at 
the four touchpoints in the 
maternity pathway 
 
Maternity Voice Partnerships to 
use the ‘15 Steps Challenge for 
Maternity’ toolkit to gather 
qualitative information form the 
service users perspective 

Promote maternal choice 
by utilising freestanding 
units 

C
o

n
ti
n

u
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y
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f 
C

a
re
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Audit 10% of births in the 
ELLMS for personalisation, 
choice and continuity of carer 
 
Evaluate the quality of 
Continuity of Carer offerings 

 

Monitoring Continuity of Carer 
and Personalised Care through 
electronic data (MSDS2) 
 
Embed Continuity of Carer into 
strategic commissioning and 
planning framework 
 
Further develop community 
Continuity of Carer teams to 
targeted communities 
 
Develop Continuity of Carer 
training for staff 

Set ELLMS baselines and 
improvement trajectories in 
line with national trajectories 
for Continuity of Carer, 
personalisation and choice 

 

S
a
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ty

 

Fully implement SBLCB v2 
 

Reduce rates of smoking in 
pregnancy, working with Public 
Health  

Achieve our ELLMS target 
reduction of brain injury 
rates 
 
Continued dedication to 
implement SBLCB v2 to 
further improve outcomes 

P
o

s
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a
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l 
C

a
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Feasibility assessment for 
increasing postnatal Continuity of 
Carer, personalisation and 
choice  

Digitalisation of records 
 
Explore developing guidance in 
different languages 
 
80% of maternity and neonatal 
staff to complete two days of BFI 
accredited infant feeding training 
 
Scope peer support and review 
community support for infant 
feeding 
 
Improved UNICEF BFI 
accreditation across NEL 

Increase compliance with 
the infant feeding checklist 
 
Develop extended support 
services and referral 
pathways to increase 
access to additional infant 
feeding support when 
needed 
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Children and young people (0-25) 
 
North east London has growing younger populations – 26% of our total population are 0-18 
and 35% are 0-25. In Barking and Dagenham 41% of the population is 25 or under. Since 
2016 we have had an active children and young people’s programme, focussing on common 
priorities such as safeguarding, asthma and mental health. We also have a focus on 
reducing childhood obesity, which has been described in our prevention section in chapter 3. 
 
Asthma: Developing best-practice across key pathway areas 
We have developed an effective multi-agency network to support the development and 
improvement of asthma care, supported by partners across the partnership and the Healthy 
London Partnership. We plan to further expand the achievements of this network, and use it 
as a template for the transformation of our pathways and key conditions for our younger 
populations. Key developments for asthma over the LTP period will include: 

 Reviewing and developing the case management model for asthma patients, 
ensuring effective distribution and impact of our nursing model of care. 

 Improving the identification and management of high risk patient through improved 
communication across providers 

 Developing effective integrated working across schools and community/specialist 
nurses via introducing MDT reviews 

 Enhancing asthma prevention through incorporating regular inhaler technique 
reviews via pharmacies. Also focusing on educating patients on self-care and 
preventing acute attacks. 

 Upskilling school staff to enable them to deal with acute asthma attacks 
 
Over the course of the long-term plan, we will align allergies with the asthma network.  In 
addition, we will review expanding this successful model to other long-term condition 
pathways and areas as set out below: 

 Asthma/allergies 

 Diabetes 

 Epilepsy 

 Palliative care and bereavement services (including hospices)  

 Patients with acute and complex health needs 

 Paediatric critical care (via the North Thames Network) 
 
Key principles of this networked and condition specific approach will be a focus on the 
patient/service user and alignment to best-practice pathways, as outlined by the Healthy 
London Partnership team and NICE guidelines. Our multi-professional approach will be 
strengthened by the involvement of local authorities and public health leads, as well as 
representation from across key NHS organisations across the partnership.  
 
We will involve our main community partners in this work, NELFT, ELFT and the Homerton 
and we will ensure community workforce developments are central to our transformation 
plans. Through a common benchmarking of community provision we will gain a better 
understanding of gaps in services and how the roles of nurses, paediatricians and GPs can 
be enhanced to support best-practice pathways out of hospital. A further key enabler across 
these areas will be the introduction of a digital health passport, a pilot scheme where data 
from all providers can be shared on a secure online platform, which can be viewed by 
primary, secondary, community and other providers. This platform should support the 
proactive management of high-risk patients across key pathway areas.  
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Spotlight on: Newham’s children’s asthma nurses  
 
Two children’s asthma nurses have started work in Newham to provide specialist care to 
the 4,000 children in the borough with the condition; and to raise awareness to help 
children and families recognise symptoms earlier. 
 
Asthma is a chronic illness which can still be fatal. Nationally, one in eleven children has 
the condition and while there are 4,000 diagnosed children in Newham, it is thought the 
actual figure is much higher. 
 
East London Foundation Trust in collaboration with NHS Newham Clinical Commissioning 
Group recruited the nurses in January 2018 as part of a winter resilience project. These 
have now been made into substantive Community Children’s Asthma Nurse Specialist 
posts, to work with children and families to optimise treatment and give advice and 
support to keep them symptom-free and able to live life to the full. This also helps prevent 
the need for hospital care, now and in later life. 
 
The nurse specialists run home and clinic visits and work with schools, GPs and hospital 
consultants to ensure the children get the best care possible and help those who are 
symptomatic to recognise warning signs earlier to optimise their care.  
 
They have been supporting the school nursing team, who are working with schools to gain 
asthma-friendly schools accreditation. This involves schools having care plans in place for 
every known asthmatic child, having staff well trained in emergency care of children with 
asthma, and having a long-term plan to actively manage symptoms.  
 
This all comes as part of a wider push by the CCG, and other CCGs in north east London, 
to transform care for children and young people with asthma. This includes ensuring that 
every eligible child has an asthma plan, which sets out what to do in the event of an attack 
and includes reminders and details about medication. 
 

 
SEND: A common approach to improvement 
As we move into a new phase of work with our CYP programme we will harness the 
collective support across our NHS and local authority partners to make improvements to 
local services. We will begin with benchmarking and reviewing NHS services for patients 
with Special Education Needs and Disabilities (SEND patients). SEND children will benefit 
from earlier diagnosis and access to services, improving outcomes and quality of life. We will 
develop a common approach to benchmarking existing NHS services for these patients and 
agree best practice pathways.  We will also move onto discussion with local authority and 
NHS representatives about key joint developments areas across health, public health, social 
care and education.  This could include services such as health visiting, children’s 
community nursing, and school nursing services.  We will build upon the work from our 
asthma network in developing relationships with our education system to support training in 
the management of acute first aid for key long-term conditions.   
 
Improving transitions between children’s and adult services and developing age-
appropriate integrated care 
In early 2019 we undertook a specific piece of work to see how we could improve the 
experience of health and care services for young people transitioning between children’s and 
adults’ services. They told us about inconsistent age-related cut-offs across different trusts 
and service areas and came up with many suggestions on how to make this transition 
process feel less intimidating and more personal for each younger person.  
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We were keen prioritise this and decided to broaden the scope of our north east London 
work to cover all ages up to 25, with a specific work stream focused on transitions. We have 
developed a programme to support improvements in this area, with a particular focus on 
clarifying roles and responsibilities for key clinical staff during the transition period.  
 
We will learn from other STP areas, such as Yorkshire and Humber, which have prioritised a 
consistency of approach for addressing transition pathways. We will put together a range of 
common principles to guide work in this area, collaborating closely with our clinical senate, 
as well as acute care paediatricians, GPs and primary care networks and nursing and AHPs 
leads. We will also link closely with new redevelopment and capital works, such as the 
Whipps Cross redevelopment programme and BHRUT clinical strategy, to maximise 
opportunities for doing things differently on hospital wards for patients in their teenage and 
younger adult years. Finally we will maximise opportunities for new ways of working in 
primary care networks for patients during transition, exploring training of existing staff and 
development of new roles to address this issue. 
 
In addition, we will explore the development of age-appropriate integrated care for children 
and young people, exploring the opportunities offered via Networks as they develop their 
service offers in line with the implementation of the new PCN contracts. During 2019/20 we 
will explore areas of innovation and best practice across NEL with regards to integrated care 
for children and young people, and will review how best to systematically develop these 
services across all areas over the course of this planning period. We will also further develop 
our social prescribing and personal health budgets offer for Children and Young people as 
part our personalisation programme. 
 
Safeguarding 
We have developed our approach to safeguarding across north east London through joint 
meetings with all CCG safeguarding leads, to ensure we can resource and enact our 
statutory responsibilities. Where appropriate, we share resources across our systems for 
safeguarding, particularly utilising the expertise in our provider trusts. We ensure that all 
local safeguarding leads are strongly linked to local authorities and that risks are escalated 
to governing bodies. In addition, we have a training programme in safeguarding for staff at 
all levels to ensure they are aware of their responsibilities in this area. 
 
Implementation plan  

By the end of 2019/20 By the end of 2020/21 By the end of 2021/22 

Appraisal of out of hospital 
model for asthma, informing 
system intentions 

 

Self-care programme 
implemented by pharmacies 
to support the asthma 
pathway work 
 

Demonstrable improvement 
in outcomes via the 
implementation of the CYP 
clinical pathway programme, 
particularly for asthma as 
the earliest implemented 
area 
 

Agreement for phased 
approach for implementation 
of network/pathway 
approach for CYP 
improvement programme 
 

Explore training 
programmes for schools to 
support asthma acute 
exacerbation episodes 
 

Improvements in SEND 
pathway realised, leading to 
shorter waiting times and 
improved outcomes for 
cohort 
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By the end of 2019/20 By the end of 2020/21 By the end of 2021/22 

Appraisal of approach via 
clinical senate for managing 
transitions 
 
Benchmarking of NHS 
services for SEND patients 
complete and 
recommendations for 20/21 
compiled.    

 
Agreement on priority areas 
across health and social 
care for CYP (health visiting, 
children’s community 
nursing, and school nursing 
services) 
 
Mainstreaming of We Can 
Talk mental health training 
programme across acute 
providers 

Full implementation of CYP 
clinical pathway programme 
to include: 

- Asthma/allergies 
- Diabetes 
- Epilepsy 
- Palliative care and 

bereavement services 
(including hospices)  

- Patients with acute and 
complex health needs 

- Paediatric critical care 
(via the North Thames 
Network) 

 
Transition principles agreed 
and implemented across 
key NHS stakeholders 
 
Transition development 
programme agreed across 
acute and primary 
care/community, including a 
training programme for 
PCNs and the introduction 
of new roles where 
applicable 
 
Implementation of action 
plan complete following 
benchmarking of services 
provided for SEND patients 
 
Delivery of joint 
improvement programme 
complete for agreed CYP 
areas across health and 
social care 
 
Expansion of mental health 
training for CYP across 
schools and primary care 
providers 
 

Further development of 
transition programme, 
expanding aligned approach 
across health and local 
authorities where beneficial 
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Children and young people’s mental health 
 
One in 10 children experience mental illness and half of all mental health conditions start 
before the age of fourteen. The high levels of deprivation locally greatly increases the 
likelihood of a child or young person developing an enduring mental illness. In north east 
London we want to make sure all children and young people receive world-class mental 
health care, when and where they need it. 
 
The national Long Term Plan committed that funding for children and young people’s 
mental health services will grow faster than both overall NHS funding and total mental 
health spending. Historically, in NEL there has been more investment in CYP mental health 
in inner north east London (City of London, Hackney, Tower Hamlets, Newham) and the 
boroughs of Barking and Dagenham, Havering, Redbridge and Waltham Forest are 
investing more in CYP mental health to redress the balance.   
 

CYP in crisis 
We are committed to achieving full compliance with the CYP crisis standard and have a well-
developed plan in place, currently being worked through by commissioners and providers to 
be phased in over 2-4 years. We are planning to achieve 100% by gradually developing the 
existing service which has been piloted in for 18 months (in City and Hackney, Newham, and 
Tower Hamlets). New investment will support an integrated service across the three 
boroughs which will provide 27/7 extended hours cover. The team will be extended to 
incorporate a Home Treatment team capacity for brief interventions and extended follow up 
(up to four weeks), in addition to admission avoidance. 
 
The team will provide a rapid crisis response, in-reach to A&Es, and a seamless crisis 
response for community patients. All young people in crisis will be referred urgently to the 
crisis intervention service. This includes young people presenting to hospital A&E 
departments, and also crisis presentation to CAMHS and schools during working hours. 
  
The extended service will provide: 

 Gatekeeping for all tier 4 referrals by providing crisis resolution based in the home 
environment, or hospital environment, (which includes paediatric wards, assessment 
units and A&E) 

 Contribute to facilitating timely discharge by contributing to a community based 
intervention - either working in conjunction with CAMHS colleagues or providing 
intensive community based appointments 

 Providing psycho education to young people and their parents/carers which will 
include individual, group or family work or any other intervention that would meet 
their needs 

 Providing short term treatments where appropriate, for young people with emotional 
difficulties and emerging personality disorder in crisis 

 Providing crisis interventions for up to four weeks. 
 
Improving mental health support in schools 
Tower Hamlets is a ‘trailblazer’ site for a national project to improve the mental health of 
children and young people by providing dedicated school Mental Health Support Teams 
(MHSTs), training to establish senior mental health leads and reduced waiting times for 
accessing Child and Adolescent Mental Health Service (CAMHS) treatment. This will 
help inform further work across NEL.  
 
In Barking and Dagenham, Havering, Redbridge and Waltham Forest we will continue to 
improve support for vulnerable children and young people by building on existing good 
practice.   
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There is a ‘gold standard’ highly specialist outreach crisis support (the Interact service, 
provided by NELFT). The team will see the CYP anywhere – in a park, cafe, home at 
school etc. - and the CYP will receive support from the same clinician throughout their 
time with the service. This is currently available in Waltham Forest and BHR with plans 
underway to extend this to City and Hackney, Tower Hamlets and Newham. 
 
We are improving support for vulnerable children: Barking and Dagenham have in place 
a unique targeted model of CAMHS and emotional wellbeing support within Youth 
Justice and also have a mental health social worker post for Looked After Children, 
which is seen as a model of good practice. B&D were one of the few CCGs across 
London to have their most recent CAMHS local transformation plan refresh rated green 
by the NSPCC reviewers as delivering all the key aspects required within an effective 
local CAMHS provision. 
 
Across BHR we are rolling out STAR (Support, Time and Resilience) workers, providing 
emotional wellbeing and mental health liaison services to schools helping both them and the 
young people to understand the mental health options available to them building resilience 
and reducing inappropriate referrals. Havering has created a summary of mental health 
training and support available locally, which is available to download. The resource is 
targeted at schools, but contains information about training and support available to school 
staff, pupils and parents. The resource focuses on prevention and early intervention support 
which includes support available from CAMHS STAR workers. Additional specialist support 
is available through referral to Havering CAMHS. Havering is employing an assistant 
educational psychologist who will be focusing on:  

 Students with EHCPs who do not currently attend school due to SEMH issues and 
concerns 

 Embedding emotional literacy and resilience in schools, modelling interventions/tools 
to support students, ELSAs, consultations and training. 

 
Waltham Forest substantially increased its CAMHS funding in order to increase the capacity 
of the service to reduce risk, waiting times and waiting lists and to achieve the FYFV access 
target. With the additional resources we aim to improve the mental health support provision 
in schools, primary care and other community settings through the development of targeted 
services and investment in digital support for children and young people with a mild to 
moderate mental health needs to access support. Waltham Forest received a green rating 
from the NSPCC reviewers for the CAMHS Transformation Plan and understanding our local 
population needs. WF CCG have worked with colleagues in NELFT, Whipps Cross Hospital, 
Primary Care and NHSE/I in order to improve the acute mental health escalation pathway. 
We are exploring co-designing pathways and services with users, parents/carers and other 
stakeholders and partners. 
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In addition we are working to improve and strengthen the following areas across north east 
London: 
 

 Introducing the digital mental health support service Kooth which gives children 
and young people easy access to an online community of peers and a team of 
experienced counsellors. There are no waiting lists, no thresholds, no cost and 
complete anonymity. Kooth is available to anyone living in Newham, BHR and 
Waltham Forest. City and Hackney, Newham and Tower Hamlets now plan to 
implement this service. 
 

 Reviewing mental health services data set (MHDS) submissions and working with 
providers in order to improve data quality and flow to the MHSDS, to ensure we 
delivers robust, comprehensive, nationally consistent and comparable person-based 
information for children and young people in contact with mental health services. 
 

 Reduce waiting times and waiting lists for emotional and behavioural pathways, 
and achieve the agreed reduction target. 
 

 Improving access to eating disorder services so that 95% of those referred for 
assessment or treatment receive NICE-approved treatment within one week in 
urgent cases, and four weeks in routine/non-urgent cases in order to achieve the 
95% national standard. In order to reach this target in a sustainable way, this will 
be reached by 20/21. 
 

 Improving CAMHS productivity pathways to enable teams to work more 
efficiently, and CYP have better outcomes and better access. This will build on 
support from NHSE/I intensive support team.  
 

 Expanding school and community based targeted and universal mental health 
offer (through the MHST trailblazer and whole school approach) 
 

 Meeting the four week waiting time target for children and young people who 
need specialist mental health services (as part of the 4 week wait times pilot) 
 

 Expanding/improving support for CYP in the justice system – build on the 
London ambition that no one accesses mental health treatment and care 
through A&E or the criminal justice system for want of an earlier intervention 
 

 Reviewing the provision for tier 2 services in BHR to address the unmet need of 
issues relating primarily to ‘behaviour’ which are not considered suitable for a 
CAMHS referral 

 

 Procuring dedicated emotional support workers as part of the revised child sexual 
abuse service.  

 

 Developing of BHR-targeted CAMHS and MH task and finish group within CYP 
Transformation Board governance. 

 

 Establishing a suitable Section 136 CYP ‘Place of Safety’ is being taken forward on a 
NEL basis 
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 Improving mental health support for key providers involved in our CYP 
programme. We will continue with the implementation of our ‘We Can Talk’ 
mental health training programme, ensuring that our main acute providers 
establish mental health support for 0-25 as mandatory training requirements for 
2020/21.  
 

 We will also explore opportunities for improvements to the mental health 
training for children and young people currently delivered to education (schools, 
primary/secondary - public/private) and to primary care (GPs, nurses, 
community). For schools, this could involve further upskilling of teachers, 
alongside school nurses and mental health trained support staff. We will also 
review the i-THRIVE framework for mental health for young people, and the 
potential for using this framework across our providers in north east London. 

 
Access  
Barking and Dagenham and Redbridge are not currently achieving their access standard 
rates for CYP CAMHS. Local joint commissioner/provider recovery plans are in place to 
support delivery of the CYP Access target during 2019/20. Plans are reviewed and signed 
off through the Mental Health Assurance Group; and by individual CCGs. BHR delivery plans 
have been agreed with NELFT to align data reporting across the three BHR CCGs. Ongoing 
work has identified there has been some under reporting of CYP access rate data due to 
data capture/ reporting technical and process issues. 
 
B&D CAMHS will be accepting self-referrals via duty desk. Fortnightly ‘HOT clinics’ have 
also been established within B&D for GPs to discuss individual cases with senior 
Trust clinicians regardless of if the referral is open or still in pre-referral stage. Redbridge has 
a duty psychiatrist rota in place for GPs and other professionals to call in for advice. It is 
planned to standardise the HOT clinic pathway across BHR and promote to all GP services. 
NELFT has introduced a telephone triage for all self-referrals (within 48 hours) of a 
completed online form. 
 
To support robust reporting of neuro-developmental data, NELFT has also undertaken work 
to identify the obstacles to be overcome prior to MHSDS reporting. This work will also help 
inform reporting on this data by other providers across the local system.  
 

By the end of 2019/20 we will: 

 Continue to improve access to mental health support for children and young 
people with increased numbers able to access to services for all residents. 
 

 CYP workforce planning and risk mitigation. In line with the ambition to 
expand services, further investment has been made during 2019/20 enabling 
recruitment of more clinical staff and enhanced service developments. 
 

 During 2020 Havering council’s children’s services team will be developing 
an adolescent safeguarding partnership approach training programme for 
400+ staff. The project will provide a vital foundation to support the borough's 
approach to adolescent safeguarding both for the multi-agency and direct 
work with children and young people and their families.  

 

 2020 will also bring a new online counselling service to all secondary schools 
within Barking and Dagenham. To support this B&D will also be rolling out a 
peer to peer mentoring programme which will be available to all secondary 
schools. This piece of work will be facilitated by Community Links. 
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 B&D will also be investing in a mental health professional who will work with 
targeted schools in the borough by providing key links to CAMHS, education 
and social care services.  

 

 Across BHR we will have an extended network of peer mentors working 
closely with community links to work with children who are vulnerable and 
disproportionately represented with CAMHS. These cohorts will include those 
with child in need designation, LAC, care leavers, those known to YOS, and 
those at risk of exclusion. 

 
0-25 planned approach  
We are committed to scoping out the 0-25 offer in each system during 2020/21. The 
implementation will be carried out over the long term plan period with specific timelines to be 
developed. We will focus on maximising the existing assets of each system and keeping 
focussed on the evidence base. 
 
This will be underpinned by a co-production approach to service scoping and service 
development, as well as workforce planning and optimisation across all local areas. It will be 
key for local systems to focus on needs assessment and analysis for this group, and to work 
closely with public health and local authorities to gather resources consequent strategy 
development in an integrated way. This is covered in more detail in each local authorities’ 
local transformation plan. 
 
We will review the different offers and approaches that make up each system's 0-25 
services. We will consider this in terms of the local system context - including strengths, 
weaknesses and opportunities. 
 
We have already identified transitions as a priority in each area. This includes transitions 
from primary to secondary school, at 16 and at 18, from in patient to community settings, as 
well as for looked after children. 
  
The scope will include adult IAPT, CMHTs, perinatal services, and social care interventions. 
CAMHS will be modelling services around patients who could usefully benefit from not 
having an arbitrary age cut off at 18, for example with eating disorder cases. 
 
Interventions for 0-5s will initially focus on optimising and capitalising on the public 
health/universal pathway offer, specifically health visiting, immunisation and maternity, as 
well as childrens’ centres and then more specialist support such as early help. Multiple 
parenting streams are in place, and mapping this will be a priority in partnership with local 
authority and education partners. 
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Learning disabilities and Autism  
 
It is estimated that people diagnosed with a learning disability account for 2.16% of our 
total population. In NEL, this is significantly lower at 0.54% of the population and 
equates to 11,340 people. However, we are aware that a number of people particularly 
with autism remain undiagnosed in NEL. People with a learning disability have a higher 
than average prevalence of a range of health conditions such as diabetes, asthma, 
epilepsy and a higher prevalence of mental health conditions than the general 
population. In line with this, research reports that those diagnosed with a learning 
disability experience poorer health care and inequalities compared to the general 
population. 
 
In NEL, the average life expectancy for a person with a learning disability is 56 years 
(54 for females, 58 for males). This highlights a stark contrast against the general 
population life expectancy of 83 years. 
 
We are committed to improving the care for people with a learning disability and autism 
and to ensuring that the causes of morbidity and preventable deaths are addressed. 
 

In line with our plans for system-based working, we are committed to working with all 
partnering organisations, including local authority to ensure that packages of care are 
developed jointly between services and that packages meets the holistic needs of those 
with a learning disability or autism. We will ensure that packages support people 
throughout the whole diagnostic process and that contract service specifications 
support this deliverable. 
 
We are committed to ensuring that all children, young people and adults with a 
learning disability, autism or both receive personalised care, which allows them to live 
a fulfilling life. We want to ensure that people and carers can choose care around their 
individual needs and preferences. 
 
Across NEL, we will support the development of models of care which support 
community based care. We will ensure that across all partners, there is access to 
community crisis care to reduce preventable admissions to inpatient services. We will 
continue to explore forensic support and other service models, including new respite 
and accommodation. In collaboration with our partnering organisations, we will develop 
specialist community teams for children and young people and models of care to allow 
people with a LD and Autism to stay within community care as opposed to institutional 
care. 
 
Achievements 
Following the publication of Building the Right Support in 2015, implementation of the 
Transforming Care Programme has been led by the BHR Transforming Care Partnership 
and WEL and C&H Partnership. The programme has seen a considerable reduction in the 
number of people cared for in an inpatient setting: a 33% reduction in BHR and WEL and 
C&H has already reduced inpatient numbers to the aspiration of 30 inpatients per million set 
out in the national Long Term Plan. There has also been a significant reduction in the 
average length of stay for adult inpatients ((a 50% reduction in BHR, and 30% reduction in 
WEL and C&H). 
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A Care (Education) and Treatment Review (C(E)TR) policy has been implemented across 
NEL in addition, each borough is maintaining enhanced care and support lists/dynamic risk 
registers, ensuring high quality reviews for our patients with learning disabilities and autism. 
 
As a system, we have also funded initiatives to embed Positive Behaviour Support (PBS) in 
both children and adults services. This has provided a range of PBS training for community 
teams, providers and parents, as well as access to a dedicated behavioural specialist to 
carry out functional assessments for people with learning disabilities and/or autism. In BHR 
we have also developed a pool of PBS trainers, and our local authorities have created 
challenging behaviour clinics to enable our community teams to continue this good work. 
WEL and C&H have led projects delivering PBS to children and young people, including the 
Positive Paths project which provides bespoke one to one behavioural support for young 
people and their families. 
 
Recognising the need for access to the right support for people with autism, BHR has funded 
a specialist Autism service to provide psychological intervention for adults with Autism. The 
service also provides specialist sensory assessments. We have also worked with the 
London Borough of Barking and Dagenham to launch the Phoenix Project, a project to 
support nursery and primary school age children with autism and their families. The project 
places a specialist team around the child and provides high intensity intervention to enable 
them to be supported well at home and in school. 
 
Whilst we have made significant improvements in reducing adult inpatient admissions, we 
recognise across NEL that our admission of children and young people with learning 
disabilities and or autism have increased over the course of the Transforming Care 
Programme. Addressing this is a key focus over the next five years. 
 
Key priorities  
 
Establishing the NEL Learning Disabilities and Autism Programme 
From April 2020 BHR and WEL and C&H Transforming Care Partnerships will join together 
to form a NEL Learning Disabilities and autism programme, while retaining a focus on local 
delivery. A Learning Disabilities and Autism Board will be established to provide governance 
of the programme, and will comprise of representatives of the seven CCGs and eight local 
authorities to ensure that we are able to deliver as an integrated system. Patient and carer 
representation will be an integral part of the Board. 
 
Reducing reliance on inpatient care and enhancing our community offer for people 
with learning disabilities and autism 
We have set out a series of inpatient trajectories in order to meet the Long Term Plan 
requirements of less than 30 inpatients per million adults, and less than 12 to 15 inpatients 
per million children and young people. We are already meeting this trajectory for adults, and 
so our plan will be focused on ensuring that this is sustained and that we further improve 
performance where appropriate. 
 
We will do this by: 

 Continuing to develop the enhanced care and support lists and dynamic risk registers 
that we have in place for all seven boroughs, running regular training and awareness 
sessions for front line staff. 

 Ensuring our local transforming care housing plans continue to be imbedded at local 
level, and scoping opportunities for furthering the housing stock available for people 
with learning disabilities and autism. 

 Utilising the ICS to explore opportunities for joint commissioning of care and support. 

 Commissioning further resources in PBS for adults, including training and specialist 
input. 
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 Working with local authority partners to consider our offer of community support for 
adults with autism, and consider any additional resources that need to be 
commissioned. 

 Improving our crisis resources, crisis planning and short break/emergency respite 
offer to reduce readmissions. 

 
For children and young people, we will need to deliver a 54% reduction in the number of 
admissions across NEL. These are very small numbers, but also some of the most complex 
cases we work with.   
 
To achieve this reduction we will: 

 Ensure we have enhanced care and support lists and dynamic risk registers for 
children and young people in all areas. While these are in place for BHR, further work 
is required to ensure these are fully imbedded for WEL and C&H 

 Establish a link between adult and children enhanced care and support lists and 
dynamic risk registers (where this is not in place already), to ensure we are planning 
for transition for young people at the earliest possible opportunity 

 Develop a consistent pathway for children and young people who present with 
behaviours that challenge the service across NEL, including an offer of PBS 

 Working with local authority partners to consider our offer of community support for 
children and young people with autism, and consider any additional resources that 
need to be commissioned 

 Work with newly established provider collaboratives to ensure that where admission 
does take place, it is as close to home and for as short a time as possible 

 Improve our crisis resources, crisis planning and short break/emergency respite offer 
to reduce readmissions 

 Ensure that by 2023/24 all children and young people with a learning disability, 
autism or both with the most complex needs has a dedicated key worker. At the 
moment, where CYP enhanced care and support lists and dynamic risk registers are 
in place in NEL, a named worker is already listed for cases who are part of these 
processes. We will develop this further to ensure that a robust keyworker offer is in 
place across NEL. 

 
To further support our plans for inpatient reduction, we will continue to deliver C(E)TRs 
across NEL in line with NHS England policy. There are differences in how these are 
delivered in each borough, with particularly strong performance in BHR where a joint role is 
available for C(E)TR administration and co-ordination. We will consider the resources 
available to roll this out across NEL, and to keep up with a continued increase in demand. 
We will also consider ways of quality assuring our C(E)TRs, in partnership with NHS 
England, and how we are ensuring that actions and recommendations are followed up as 
part of the processes surrounding our enhanced care and support lists and dynamic risk 
registers. 
 
For those people who require inpatient care, we are committed across NEL to ensuring that 
this care is of a high quality and for the shortest time possible.   
 
To do this, in addition to the C(E)TR processes we will ensure: 

 All children and young people placed out of area will be visited a minimum of every 
six weeks, and adults a minimum of every eight weeks 

 We will review our contracts with inpatient services, and look to include the Learning 
Disability Improvement Standards as a contractual term 

 We will appoint a lead commissioner for the learning disability and Autism 
assessment and treatment unit at Goodmayes Hospital. 
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In order to ensure that people are supported well in the community, we will establish the 
workforce available to those with learning disabilities and autism (both within NHS services 
and private providers) and identify gaps across NEL. This will be incorporated as part of the 
wider workforce programme. 
 
Reducing health inequalities for people with learning disabilities and autism 
The national Long Term Plan states that 75% of people aged over 14 years with a learning 
disability should have an annual health check every year. Last year, across NEL 
performance varied between 52-82%.   
 
Working in partnership, we will be able to share learning particularly regarding primary 
care incentive schemes to encourage results for this metric. In addition, we welcome 
the introduction of the specific health checks for those with autism, as this will be an 
opportunity for all systems to collaborate on the pilot project and deliver against a set 
of agreed metrics. We will do this by: 

 Developing relationships between GP surgeries and local learning disability nursing 
teams, and supporting the review and update of the learning disability registers 

 Improving promotion of health checks across NEL, particularly for those between 14-
18 years of age 

 Supporting our learning disability teams to present to Primary Care Networks on a 
regular basis 

 Continue to hold the annual Learning Disability Health Check conference in BHR, 
and consider if this could be replicated in other areas.  

 
We are committed to improving the care for people with a learning disability and autism 
and to ensuring that the causes of morbidity and preventable deaths are addressed. 
We have been working collaboratively across systems on the Learning Disabilities 
Mortality Review Programme (LeDeR) and all partners have agreed for this to continue 
as a priority. A lead SRO for the programme will be identified as part of establishing 
the Learning Disabilities and Autism Programme.  
 
Local systems will continue to complete LeDeR reviews and meet performance targets. This 
will provide an opportunity for shared learning and recommendations to reduce mortality 
rates and patient care. We have a number of mechanisms in place to share learning from 
LeDeR; the first annual NEL LeDeR conference was held in 2019 and learning is also 
shared with GPs as part of health check training. 
 
There is variation across NEL regarding the use of the STOMP-STAMP programmes to 
stop the overmedication of people with an LD, autism or both. Each system will be 
conducting regular reviews of LD and autism prescribing in line with STOMP-STAMP 
for all psychotropic medication for both adults and children. A STOMP-STAMP action 
plan has been agreed at NEL level, with a local delivery plan in place for each CCG.   
 
To deliver the STOMP-STAMP agenda we will: 

 Carry out a full audit in the use of medication for people with learning disabilities 
and/or autism, involving CLDTs, CAMHS, GPs and other relevant partners 

 Ensure material and resources are available for patients and families 

 Develop our Positive Behaviour Support offer, to ensure that support for managing 
behaviours that challenge is available 

 Consider how C(E)TRs and other reviews are contributing to the STOMP 
programme. 
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The national Long Term Plan sets out the importance of ensuring that children with learning 
disabilities and/or Autism receive hearing, sight and dental checks. As a system, we will 
review how this is monitored as part of social care reviews, CETRs and EHC plans and 
consider any gaps that need to be addressed.  
 
Ensuring reasonable adjustments are in place for people with a learning disability 
and/or autism 
We recognise that we must improve our understanding of the needs of people with a 
learning disability across NEL and to ensure that all local healthcare providers are 
aware of LD and autism and make reasonable adjustments to support people. 
 
At present, all NHS partners have access to learning disability and autism training for staff 
and organisations and this is often part of the current commissioned contracts. Within the 
next five years, we expect all primary care colleagues to be trained in learning disabilities 
and autism and reasonable adjustments to be widely implemented across NEL. 
 
We will do this by: 

 Considering the most appropriate way to embed a ‘digital flag’ in the patient record 
and/or local systems 

 Wherever possible, people with a learning disability and/or autism will be offered the 
opportunity to have a personal health budget (PHB). As part of our PHB roll out, a 
specific working group will be set up to consider what additional information and 
reasonable adjustments may be required to support the process for people with 
learning disabilities and/or autism, and what other mechanisms may be available to 
support the PHB roll out for the cohort (such as through C(E)TRs, discharge planning 
processes or community reviews for those on the enhanced care and support lists 
and dynamic risk registers) 

 Ensuring that a robust training offer in awareness of learning disabilities and autism 
is available, in line with upcoming recommendations from the DHSC consultation.  

 
We will work in partnership with specialised commissioning to ensure that hearing 
and dental checks are available to children and young people with a learning disability 
or autism both in residential schools. This will be done at a NEL level. 
 
Diagnostic pathways for children and young people 
Reducing the waiting time for an Autism diagnosis for children and young people will be a 
priority over the next three years. At present diagnostic services are offered through CAMHS 
for children and young people. Support is available for the young person and their families 
as part of the universal offer from health and social care; however, access to more specialist 
support can be dependent on receiving an Autism diagnosis. 
 
To address this we will: 

 Carry out a review into the autism diagnostic services across NEL, in order to 
identify unmet needs and gaps in care. 

 Following the review, work with our local authority partners to develop a support 
offer to ensure unmet needs at met while young people are waiting for an autism 
diagnosis. 

 Consider how links can be made between the autism diagnostic services waiting list 
and the enhanced care and support lists and dynamic risk registers, to ensure that 
those waiting for a diagnosis are appropriately monitored and supported and able to 
access the C(E)TR processes as needed. 
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Implementation plan 

By the end of 2019/20 By the end of 2020/21 By the end of 2021/22 

Appointment of SRO to lead 
the programme 

 
Development of a NEL 
Learning Disabilities and 
Autism programme board 
 
Increased engagement with 
people with lived experience 
and their families in 
checking the quality of care, 
support and treatment 
 
A positive behaviour support 
offer in place for adults and 
children and young people 
 
Delivery of planned 
reductions in inpatient beds 
 
Appoint a lead 
commissioner for inpatient 
beds (ONEL), and systems 
for oversight of out of area 
placements. 
 

75% of people aged over 14 
with a learning disability will 
have had their annual health 
check 
 
Linking with the ELHCP 
workforce programme, we 
will build on national 
workforce initiatives such as 
the return to practice 
programmes to ensure that 
LD and autism is prioritised 
in workforce training 
 
Dynamic risk registers will 
be in place for adults and 
CYP in all boroughs, along 
with updated policy and 
training programmes 
 
Complete the STOMP-
STAMP audit, with 
medication management 
plans in place where 
appropriate 
 
Review the autism 
diagnostic pathway for CYP 
 

A ‘digital flag’ will be within 
patient records to ensure 
that staff know if patients 
have a LD or autism 
 
Children and young people 
with an LD, autism or both 
will have a designated 
keyworker 
 
A robust offer for those with 
LD or autism interested in 
exploring a personal health 
budget 
 
A strong crisis offer will be in 
place for adults and CYP, 
including short breaks, 
emergency resources and 
out of hours support 
 
Develop a training plan in 
awareness of LD and 
autism, in line with 
recommendations from the 
DHSC. 
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Major long term conditions 
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Improving the health and care management of people with long term conditions (LTCs) is a 
key aspiration for north east London.  
 
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 there are an estimated 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 Asian people in comparison to the White European 
population. London experiences 9,400 premature deaths per year due to poor air quality and 
the projected 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.  
 
We are committed to developing and improving health and care for those affected by the 
following major long term conditions: 

 Cardiovascular disease (CVD) 

 Stroke 

 Respiratory disease 

 HIV 

 Diabetes 

 
Cardiovascular disease (CVD) 
 
Our ambition is to develop interventions over the next five years that will reduce premature 
cardiovascular morbidity and mortality in NEL, by maximising detection and treatment of risk 
factors and minimising variation in care.  
 
The prevalence of CVD and the absolute risk of premature mortality and cardiovascular 
events in NEL is higher than average, due to a multiplicity of health, social and demographic 
factors. For example, latest estimates suggest there are 6,758 more patients with coronary 
disease and 105 more deaths each year in NEL, compared to the five CCGs with the lowest 
rates of CHD. Meanwhile, acute CHD spend, reflecting unplanned emergencies, is also 
substantially higher in NEL (Newham (£959K), Tower Hamlets (+£750K) and Redbridge 
(+£712K)) when compared to the lowest ranked CCGs. Importantly, within NEL itself there is 
substantial variation in care. For example, in Newham one GP practice was able to identify 
82% of the patients predicted to be hypertensive compared to another practice which had 
identified just 23%.  
  
In response to this challenge, the East London Prevention Group (ELoPE) was established 
in 2015, to provide local leadership and promote strategies and initiatives to improve CVD 
prevention for the population served by Barts Health NHS Trust, with a view to expanding to 
the whole of NEL. The group has brought together cardiologists, diabetologists, primary care 
physicians, public health doctors, cardiovascular specialist nurses, pharmacists and other 
HCPs to deliver these aims, while also developing a high level of engagement with key 
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partners and stakeholders such as the British Heart Foundation, NHS England, Public 
Health England, NICE, UCLP, Park Run and Sugar Smart among others.   
 
We have proposed ELoPE as the nucleus around which a NEL-wide collaboration can 
develop and deliver local ambitions as well as those set out by the national LTP, NHS 
RightCare CVD Prevention National Priority Initiative (NPI) and London CVD prevention 
vision. We will seek alignment across these efforts, to ensure maximal strategic value. 
Reassuringly, many of the ELoPE projects map directly to the LTP, London Vision and 
national 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 the “ABC” risk factors.  
 
Importantly, there is existing consensus that CVD prevention activity in NEL is established 
within localities, with a need to scale up recognised pockets of excellence, standardise 
pathways and minimise variation across NEL. This is an important opportunity to address 
some of the long-standing health inequalities in CVD prevention that our clinicians have 
repeatedly drawn attention to. Beyond patient and population health benefits, prevention 
efforts across the footprint will in turn translate into reduced costs for secondary care; as per 
the model hospital Barts Health current spend on cardiology is £98.24m higher than its peer 
median (£26.28m); while BHRUT’s cardiology spend is £14.01m, £3.5m higher than the 
national median.  
  
Based on collective clinical and research-based observations, expert opinion, local needs 
and in line with the LTP, London Vision and national CVD ambitions, the following CVD 
prevention priorities are being taken forward: 
  

1. Risk factor detection and treatment   
Detection and treatment of Atrial Fibrillation, Hypertension, and High cholesterol is 
central to CVD prevention. In NEL this is amenable to data-driven approaches 
proposed by the local clinical effectiveness group (CEG) and others (e.g. QoF data, 
CVD Prevent). For example, GP records were interrogated electronically in 
Redbridge to identify patients with AF not on optimal anticoagulation. Practice-based 
pharmacists were then employed to address this and did so successfully, without 
adding to the workload of primary care clinicians. This model is also possible for 
improving detection of hypertension and high cholesterol (see priority 2). Existing 
ELoPE supported efforts and examples of excellence, such as the CEG triple aim 
programme, will be used to address the optimal treatment of hypertension. We seek 
to expand these examples of highly effective interventions across the sector. 
Importantly this work stream overlaps and covers the ambitions for the LTP and 
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. NEL has historically been underserved for FH and needs a 
coordinated area-wide service. ELoPE has initiated a nascent service at St 
Bartholomew’s Hospital and this now needs expansion with inclusion of community 
case-findings strategies to maximise clinical effectiveness along with virtual and 
community clinics. This work is in line with the LTP and London CVD vision to identify 
at least 25% of all expected FH cases within the M25 region. This system wide 
collaboration is an ideal opportunity to address this long-standing need. 
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3. Secondary CVD prevention after myocardial infarction and stroke 
These patients are at high risk for further events and death, following discharge into 
the community. We know that less than half attend cardiac rehabilitation and less 
than a quarter are on guideline recommended treatments. Aligned with the LTP and 
national CVD ambition, we propose to build on the work led by ELoPE to: 

 standardise and enhance post CVD care pathways and medication up-
titration strategies 

 support commissioning of rehabilitation services and ensure they meet 
minimal national standards 

 support increased uptake of cardiac rehabilitation through conventional and 
digital platforms.  

Existing ELoPE supported efforts such as the CEG Triple Aim project will align with 
this and target those not on optimal doses of statins for secondary prevention or on 
inappropriate antiplatelet therapy. This work would benefit from this collaboration as it 
requires a sector wide approach and CCG level agreements. 

  
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 a local ambition to facilitate the expansion of these 
initiatives, which importantly are aligned to regional and national priorities, 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 ongoing. The group will 
oversee progress towards meeting the ambitions of this vision with success measured 
against the reductions that are achieved in premature cardiovascular mortality across NEL. 
Going forward we recognise the importance for continued integration with other cardiac 
initiatives such as out of hospital cardiac arrest care. 
 
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 via integrated stroke delivery networks (ISDNs). This would also include 
configuring a coordinated service delivered by BHRUT and Barts 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.  
 
Barts Health and BHRUT are currently working together to establish a 24/7 mechanical 
thrombectomy service. The BHRUT Board approved a mechanical thrombectomy 
investment case in September 2019. This aims to establish a core day time service at 
BHRUT and in collaboration with Barts Health a joint rota for evening and weekend cover. A 
joint implementation group is presently being established with the ambition to make available 
24/7 mechanical thrombectomy services for the NEL population as soon as is practical in 
2020; subject to workforce recruitment. 
 
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.  
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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 
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. 
 
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. We will 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. In scoping all these 
elements concurrent consideration will be given to understanding the options of coverage of 
ISDNs across NEL. Options which may be considered may include either expanding the 
BHR local systems ISDN across NEL, or developing a linked ISDN covering the WEL and 
City and Hackney local systems. Practicalities for consideration include the population 
distribution across the NEL footprint and the local stroke services available.  
 
There will also be a links with the wider LTCs and the health of care of those patients with 
respect to their specific needs for 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 and improving both the identification and treatment 
support for those who have been diagnosed. We strive to reduce variation in outcomes 
across boroughs and transform our outcomes to ensure better patient care.  
 
An 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. Once patients are identified, we will ensure timely access to spirometry to 
gain a confirmed diagnosis. We are committed to building on the existing NHS RightCare 
programme to reduce variation in the quality of spirometry testing across NEL and we will 
support the diagnosis of respiratory conditions in primary care. This will be done via the 
implementation of case finding approaches (virtual registry reviews) and 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. 
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Detailed implementation plans are also in development regarding the development of a 
health and wellbeing centre on the former St George’s Hospital site and plans to include 
provision for a diagnostic element as part of this redevelopment which will benefit NHS 
services across the whole of NEL.  
 
Medicines optimisation will also be incorporated as an element of the virtual registry reviews. 
Improving both early diagnosis of respiratory disease patients and the appropriate use of 
medicines. The incorrect use of medication contributes to poorer health outcomes and 
increased risk of exacerbations and on occasion unnecessary admission to hospitals. Across 
NEL the programme will also be prioritising medicines optimisation for inhaler use and 
additional medicines. This will make sure that people with respiratory disease use the right 
medication, thus improving health outcomes. Pharmacists and patients will be trained and 
informed on the correct use of inhalers and pharmacists will be able to undertake medicine 
reviews. To achieve this we will map the workforce that supports medicine optimisation 
across NEL and implement and secure ongoing training. 
 
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 
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.  
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The first NEL wide strategic respiratory steering group meeting was held in September 2019 
in collaboration with NHS RightCare and NHS London Clinical Networks. Going forward this 
group will help coordinate the strategic development and implementation of national, 
regional and local programmes related to respiratory health. This includes aligning to the 
London Vision, London Respiratory Network and Mayor of London’s priorities such as 
targets for air pollution. This group will consider aspects such as the utilisation of diagnostic 
services and virtual registry reviews in relation to respiratory disease patients; how they may 
best be exploited geographically across the three local systems. The group will also assess 
the development need for strategic frameworks across NEL e.g. access improvements for 
pulmonary rehabilitation, which will help inform planning and commissioning intentions for 
2020/21. 
 
HIV as 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 and as such in NEL we consider HIV a 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. The four key priority areas to improve London HIV health 
outcomes have been identified by people living with HIV/AIDS 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 
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 three to 
five years. Despite this, between 2015-2017, 35% of new diagnoses in London were 
made at a late stage of HIV infection. Opt-out testing in A&E has been pioneered at 
the Homerton Hospital, which is an international academic centre for HIV medicine.  
This has now been rolled out to the Royal London Hospital, and we are committed to 
rolling out opt-out testing across all A&E sites in north east London by March 2021. 

  



Strategy Delivery Plan for north east London  DRAFT 
Final draft for NHS England, 15 November 2019 

142 

 

 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 

 
There are currently over 129,000 people living with diabetes in NEL and over 50,000 people 
with NDH (Non-Diabetic Hypoglycaemia) known as pre-diabetes. We aim to prevent Type 2 
diabetes and 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. 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.  
 
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 leading cause of premature mortality. 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. We are committed to meeting 
the LTP commitments for both Type 1 and 2 diabetes. 
 
Workshops with people living with diabetes took place in 2018/19 to understand the 
outcomes that matter to them. Their feedback has guided the development of our plans to 
deliver the improvements in diabetes care. This is designed to: 

 Work in partnership with people living with diabetes to shape the commissioning and 
delivery of  high quality services that meet their needs 

 To prevent or delay ‘high risk’ patients from developing Type 2 diabetes 

 Support people through Type 2 diabetes remission 

 Improve access and uptake of flash glucose monitors in line with clinical guidance for 
people living with Type 1 diabetes. 

 Roll out of CGM (continuous Glucose meters) to pregnant women who live with Type 
1 diabetes 
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 Deliver on the requirements outlined in the Long Term plan for DISN (Diabetes 
Inpatient Specialist Nursing), MDFT (Multi-disciplinary Foot Teams, SE (structured 
education) and Treatment and care which will support a reduction in unwarranted 
variation, complications and improve clinical outcomes for people living with diabetes  

 Improve access to emotional and psychological support for people living with 
diabetes through pathway integration. 

 
Diabetes prevention 
The national diabetes prevention programme (NDPP) is an evidence based behaviour 
change and lifestyle programme that aims to support people identified as ‘at risk’ to prevent 
or delay their progression to Type 2 diabetes. So far 14,245 people have been referred to 
the NDPP. In line with the LTP commitment, spaces for the programme will be more than 
doubled over the next four years allowing an estimated additional 35,000 people to be 
referred to the programme. 
 
We will commission services to support the identification and onward referral of people with 
NDH into the NDPP. We will aim to achieve 50% in line with national uptake of patients 
referred for the programme attending group sessions by 2020/21. We will engage with 
people living with NDH to understand and overcome the barriers to accessing diabetes 
prevention programmes and ensure an equity of access to the programme by BAME 
populations. A digital option will be available to patients accessing the NDPP by 2020/21. 
We will work in partnership with providers across NEL to integrate where possible the NDPP 
with local tier 1 / 2 weight management services and other prevention services such as 
smoking cessation. 
 
Early identification and remission 
Early identification of Type 2 diabetes means that people are less likely to present with 
diabetes complications and may have an opportunity to take their diabetes into remission.   
 
By 2020/21 we will have commissioned primary care services across NEL that support the 
identification of people ‘at risk’ and improve the gap in observed prevalence.  A systematic 
review of people who are identified as ‘high risk’ of developing Type 2 diabetes will be 
offered an annual review where the individuals ‘risk’ will be assessed and will support 
individuals in making lifestyle changes to reduce their risk for diabetes and other CVD 
conditions.  
 
Research has shown that some people with Type 2 diabetes can achieve remission through 
adoption of a low calorie diet (LCD). This allowed nearly half of patients to stop taking anti-
diabetic drugs and still achieve non-diabetic range glucose levels. We will test an NHS 
programme supporting LCDs for obese people with Type 2 diabetes - NEL is one of eight 
sites across the country that will act a test bed for LCD delivery model to support the 
remission of Type 2 diabetes in a diverse population. The pilot will begin in 2020/2021 and 
run for three years and build on the successes of the LCD programme in C&H. 
 
Technology 
Utilisation of digital technologies will ensure that patients are supported to self- care / self-
management. In line with clinical guidelines people living with Type 1 diabetes have been 
benefiting from this potentially life-changing technology since April 2019. There is currently a 
10% variation in uptake across NEL. We will work in partnership with patients and providers 
to reduce this variation and increase uptake. Partnership working across NEL in 2019/20 has 
ensured that access to insulin pumps is now standardised. By the end of 2019/20 we will 
ensure access to offered continuous glucose monitoring (CGM) is standardised for people 
living with Type 1 diabetes. By 2020/21 all pregnant women with Type 1 diabetes will be 
offered CGM helping to improve neonatal outcomes. 
 



Strategy Delivery Plan for north east London  DRAFT 
Final draft for NHS England, 15 November 2019 

144 

Structured education and training 
Structured education for people living with diabetes is offered at diagnosis and should be 
offered ‘as required’ for people living with existing diabetes. Structured education offers the 
opportunity for patients to improve their knowledge and skills and also help to motivate them 
to take control of their condition and self-manage effectively. People with diabetes spend 
only three hours a year with a healthcare professional on average.  
 
Reported uptake of education programmes for Type 1 and Type 2 is poor across the 
country. In NEL there are varied rates of uptake and provision. We will continue to support 
the transformation of diabetes education service provision by training HCPs to deliver 
programmes, work with patients to understand the barriers and challenges in attending 
programmes. We will offer a choice platform in which people can access a programme face 
to face, groups, 1:1 and digital options for people living diabetes including a Type 1 diabetes 
online education programme.   
 
We will work with partners to rollout the national self-management tool ‘Healthy Living for 
People with Type 2 diabetes (online platform) in 2020. We will continue to support HCPs 
across all disciplines to access accredited diabetes training via the online Cambridge 
Diabetes Education Programme, which will be available alongside locally developed training 
programmes tailored to local system needs. 
 
Improving outcomes and avoiding complications 
We have a well established diabetes partnership group with extensive representation of 
diabetes HCPs. The partnership was formed to support the rollout of the treatment and care 
transformation bid/NDPP and other NEL diabetes commissioning initiatives. Building on the 
current work programme the following interventions will be rolled out: 
 
Type 1 (all ages) 
Outcomes for people living with Type 1 diabetes are typically lower than that of those living 
with Type 2 diabetes. In NEL the average proportion of patients with all 3 treatment 
outcomes on target are 26% compared with Type 2 outcomes of 47%.  There is also a range 
of achievement in NEL 20% to 30%. Building on the work that has been undertaken in 
2019/20 which has included a GP practice based audit to understand the numbers of Type 1 
patients that are not accessing care or preferring to have their care provided in general 
practice.  We now look to pilot a new model of care to address the specific needs of those 
identified, including an MDT with psychiatry, psychology, diabetologist and a DSN 
specializing in Type 1 care and direct care provision, ensuing access to digital technologies 
and education. 
 
Mental health and diabetes 
There are currently 22,910 people living diabetes with a serious mental illness (SMI) in NEL; 
17% of this group also have a diagnosis of diabetes. It is reported that one in four people 
with diabetes will experience depression. In 2020/21 we will aim to: 

 Pilot MDT meetings and clinics led by a consultant psychiatrist for high risk, 
individuals who are finding it difficult to engage or those attending A&E frequently.  

 Scope proactive models of care for people living with diabetes and severe and 
enduring mental illness as a means of improving outcomes and reducing 
unscheduled care. 

 Develop an integrated diabetes and common mental health problems pathway in 
partnership with IAPT services. 
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Young people (16-25 years) with diabetes 
Diabetes self-management and engagement is traditionally poor among young people. 
Following feedback from patient groups we have resourced the recruitment of youth workers 
across NEL. This year a youth worker was employed at Newham University Hospital, 
working within the MDT including the psychologist and specialist dietitian to offer group 
sessions for young people, particularly those going through transition. They offer support in 
engaging young people, support peer to peer events and peer learning, supporting young 
people to co-design peer groups and have begun discussions on integrated care models for 
young people locally. By 2021 we will have youth workers in all diabetes services across 
NEL. 
 
Pre-conception interventions for diabetic women  
NEL has one of the highest rates of diabetes in pregnancy. We aim to improve the uptake of 
folic acid and improve Hba1cs of women of childbearing age with diabetes. 2019/20 will see 
the piloting of an approach to utilise the NEL diabetes dashboard to focus clinical resource to 
general practice. In 2020 we will build on work undertaken across NEL which has included 
the development of a NEL-wide diabetes dashboard and clinical template to monitor and 
benchmark current performance as well as the rollout of a HCP training programme. 
Continued awareness for patients including a video that will be streamed to all GP practices, 
continued consultant lead and online accredited training will be rolled out. 
 
Establishing multi-disciplinary foot teams 
Foot problems in people with diabetes have a significant financial impact on the NHS 
through primary care, community care, outpatient costs, increased bed occupancy and 
prolonged stays in hospital. Evidence suggests that MDFTs play a major role in a good 
footcare pathway and can significantly reduce amputations, length of stay. Up to 70% of 
people die within five years of an amputation and around 50% dying within five years of 
developing a diabetic foot ulcer. NEL has some of the highest rates of amputations in 
London. This year we are bidding for diabetes transformation funding to support the 
formation of comprehensive MDfTs across NEL. The bid will include: 

 Inpatient podiatry 

 Pathway coordination and integration 

 HCP and patient education 
With the aim of reducing amputations by 10% by 2021. 
 
Supporting primary care to improve diabetes outcomes 
Approximately 90% of diabetes care in NEL is provided by primary care teams. By 2020/21 
NEL will have commissioned supplementary network services (SNS) to support the required 
resource to improve outcomes. We will increase the number of people living with diabetes 
and accessing their annual care processes as defined by NICE. The current NEL average is 
60%, the target for 2021/22 is 70%. 
 
By 2020/21 we will increase the numbers of people achieving the three treatment targets 
(BP, HbA1c and Cholesterol) in line with NICE by 3%. By 2021 we will have rolled out 
models of care that include a form of MDT for those patients with specialist input required 
learning from the models of care in Tower Hamlets, Newham and City and Hackney. 
Specialist input will include nephrology, podiatry and psychology. Pilots supporting new 
models of care e.g. group consultations and online consultations as piloted at Newham 
Hospital will be reviewed and rolled out across NEL by 2021.  
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Reducing unwarranted variation 
We will utilise the clinical dashboards that support an approach to identifying unwarranted 
variation and provide a granularity of data that provide an opportunity for resources to be 
aligned to support improvements. We will support the development of a minimum dataset for 
London to underpin the ‘outcomes that matter’ to people leading to the commissioning of 
optimal care and reducing unwarranted variation. We will improve outcomes by primary care 
services that will support the delivery of systematic reviews of people living with diabetes 
ensuring they are receiving their annual care processes. By 2020/21 we aim to have all 
CCGs in NEL rated as ‘good’ or ‘outstanding’ for diabetes care via the CCGs IAF rating. 
 
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 
appropriate services 
commissioned in 
relation to prevention 
and treatment. 

Continued delivery of 
programmes across 
NEL 

Respiratory 
disease 

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

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

Continued delivery of 
programmes 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 Build on current 
programme of work 
within the local 
systems. Developing 
collaborative 
relationships where 
appropriate to 
maximise patient 
care and efficiencies. 
 

Commissioning of 
services which aid 
diabetes prevention. 
Continue to build on 
national and local 
programmes. 

Establishing services 
and monitoring 
progress. 
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Investing in and prioritising mental health 
 
The NHS Long Term Plan commits to grow investment in mental health services faster 
than the overall NHS budget, creating a new ring-fenced local investment fund worth at 
least £2.3 billion a year by 2023/24 with a new commitment that funding for children and 
young people’s mental health services will grow faster than both overall NHS funding and 
total mental health spending.  
 
London priorities for mental health  
London wants to collectively set, and hold itself to, ambitious long term outcomes. To 
ensure success the steps to deliver them would be developed with partners over a five to 
ten year horizon. They include:  

 Individuals and communities are enabled to help themselves and know when and 
where to seek support 

 No child starts school unable to learn or leaves school unable to work 

 Everyone living with complex and severe mental illness has the same life 
expectancy as their fellow citizens 

 Everyone living with a long term physical health condition receives support for their 
mental health  

 No one accesses mental health treatment and care through A&E or the criminal 
justice system for want of an earlier intervention  

 No one takes their own life 

 
 
(Note: more detailed information about LTP priority areas for mental health, including 
delivery risks is available in the completed mental health assurance template, submitted 
separately to NHS E/I London region mental health assurance team.) 
 

Adults’ mental health 
 
People with mental health problems have often experienced health and care services 
that treated their minds and bodies separately and didn’t take a whole body approach to 
care. This is starting to change, with understanding of, and attitudes towards mental 
health improving, as people realise this is very common - one in four people experience 
a mental health problem. 
 
The Long Term Plan reaffirmed the commitment to putting mental health care on a level 
footing with physical health services. Across north east London we are committed to 
meeting the ambition of parity of esteem between mental and physical health for children, 
young people, adults and older people. As well as access to good quality mental health 
care wherever they are seen in the NHS, we want people with mental health issues to live 
good lives – to be employed, have good relationships, somewhere comfortable to live, 
and to feel part of their community. 
 
The Long Term Plan made a renewed commitment to improve and widen access to 
adults needing mental health support and offer the fastest expansion in mental health 
services in the NHS’s history. In north east London we are working to achieve this 
through: 
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Improving Access to Psychological Therapies (IAPT) 
 
(Note: more detailed information is available in the draft IAPT position and narrative briefing, 
submitted to NHS E/I London region mental health assurance team separately).   
 
IAPT services provide evidence based therapies for people with anxiety and depression. 
IAPT has been able to achieve significant improvements in the way mild to moderate 
anxiety and depression is treated within the NHS. Services across north east London 
have achieved consistently high recovery rates (against national standards) and/or 
significant improvement in the current year. 
 
We have increased access to low intensity online therapy through our NEL-wide 
contract with Silver Cloud digital mental health platform. This includes over 30 self-help 
and therapeutic programmes via a library of engaging programmes is accessible via a 
flexible, user-friendly online platform. Residents are able to self-refer online in all local 
boroughs. Further investment in 2019/20 and beyond will expand IAPT services to 
include psychological treatments for more people with physical long term conditions 
such as diabetes, COPD and Irritable Bowel Syndrome. 
 

Waltham Forest CCG has been piloting a physical activity scheme in conjunction with 
the IAPT service, as people with a mental health need can live more sedentary and 
isolated lifestyles the pilot aims to ascertain if people participating in physical group 
activity recover more quickly and reduce the number of GP appointments they require. 
BHR CCGs have undertaken a comprehensive review of its service offer, which has 
resulted in a more consistent offer across the three boroughs. The service is 
diversifying into treatment and availability of offers, including a much expanded digital 
offer and group programme alongside face to face treatment.     
 
The following work is also underway: 

 Working together to increase online access to IAPT, including a 
coordinated marketing approach across NEL 

 Working together to recruit staff to work in psychological therapies so that each 
area has enough staff to provide a high quality responsive service. 

 Promoting online therapy – increasing awareness and uptake of this approach 

 A focus on improving staff retention and other options to secure capacity 
in Barking and Dagenham in particular to address its low access rate. 

 In addition Waltham Forest is working to increase co-location and 
develop the LTC offer. 

 
NEL perinatal service  
Approximately 3,530 women will have a moderate to high to severe perinatal mental need by 
2021. We aim to offer a service to 1,682 patients and have been successful in securing 
additional funding of c£500k during 2019/20. This will enable service expansion and 
improved outcomes as follows:  
 

 Improved waiting times for women to see nursery nurse and OT – enabling faster 
recovery and parent bonding work to start sooner 

 Early child/parent work will support families for up to two years ensuring support 
during critical early years 

 Nursery nurses able to support fathers to form bond and offer feeding advice to 
support mother and baby  

 Offer women online Skype consultation where suitabl  

 Enable staff to offer more variety of sessions including baby massage  
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 Offering assessment to partners and increasing the psychology provision e.g. parent 
infant psychotherapy  

 By April 2020 the project outcomes will include robust data, recommendations and 
systems in place.  

 
Good progress has been made on the NEL-wide perinatal service for women across 
the two mental health trusts, with referrals taken from mental health services, primary 
care, midwives, obstetricians, local authority, health visiting, and universal services 
to give children the best start in life. In addition, women can self-refer in the NELFT 
catchment. 
 
Employment support and recovery 
Employment is vital for maintaining good mental health and people with mental health 
problems are traditionally more likely to become unemployed and can often find it harder 
to regain employment. 
 
The IPS (Individual Placement and Support) service supports people with severe 
mental health difficulties into employment. It involves intensive, individual support, a 
rapid job search followed by placement in paid employment, and time-unlimited in-work 
support for both the employee and the employer. Research showed IPS clients were 
twice as likely to gain employment and worked for significantly longer and individuals 
who gained employment had reduced hospitalisation rates. 
 
Currently, IPS is available in Tower Hamlets and Newham and national transformation 
funding has enabled the launch of IPS services in Waltham Forest, City and Hackney and 
Redbridge. Havering and Barking and Dagenham are looking at transforming their 
employment services to meet IPS fidelity. By the end of 2019/20 validated IPS services 
will be available across NEL resulting in significant increase in the number of people with 
long term mental health problems being supported into paid employment. 
 
Waltham Forest has been successful accessing additional fund following a successful bid 
to the DWP to increase the IPS provision for young people with a mental health diagnosis 
aged between 18 and 25 and to provide employment support to care leavers. 
 
We are working closely with IPS Grow to ensure that all services achieve a good rating 
against the fidelity scale and have a single reporting process. 
 
We are also exploring: 

 Meeting the agreed targets to expand services following successful 
awards of transformation funding in 2018/19 and 2019/20 

 How we can work with DWP, the voluntary sector and other mental health 
services such as recovery colleges 

 How we can ensure all NEL IPS services rate as good or higher on the IPS 
fidelity scale 

 Involving people with people with lived experience and exploring co-
production opportunities 

 Developing a common framework and an easy guide of what IPS is 

 Identifying and developing training for clinicians 

 Widening the scope of the service to include people with learning disabilities 
and people with physical impairments 

 How we can integrate roles across our two mental health trust to ensure services 
are resourced and staff gain a breadth of experience. 
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Severe mental illness (SMI) health checks 
According to latest data collected by NHSE there are 20,629 patients with SMI in NEL 
eligible to receive an annual physical health check. To achieve the 60% FYFV target 
12,377 patients will need to receive the check in 19/20 and 20/21. For the period March 
2018-April 2019 the aggregate performance across London was 35.4% uptake, with the 
position across England standing at 30.3%. Over the same period for NEL this was 
42.8%. 
 
In BHR, the number of people with SMI having received their annual physical health check 
(PHC) has fallen short of the national standard. In part this is due to how primary and 
secondary care work together to identify patients and capture relevant data. Work to improve 
performance includes:  

 A primary care local improvement scheme has been introduced in 2019/20 to assist 
practices in the identification and follow up of patients. This is being supported by the 
deployment of health care assistants (HCAs) in secondary care mental health 
settings to improve the take-up and recording of health checks for patients with SMIs 
in secondary mental health services and to ensure that data that is entered onto 
NELFT information management systems are also captured on the relevant GP 
information system 

 The London Borough of Havering is running a vape pilot to help smokers with SMI to 
quit smoking tobacco. The feasibility of rolling this out more widely will be reviewed 
following evaluation 

 Plans to embed joint work via the new community mental health model for adults and 
older people are being developed by the BHR Mental Health Transformation Board 
which will enable better targeted services delivered through a new model of care 
model of care over the next five years 

 Waltham Forest is finalising a business case to develop an enhanced primary care 
mental health service to support SMI patients who have been stable in their 
presentation with low risk that will step down from the secondary care mental health 
services and be supported in moving to primary care supported by a primary care 
mental health team. Over the last 18 months we have worked closely with GPs, 
NELFT, service users, carers and other stakeholders to jointly develop the service 
model and pathways to ensure they are acceptable to all. 

  

Mental health support for people with HIV 
 
People living with HIV are twice as likely to experience mental health issues compared to 
the general population. 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. We will ensure HIV-related peer support is available across NEL. 
 
We commit to explicitly improving the integration of HIV services with mental health within 
the wider context of committing to improving the integration of mental and physical 
healthcare. This includes utilising the new primary care networks to ensure integrated 
pathways are in place. 
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Improvement strategy and SMI health checks  
The integration delivery group that reports into our mental health programme is overseeing 
performance against these targets, and is affecting skills and knowledge transfer across the 
patch to close the gap between the lowest and highest performing CCGs. One way this is 
being advanced is through the development of the NEL components of success model. 
 
The components of success model was devised following analysis of two local case studies 
of excellent health check performance: City and Hackney’ s SMI health check model, and 
London Borough of Newham’s NHS Health Check Scheme. We identified that good 
performance related to six core components, and that health check delivery would increase 
the more components that were in place.  
 
Each CCG has plotted their existing commissioning and contracting arrangements against 
these components in order to identify any gaps, and the resource required to drive 
improvement.  
 

Six components of success – SMI health checks 
 

1. GP incentive scheme 
2. GP monitoring 
3. Individual practice support 
4. Training 
5. GP templates 
6. GP dashboard 

 

 
Key to deliver the components of success is the Clinical Effectiveness Group (CEG), an 
academic organisation providing in-practice facilitation, clinical tools, clinical templates and 
health informatics for CCGs across NEL. We have been able to increase the presence of the 
CEG in primary care across outer north east London over the past 12 months, and have 
seen a rise in SMI health check delivery as a result. In 2019/20 all CCGs are exploring 
additional ways of increasing uptake aligned to the components of success model; though it 
is unclear whether 60% will be achieved unilaterally by March 2020.   
 
Through a mixture of existing plans, and new initiatives (inspired by the components of 
success model), it is anticipated that all CCGs in NEL will meet the 60% target by March 
2021. In order to ensure that all three systems across NEL are in a good position to meet the 
increasing performance targets to 2023/24, the following actions are also being explored: 

 Introducing GP incentives for SMI health check delivery as part of primary care network 
development (where they are not already in place) 

 Increasing the level of practice facilitation and GP training 

 Harnessing digital developments (e.g. Discovery) to flow cardio metabolic data from 
secondary care into primary care  

 Consider commissioning HCAs that can move flexibly between primary and secondary 
care (this has been successful in City and Hackney) 

 
Community mental health service transformation  
The enhanced primary care service (EPCS) is aimed at people who are low enough risk 
and stable enough to be treated in primary care but whose needs are such that they 
require an additional level of support. The service is focused on people with severe 
and/or enduring mental health conditions including anxiety, depression, psychotic 
disorders and personality disorders. It is not aimed at people with milder or common 
mental health problems. 
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We already have a well established EPCS for people with SMI in City and Hackney, 
Tower Hamlets and Newham which has promoted better outcomes and reduced 
caseloads in secondary care by 19%. Following a successful bid for wave 1 community 
mental health transformation funding, we are excited to be launching our programme of 
redesign. 
 
The vision for community mental health services centres on: 

 Dissolved barriers between ‘primary’ and ‘secondary’ mental health services 

 Support dictated by complexity of need rather than diagnosis 

 Population health management approaches; addressing the totality of residents’ 
needs in a multi-disciplinary and multi-agency way 

 Services that are embedded within neighbourhoods / communities; enriched by 
community assets and peer support 

 Differentiated offers for 18-25s, older adults, and people with personality disorders 

 Moving towards a referral-less approach to assessment and support 
 
Some of our early design principles are illustrated below: 
 

 
Waltham Forest, Barking and Dagenham, Havering and Redbridge have begun to develop 
their plans for all communities to be able to access locally based care for their mental and 
physical health and wellbeing needs. In preparation of this, work has progressed to develop 
an understanding of local need and current service provision and review demand and 
capacity across secondary mental health services. This will inform where transformation and 
investment are needed both to stabilise older and acute teams and to implement a new 
integrated community mental health offer, aligned to primary care networks.  
 
Developing a sustainable workforce moving away from increasing traditional CMHT roles 
and developing new roles working across organisational boundaries with both primary care 
and third sector be a key enabler of change.  
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The joint BHR and WF Transformation Board will oversee this transformation programme, 
including developing novel approaches to integrated care contracting around primary care 
networks. CCG commissioners will work through these boards to ensure contracting for 
community MH services is integrated with that for other community services. We will build on 
success to substantively improve quality, outcomes and value for people with mental health 
problems across east London. 
 
Phases and key outcomes  

 
 
The new integrated community mental health offer will place a greater emphasises on 
prevention of mental ill health by working with public health to deliver strategies which 
address mental and physical health determinants. 
 
It will take a whole person approach, encompassing promotion of wellness and social 
connectivity and establishing linkages with the wider determinants, predominantly housing 
and substance misuse. Strengthening joint working between mental health, drug and alcohol 
and housing services will also lead to better support the needs of street homeless. The work 
will be delivered with effective participation of the partners such as local authority, third 
sector and local people.   
 
Local area coordination 
Havering is piloting local area coordination, which aims to ensure that vulnerable people are 
better supported to find local solutions that enable them to build a ‘good life’ and are less 
dependent on other services as a result. On a wider level, it seeks to promote a different way 
of delivering services out in the community with a personalised approach shifting the culture 
of current council services. The majority of people who have benefited from this service in 
other areas were found to have mental health issues of varying degrees and many of the 
individuals suffer from isolation. Subject to evaluation, there are plans to roll out the model to 
other parts of BHR. 
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24/7 adult crisis resolution and home treatment teams 
All CCGs within NEL have committed to achieving 100% coverage of 24/7 adult crisis 
resolution and home treatment teams by the end of 2019/20. With support from NHS England 
transformation funding, all areas will achieve this by 2020/21. 
 
Transformation funding secured in 2019 will fund an additional 25 posts in the NELFT crisis 
resolution and home treatment teams, enabling services to function to high fidelity standards 
for adults and older people. This enhanced staffing will reduce caseloads to ensure better 
management of current demand and response times. Increased capacity in community teams 
will improve gatekeeping in order to reduce inappropriate out of area placements. 
 
NEL community crisis care offer 
The ambition for mental health crisis care is to provide a truly 24/7 response that is equitable 
across all areas and to all age groups by 2023/34. Our crisis response will seek to de- 
escalate crises by responding proactively to patient needs sooner, and closer to home, 
enabling treatment in the least restrictive environment possible. All partners are committed to 
eliminating inappropriate out of area placements by 2020/21. 
 
NELFT operate a whole system model of secondary mental health service which is cited as a 
best practice model across England. In practice this means that the vast majority of people 
who access secondary mental health services will always be treated in a community setting 
(97% of people). Up until October 2018, the model has worked well, however, over the past 12 
months demand for acute mental health services has patients have been admitted out of area. 
 
NELFT, BHR and Waltham Forest are currently reviewing demand and capacity across 
the acute pathway in 2019/20 to ensure that services are working in an integrated way 
and that crisis resolution and home treatment teams are adequately resourced to offer 
intensive home treatment as an alternative to acute inpatient admission. 
  

Creating centres of excellence for adults mental health inpatient services 
 
We are considering how to best deliver inpatient mental health services for adults living in 
City and Hackney, Tower Hamlets and Newham. These services provide a safe and 
therapeutic environment for people with acute mental health problems. We want to make 
sure that people who need inpatient services have the very best support and treatment, 
in the very best of environments that deliver: 

 improved service user experience and outcomes 

 improved staff experience 

 community neighbourhood and crisis services that will support people to remain at 
home, through more preventative integrated services, including with primary and social 
care 

 an inpatient clinical model that promotes high-quality treatment and support that 
addresses peoples mental, physical and psychosocial needs, and supports them to 
return home as quickly as possible 

 an improved and modern therapeutic environment 

 operational effectiveness and value. 
 
This work is at an early stage but it is anticipated options will include developing a single 
site for inpatient services for adults of working age and for older adults. Any proposals 
would require engagement and or consultation, as appropriate. 
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Early findings from the review identify the need to: 

 Strengthen joint working with the police and justice system, who are significant refers 
into the service 

 develop a more robust community mental health service aligned to primary care to 
enable early intervention and treatment, avoiding escalation to crisis 

 Work with local authorities to ensure effective support from prevention services e.g. 
substance misuse and from housing 

 
Mental health liaison services 
There are 24/7 psychiatric liaison services operating in all acute hospitals in the NEL. 
City and Hackney and WEL already deliver ‘gold standard’ CORE 24-compliant 
psychiatric liaison services, with the BHR local system due to deliver CORE-24 
compliance in 2020/21. 
 
While we want to reduce demand on A&E departments through our crisis resolution and 
home treatment teams and the development of community crisis alternatives, we will also 
seek to ensure that residents of all ages with both physical and mental health needs who 
require treatment in an acute setting receive the wraparound support they need from 
CORE 24-compliant psychiatric liaison services. 
 
WF has implemented a new pathway between UCC and Psychiatric Liaison which has 
led to reduction in duplication of assessment, improved response time and improved 
patient experience. In addition, now the HTT workers are based in Psychiatric liaison 
team and as a result the response time for decision to admit and identifying a bed has 
substantially reduced.  
 
Complementary crisis care alternatives 
We already commission crisis alternatives in City and Hackney and Tower Hamlets, and 
as part of NHS England crisis transformation funding, voluntary and community sector-run 
‘crisis cafes’ will be expanded in City and Hackney, Tower Hamlets and Newham in 
2019/20. In BHR and Waltham Forest, alternatives such as street triage and are already in 
place, with transformation funding being used to expand the crisis offer for residents with a 
personality disorder diagnosis in 2019/20. 
 
Health based places of safety and NHS 111 
Residents across NEL now have access to 24/7 mental health crisis lines that can accept 
and facilitate warm transfers from NHS 111. We are working together to stop using ED as a 
health-based Place of Safety, with the expansion of dedicated Section 136 suites planned for 
2019/20 and 2020/21. 
 
We will build on the successes of our 24/7 mental health crisis lines, which successfully 
enable warm transfers from NHS 111, and will increase support to the London Ambulance 
and Metropolitan Police Services through the development of street triage, Serenity 
Integrated Mentoring and ambulance call centre co-location. 
 
By remodelling our approach to community mental health services, as well as our crisis 
offer, we hope to provide early help to residents in such a way that reduces the need for 
Mental Health Act assessments and detentions. However, should local people enter crisis 
and require detention under s136, our health-based Places of Safety will represent fit-for-
purpose spaces that promote dignity; staffed by a dedicated and well-trained workforce. 
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Suicide prevention 
138 people died by suicide in north east London in 2017. This is the highest rate of the five 
London systems. Suicide is the leading cause of death for men under 50 and deprivation 
is a major factor in male suicide, increasing the odds of taking your life by 10 times, 
compared with the suicide risk of more affluent men.  
 
BHR and Waltham Forest CCGs, local authorities and mental health services have worked 
together to collate sources of support available to people affected by suicide. Similarly, 
training for front line staff regarding opportunities to prevent suicide have been collated. Both 
resources have been promoted widely throughout BHR (children’s services, adult social 
care, voluntary and community groups). NELFT has established an information sharing 
protocol with British Transport Police to ensure the safety of patients who are considered to 
be at risk of suicide on the rail network.  
 
Opportunities for further development include: 

 training for GPs on the risk of depression / suicide amongst patients with long term 
conditions  

 improving coding of instances of self-harm in A&E  

 Continue to identify and respond to possible suicide hotspots and clusters. 
 
We are looking to address this by: 

 Developing a zero suicide prevention plan for inpatients across NEL, 
working towards a 10% reduction in suicides by 2020/21. 

 Providing bereavement support services for those affected by suicides 

 Delivering suicide prevention training for schools, colleges and all staff 

 Working closely with partners, the Samaritans, Thrive LDN, the 
community and voluntary sector and Met Police 

 Identifying training needs and promoting training a (i.e. ASSIST, SafeTalk, 
Mental Health First Aid) across NEL for frontline staff and education sector 
colleagues to support suicide prevention awareness. 

 Partnership working with Thrive LDN and testing out its information 
sharing hub to learn from best practice elsewhere. 

 
We will build on the successes of our mental health programme to deliver these 
ambitions, utilising our robust assurance framework to monitor and ensure progress 
against key milestones. 
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Implementation plan 

By the end of 2019/20 By the end of 2020/21 By the end of 2021/22 

Online therapy increases 
access rates by at least 2% 
in each CCG 

 

All areas have established 
Long Term Conditions IAPT 
services 

 

Investment and staffing 
trajectory to reach 30% 
IAPT access rate signed off 
between CCGs and 
providers 

 
NEL suicide prevention 
strategy agreed 

 
All Five Year Forward View 
mental health standards 
achieved across all service 
areas.  
 

All CCGs will have 24/7 
CRHTTs which meet NHSE 
high fidelity standards 

 

All acute hospitals in NEL 
will have psychiatric liaison 
services in place that meet 
CORE 24 standards 
develop a crisis alternative 
in Newham, and expand the 
offer in Tower Hamlets and 
City and Hackney 

 

All health-based Places of 
Safety staff are well-trained 
and dedicated workforce 
(distinct from the teams 
staffing our MH acute 
services) 
 
IAPT Staff recruitment and 
retention drive leads to full 
staff complement for BHR 

 

All CCGs delivering their 
60% health check targets, 
which will set us up to meet 
the increasing trajectories 
up to 2023/24. 

 

All IPS posts to be filled with 
the team at full complement 

 
Integrate IPS with other MH 
services i.e. recovery 
college, job centres 
 

The Mental Health Steering 
Group will work closely with 
London Ambulance Service 
colleagues to translate 
national implementation 
guidance, seeking guidance 
from local A&E Delivery 
Boards and Crisis 
Concordat Partnership 
Boards on the appropriate 
model of delivery 

 

Develop crisis alternatives in 
Waltham Forest and BHR 

 
Support local systems to 
build confidence and 
capacity within primary care 
to enable the integration of 
community mental health 
services with primary care 
networks’ MDTs by 
2023/24. 
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Health and care for people sleeping rough  
 
Across 2018/19 outreach services found 1,964 people sleeping rough on the streets of north 
east London – almost a quarter of the capital’s total. These figures are part of an upward 
trend that has seen rough sleeping in the capital more than double since 2009/10. 
 
All forms of homelessness can lead to poor physical and mental health. However, those who 
sleep rough are at greatest risk of ill health and premature death. In 2018/19 the Office of 
National Statistics reported mean age at death of homeless people to be 45 years for men 
and 43 years for women. 
 
More than half of those who sleep rough in north east London report issues with mental 
illness, physical ill health and substance misuse. Physical illnesses such hepatitis C, and 
chronic chest conditions are more prevalent among rough sleepers – COPD, for example, is 
13 times more prevalent than in the next most deprived group.  The experience of central 
London hospitals is that rough sleepers are more likely to attend emergency services, are 
more likely to be admitted and will have more health needs.  
 
Compounding these health issues are the many barriers faced by those sleeping rough - 
issues of eligibility; inflexible services constrained by boundaries and mainstream services 
design; poor integration and continuity of care and support; and limited access to 
specialisms. Those who sleep rough can also be highly mobile or may struggle to access or 
adhere to services and treatments.  
 
The national Long Term Plan committed funding to deliver better access to specialist 
homelessness NHS mental health support, integrated with existing outreach services. This 
commitment will add value to the significant steps north east London has taken, and 
continues to take, to deliver better health services to those sleeping on the streets including: 

 Improved access to services through specialist practices such as Health E1, the 
Greenhouse and Newham Transitional Practice 

 The launch of GP-led outreach health checks in Barking and Dagenham, Havering 
and Redbridge that also delivers prescribing and support to register 

 The Pathway service operating at the Royal London provides specialist multi-
disciplinary support and discharge co-ordination for around 900 homeless people 
admitted to eth hospital each year 

 ELFT and NELFT provision of mental health practitioners – funded by the 
Government and Mayor of London – to be integrated with local authority outreach 
services  

 Delivery of the Groundswell homeless health peer advocacy service in the City of 
London, Hackney and Tower Hamlets to improve people’s confidence in using health 
services and increase their ability to access healthcare. 

 
These services sit alongside a diverse range of local authority outreach, accommodation, 
prevention, reconnection and social care services that are often essential to supporting 
better health outcomes for this group.  
 
Despite the breadth of specialist health provision, we recognise the need to further improve 
the reach and range of delivery in order to secure better health outcomes for people who 
sleep rough, and we are committed to doing so. 
 
We will build on current good practice to ensure access to primary care through specialist 
GP services, specialism within mainstream services, outreach delivery and services at the 
point of need and training to support identification of clients and culture change. 
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To support this, we will identify gaps in access to specialist primary care coverage and 
examine the opportunities and viability of models that extend and enhance that provision. 
Through better primary care – and the better co-ordination of that care - we will reduce A&E 
attendance. We will strengthen and extend care co-ordination in acute settings to ensure the 
planned discharge and continuity of care for those who are homeless on admission. In doing 
so we will secure better health outcomes, reduce readmissions and reduce homelessness. 
 
We will work with partners across north east London to develop collaborative and effective 
pathways that can cross local authority, commissioner and provider boundaries to secure 
continuity of care. 
 
Within our commitment to adult mental health, we will deliver enhanced mental health 
services that can respond flexibly and effectively to complexity of needs found on the streets. 
These will be designed around needs and not settings or boundaries, and support access to 
mainstream provision. 
 
We will work with providers and local authorities to better co-ordinate mental health and 
substances misuse services to improve the identification and response to dual diagnosis. 
We will also work with partners to support trauma and psychologically informed approaches 
and settings. 
 
The opportunity within north east London is to extend the learning and reach of existing 
successful approaches, to stop some of the most vulnerable and excluded people in our 
population from slipping through the net or being passed around the system.  
 

Spotlight on: Tackling homelessness and rough sleeping  
 
The Mayor of London and the Ministry of Housing, Communities and Local Government 
are funding a two-year pilot, specialist service across NEL with ELFT and NELFT. In each 
area, this will include a dedicated team of mental health practitioners working with people 
sleeping rough and homelessness outreach teams, accompanied by initiatives to improve 
learning and collaboration between the mental health and homelessness sectors.  
 
There were 238 rough sleepers recorded across NEL in 2018/19 with the highest 
concentration located toward inner London. More than half of people sleeping rough in 
London are recorded as having a mental health need, but it can be difficult for them to 
access mental health services. Homelessness outreach teams will work with the new 
teams to identify people sleeping rough who may have mental health issues and are in 
need of support or treatment.  
 
Through this, the programme will:  

 develop an improved understanding of the needs of people with mental health 
needs who are sleeping rough; and 

 enable services to try out new ways to make their services more appropriate and 
accessible for people with mental health needs who are sleeping rough, meaning 
people with mental health needs who are sleeping rough will experience better 
health and accommodation outcomes. 

 
People sleeping rough who have mental health issues will receive flexible, personalised 
support. The learning and collaboration aspects of the programme will increase 
understanding of the needs of this population across both the mental health and 
homelessness sectors and develop how these two spheres work together to improve 
outcomes.  
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Locally, NELFT and ELFT have co-developed a local service in partnership with the local 
homelessness outreach teams and borough rough sleeping commissioners. There are a 
range of good practice examples in parts of NEL currently including specialist primary care 
provision, mental health outreach and the ‘Pathway’ service at the Royal London which 
was introduced in 2011 to provide specialist support for homeless people presenting in 
A&E. The multi-disciplinary approach includes GP and nurse time plus links to a social 
worker and housing team. The team deal with around 900 admissions of homeless people 
per year.   
 
We are keen to work together to improve the health and care of people who sleep rough 
to improve quality and access as well as enabling smoother transitions across services. 
We can help identify gaps and determine where current local good practice could be 
extended; help develop more collaborative pathways across boroughs and healthcare 
providers; help make the help available, whether that be substance misuse or mental 
health support, consistent across boroughs; and help standardise assessment timescales. 
Our aim is to stop some of the most vulnerable people in our population from slipping 
through the net or being passed around the system.  
 

 

Spotlight on: City of London Street Triage services 
 
The City of London Street Triage Service provides specialist support to people 
experiencing a crisis in their mental health on the streets of the Square Mile. This innovate 
project embeds a mental health professional within a City of London Police Patrol during 
evenings and early mornings – resulting in a marked reduction in the number of people 
detained under the Mental Health Act and reduced pressure on A&E services. 
 
Prior to its operation, the police would use Section 136 of the Mental Health Act powers to 
take people whose mental ill health was thought to pose a risk to their own life, to a place 
of safety – a hospital or police station. 
 
In response to the growing need for Section 136 admissions, the Street Triage service 
was created to deliver better assessment and treatment of individuals in crisis. In doing so 
it has reduced the use of Section 136 powers by helping informal admissions or making 
direct referral support in the home. 
 
Alongside better outcomes for individuals, the service has reduced the impact on A&E 
Section 136 Suites, reduced the use of police resources and strengthened the 
collaboration and partnership across police and mental health services. 
 
Funded as a pilot project by City and Hackney CCG, the success of Street Triage has 
attracted funding from the City of London Corporation and City of London Police to expand 
the deliver to a seven day a week service. 
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Medicines optimisation 
 
The national expenditure on medicines in the NHS is £16 billion a year. The medicines 
spend in NEL is more than £200 million a year. This is a considerable proportion of our 
budget and is one of the most significant intervention in managing patients’ health. 
 
Between 5-10% of all hospital admissions are medicines related. Two thirds of medicines 
related hospital admissions are preventable. Reports suggest that up to 50% of people do 
not use their medicines as intended. A 2010 report estimated that the national figure for 
pharmaceutical waste was £300million with half of this being potentially avoidable. 
 
Medicines optimisation looks at the value which medicines deliver, making sure they are 
clinically-effective and cost-effective. It is about ensuring people get the right choice of 
medicines, at the right time, and are engaged in the process by their clinical team. 
 
Medicines optimisation aims to help patients to: 

 improve their outcomes 
 take their medicines correctly 
 avoid taking unnecessary medicines 
 reduce wastage of medicines 
 improve medicines safety 

 
This presents us with both the opportunity and obligation to ensure best use of NHS 
resources to sustain healthy living, prevent disease and improve clinical outcomes for local 
people.  
 
Objectives 
The Medicines Optimisation and Pharmacy Transformation (MOPT) programme will work 
with all health and social care professionals to ensure: 

 Promotion of healthy living and disease prevention 

 Easy access to health and medicines advice to empower residents and patients to 
control their own health or disease, reducing health inequalities 

 Consistently provide best in class management pathways across all providers, 
reducing unwarranted variation in health outcomes  

 Improve medicines safety systems and reduce the risk of medicines errors 

 Optimise use of NHS resources on medicines including commissioning best value 
medicines 

 Reduce waste by promoting better patient understanding of their medicines and 
support healthcare professionals to implement processes and systems to enable this 
e.g. adherence clinics. 

 
We will do this by developing the pharmacy profession, using technology and population 
level data, as well as increasing awareness of medicines optimisation and medicines safety 
in the wider health and social sector. 
 
In January 2020 we will establish a MOPT Steering Group to manage the programme set out 
here. This will include cross sector representation with subgroups leading on specific 
workstreams e.g. workforce, antimicrobial stewardship, policy, formulary and pathways. 
Pharmacists will also be active members of the clinical priorities working groups and ensure 
our work programmes are aligned. 
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Polypharmacy and overprescribing 
Polypharmacy is described as the concurrent use of multiple medicines by one individual 
and is common in the elderly or those with multiple morbidities. Polypharmacy can be 
problematic where there is an increased risk of medicines interactions or adverse reactions.  
 
We will support the national review of problematic polypharmacy and overprescribing and 
lead on implementing changes across the system and local level to ensure patients are 
prescribed medicines appropriately. Appropriate polypharmacy can extend life expectancy 
and improve quality of life.  
 
This will be achieved through: 

 Training and development for all health and social care staff including support 
workers involved in the medicines optimisation pathway 

 Patient centred structured medication reviews as required to be delivered in primary 
care networks. 

 De-prescribing in consultation with the patient where clinically appropriate e.g. 
medicines of limited clinical value  

 Improved use of technology including electronic prescribing and shared access to 
records by staff and patients 

 Roll out of the Transfer of Care of Medicines (TCAM) programme piloted in Waltham 
Forest CCG and Whipps Cross Hospital whereby community pharmacists receive 
referrals from Acute Trust pharmacists for patients with a high need for pharmacist 
support post discharge. Elsewhere this programme has been shown to reduce 
hospital readmissions  

 Working closely with secondary care colleagues to identify those patients at risk of 
medication related harm following discharge from hospital and implement medicines 
optimisation interventions to prevent readmissions’ 

 Working with community pharmacy teams to raise public awareness of cancers and 
their causes and play a part in improving prevention and early detection of cancers 

 Medicines reconciliation as recommended in NICE guidance and the new community 
pharmacy contract 

 Integration with community health services and local authority staff supporting 
patients post discharge or living independently in their homes 

 Development of pharmacists working in care homes (as evidenced in BHR CCGs). 
 
Improving clinical outcomes 
The MOPT programme board will develop integrated medicines care pathways which 
recognise that patients may have multiple conditions (physical and mental) rather than single 
disease conditions and need to move between primary and secondary care seamlessly. 
Pharmacists are recognised experts in medicines and are ideally placed across the system 
to support these pathways. Community health service teams will be trained to identify 
patients who may benefit from a review e.g. falls risk. Patients with multi-morbidity could 
have all their long-term conditions reviewed in one visit by a clinical team responsible for co-
ordinating their care.  
 
To deliver this from April 2020 we will establish a NEL Medicines Optimisation Policy, 
Formulary and Pathway group which will produce evidence based guidance for 
implementation across the system. This group will be supported by the work of the regional 
medicines optimisation groups and NICE. Having one clinical group informing medicines use 
will reduce variation and inequity in practice.  
  



Strategy Delivery Plan for north east London  DRAFT 
Final draft for NHS England, 15 November 2019 

163 

Better value medicines programme (BVMP) 
We will continue to implement the national BVMP to help the NHS deliver better value from 
the annual spend on medicines in NEL. This programme identifies medicines including 
biosimilars which through improved procurement, contracting and agreed pathways can 
release savings on the cost of these medicines to the NHS. Following a number of national 
consultations there are also local agreements to implement policies to reduce the use of 
medicines of limited clinical effectiveness.  
 
Improving patient safety 
We will deliver the new national patient safety improvement programme including the 
medicines safety improvement programme which aims to increase the safety of those areas 
of medication use currently considered highest risk and address the continuing threat of 
antimicrobial resistance. At a system level we will provide technology and tools to reduce 
risk but we recognise patient safety is improved locally at the point of care. 
 
We will do this by: 

 Implementing new technologies including electronic prescribing and medicines 
administration (EPMA) (implemented in Homerton since July 2015, BHRUT local 
approval awaiting national funding, Barts from 2020), automated dispensing 
(robots/cabinets), Scan4 Safety/closed loop medicines administration systems, 
electronic prescribing risk and safety evaluation (ePRaSE), Health Information 
Exchange (Homerton and C&H, Newham, TH and WF), clinical decision support 
tools, artificial intelligence to aid triaging and appropriate patient access to clinical 
records to facilitate shared decision making.  

 Implementation of programmes in primary care which identify patients at risk of 
medicines issues e.g. Pincer, eclipse or similar local clinical effectiveness group 
trigger tools 

 Support contractually aligned patient safety quality indicators in general practice and 
community pharmacist e.g. review of sodium valproate use in pregnancy, and lithium 
monitoring. 

 
Access to NHS mail, summary care records and electronic prescription services (eps) will 
enable community pharmacists to assess relevant clinical information quickly and 
communicate more easily with patients and other healthcare professionals. NHS111, GPs 
and hospitals will be able to refer patients directly to local pharmacies through the new 
community pharmacy consultation service which will relieve the pressures on GPs, speed up 
hospital discharge and ensure patients have the support they need once they arrive home.  
 
Technological advances in dispensing systems e.g. robots enable community pharmacists to 
provide additional clinical services. 
 
Antimicrobial resistance (AMR) 
Reducing antimicrobial resistance is a WHO priority. AMR is already estimated to contribute 
on average to over 2,000 deaths annually and cost the NHS approximately £95 million each 
year in the UK. The National Action Plan aims to reduce AMR in the UK and has a specific 
focus on reducing healthcare-associated infection (HCAI), in particular aiming to reduce 
healthcare associated gram-negative blood stream infections (GNBSIs) by 50% by 2023/24. 
We have appointed an SRO to manage a system wide programme of work to reduce our 
GBNSIs, manage the incidence of sepsis and to promote best practice for use of diagnostic 
tools. The new AMR strategic group will be developed in December 2019. 
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NEL MOPT has an established multidisciplinary multisector AMR group which has 
developed system wide antimicrobial guidelines and been effective in reducing the volume of 
inappropriate antibiotics across NEL to date. This group will support the objectives of the 
AMR Strategic Group.  
 
Developing one pharmacy workforce  
We will provide professional and clinical leadership through senior pharmacy support in the 
ICS. Developing and integrating the pharmacy profession is a fundamental part this function. 
 
The national Long Term Plan highlights the importance of pharmacists and pharmacy 
technician across all healthcare sectors. We need more pharmacists and pharmacy 
technicians to develop one pharmacy workforce to work across all healthcare sectors. 
Having one pharmacy workforce will enable staff to share their expertise and spread 
learning, provide seamless care for patients wherever they present and offer improved 
access to patients. Pharmacists are qualified recognised experts in medicines use and we 
will develop the profession to enable pharmacists and pharmacy technicians to work at the 
top of their competence, conduct research and deliver more patient facing clinical services in 
the places most appropriate for patients.  
 
We will adopt a cross sector pre-registration and post graduate training programme for 
pharmacy professionals to include development to consultant level pharmacists. This 
professional development model will include coaching, mentoring and action learning sets, 
building on the experience of developing the physicians’ assistant role in WF.  
 
The national Pharmacy Integration Fund helped pilot the role of pharmacists working in new 
clinical environments in NEL. We will continue to develop these roles in care homes, urgent 
care and primary care networks.  
 
Community pharmacists will provide expertise to enable patients to manage minor illnesses 
and live healthier lives. Consultant pharmacists will provide specialist services across the 
system and support training to expand expertise in others. 
 
We will support integration of community and primary care pharmacists and pharmacy 
technicians in the primary care networks. We will continue to work closely with pharmacy 
leaders and our LPCs to support this integration. We will facilitate professional development 
within PCNs. We will support models where pharmacy professionals can work flexibly within 
joint management structures but across different settings.  
 
As part of the workforce development we will identify the skill mix in the pharmacy profession 
across the system. We will map this workforce to the local clinical priorities, in particular 
CVD, respiratory, stroke and diabetes management. We will develop plans to support the 
training of pharmacists and technicians to ensure a sustainable workforce. 
 
Mental health 
We will continue to push forward parity of esteem and the medicines optimisation agenda for 
patients with serious mental illness (SMI) by ensuring specialist mental health pharmacists 
and technicians are included in new integrated care models, that acute trusts, primary care 
and community health continue to improve the medicines optimisation of inpatients and 
those in the community with SMI and through education and training. 
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Prevention 
We will work with public health, community pharmacies and patient groups to promote 
awareness of self-care as well as increase access to prevention services including 
vaccination programmes. We will engage with patients to ensure they know where to access 
information about maintaining optimal health and advice on minor illnesses by promoting the 
community pharmacy services.  
 
Community pharmacies are now expected to be the first port of call for minor illness and 
health advice in England as part of the new contract. It expects all community pharmacies to 
be a “Healthy Living Pharmacy” by April 2020. This will require all community pharmacies to 
have trained health champions in place to deliver interventions on key issues such as 
smoking and weight management as well as providing wellbeing and self-care advice, and 
signposting people to other relevant services. 
 
Testbed community pharmacy sites may also be used to test a range of prevention and 
detection programmes e.g. detecting undiagnosed cardiovascular disease. As the testbed 
programmes report on the outcomes we will assess how they may benefit local residents. 
 
Challenges 
There are a number of challenges to be addressed to deliver the MOPT programme 
including financial pressures and supporting workforce development. These are within a 
context of integrating across health and social care. We recognise the importance of senior 
clinical leadership to support sustainable effective system wide working. 
 
Finally, in line with our sustainability commitments, we will ensure by 2021 all local NHS 
medicines related contracts will have a green impact measure (for example when a new 
medicine gets added to the formulary we will assess and agree the maximum amount of 
plastic waste this will generate).  
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Ageing well 
 
NEL has a growing ageing population with 281,550 people aged over 60. It is projected that 
by 2035, there will be 408,772 people aged 60 and over and in line with an ageing 
population, there will be an increase in the number of people living with long term conditions 
and the number of those living with dementia is set to double by 2030. This will inevitably 
increase the number of people needing NHS care and also the intensity of support they 
require.  
 
NEL is a diverse population with a high number of ethnic groups which presents increased 
risk of some priority health conditions. Black and South Asian people have a higher risk of 
developing diabetes and Black men are at a higher risk of developing prostate cancer. 
Across NEL, we will ensure that all ethnic groups have access to prevention measures to 
maintain a healthy and independent life for as long as possible. In order to complete this 
work, we will be ensuring that all partners agree to prioritise our ageing well agenda and that 
funding will be used to focus on:  

 Working in collaboration with health and social care to ensure that people are 
supported to age well.  

 We will prevent poor outcomes through active ageing 

 Ensuring that quality of care is improved within our existing acute and community 
services. We will also develop new services in collaboration with our partners based 
on patient needs.  

 
We will develop our own ageing well programme which will meet bi-monthly with all partners. 
BHR partners have been working on improving care for our ageing population. They have 
introduced an ageing well strategy and have improved the provision of services for patients 
which have mostly focused on reducing social isolation and loneliness through the promotion 
of local ageing well groups. We will build on this and across NEL, will benchmark ageing well 
services currently in place to understand the provision and from this, our funding for the 
programme will focus on the following work: 
 
Anticipatory care  
Our focus is on ensuring that our ageing population maintain good physical and mental 
health, through healthy diet, promotion of regular exercise, tackling loneliness and early 
identification of health problems and treatment. We will be focusing on the implementation of 
anticipatory care for complex patients at risk of unwarranted health outcomes in NEL. We 
will target support towards older people with moderate frailty as well as people of all ages 
living with multiple comorbidities. Anticipatory care will be delivered jointly by primary and 
community services and we will ensure integrated teams are in place along with social care 
and the voluntary sector. The programme will be delivered through primary care networks 
and multi-disciplinary teams and will use the electronic frailty index and clinical judgement. 
This will identify older people living with frailty and their carers who are at risk of adverse 
health outcomes and provide them with tailored and personalised care. Through the 
implementation of anticipatory care, patients will be supported to stay well and at home for 
as long as possible.  
 
Community care 
Our key priority to ensure people age well is to improve our offer of primary and community 
based care. In 2018,164,673 patients aged 60 and over in NEL received care in hospital and 
this can often be due to no diagnosis or poor management of a health condition. Within the 
ageing well programme we will transform out of hospital care and fully integrate community 
based care to ensure that people receive their care out of hospital. In order to complete this, 
we will focus on the provision of primary care as part of the primary care network delivery. 
We will ensure for those patients aged 60 and over they will receive a health check in 
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primary care to identify or discuss their health, ageing well and any long term conditions they 
may have. This will ensure patients receive care personalised to their needs and allow 
people to be identified who may benefit from the personalisation programme in NEL.  To 
ensure that all primary care staff have a knowledge of ageing well and how to support 
patients, the programme will ensure that we help to tackle the workforce challenges in 
community services. This will be done through supporting the workforce programme on 
primary care and ensuring that all primary care staff are offered training and support to 
provide personalised care.   
 
In terms of reducing the number of people conveyed to hospital we will ensure that we 
support primary care to develop enhanced health in care homes to identify and treat long 
term conditions effectively. Our intention is to reduce avoidable emergency admissions, 
ambulance conveyances and sub-optimal medication regimes. In order to do this we will 
involve the delivery of enhanced primary care/speciality support in care homes, regular 
multi-disciplinary team resident reviews, aligned with rehabilitation services where these are 
provided, and support timely access to out of hours support and end of life care. We will also 
deliver improved crisis response within two hours, and ensure that reablement is provided 
within two days in our community health services.  
 
Collaboratively with our partners, the programme will ensure that we improve the 
responsiveness of our community health services. In line with the ageing population we 
anticipate that there will be an increase in the need and use of community services.  In order 
to do this we will develop local ageing well service specifications in line with our partners. 
We will work in collaboration with our voluntary sector partners, such as Age UK who have 
existing commissioned contracts across NEL and work with supporting patients and carers in 
the community. The programme is also committed to reducing variation across boroughs 
and ensuring that no matter where a person lives, they will receive care which supports them 
to age well. We will develop a cross sector engagement strategy to find out the needs and 
wants of our population and will be identifying and addressing issues which prevent cross-
organisational and integrated team working.   
 
Improving dementia care 
As the population ages, dementia has become one of the most important health issues 
nationally and the number of those living with dementia is set to double by 2030. Dementia 
and dementia care costs the health and social care economy more than those for cancer, 
heart disease and stroke combined. The aim of our programme on dementia will be to raise 
the profile and importance of dementia care and support and to ensure that services in the 
community meet the needs of our patients with dementia and their carers.  
 
Within NEL, Havering has one of the highest proportions of older people in London. The 
population of over 65s is expected to increase by 26% over the next 15 years; and that of 
the 85+ by 46% over the same period. Many ageing people with dementia and also be living 
with other long-term conditions, as the risk factors for the main types of dementia are similar 
to those that result in conditions such as cardiovascular disease (CVD) and diabetes. People 
with a learning disability are at an increased risk of developing dementia compared with the 
general population, with a significantly increased risk for people with Down’s Syndrome and 
at an earlier age. 
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Our priorities to improve dementia care across NEL include:  

 Raising awareness, prevention and identification 

 Access to timely assessment and diagnosis 

 Supporting people to live well with dementia  

 Ensuring that those with dementia are supported during their end of life 
 
To achieve our priorities, by 2023 we will: 

 Ensure that the workforce are trained to develop and acquire appropriate 
competencies and skills in dementia, ageing well and end of life care.  

 Ensure that care packages also meet the needs of the caregiver, including their 
health and wellbeing.  

 Co-design service specifications and delivery with service users and carers, 
providers, and commissioners.  

 Provide access to high quality evidence based services in the community including 
advice, information, housing support and leisure activities which enable people with 
dementia and their carers to live well. 

 Commission and provide a range of high quality evidence based services which are 
accessible, integrated and in line with local levels of need, both now and in the future. 
This will need to take full account of the predicted increases in levels of need and 
demand on services. 

 Develop robust data and reporting systems for services across the dementia 
pathway, in order to fully understand the impact of the predicted increase in demand 
and its impact on services. 

 Develop a cohesive and whole system approach to the commissioning of dementia 
services via partnership working with health, public health and social care.  

 Continued awareness raising across the community, through the Dementia Action 
Alliance, which is the favoured model for the development of ‘dementia friendly’ 
communities and is effective in reducing stigma. 
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Spotlight on: Homerton’s integrated independence team  
 
Based at Homerton Hospital, City and Hackney CCG’s Integrated Independence Team 
takes an innovative, multi-disciplinary approach to helping people maintain their 
independence. 
 
The team is a fully integrated service which is jointly funded through health and social care 
budgets. The service works in collaboration with  the local authority, primary care and 
other statutory and voluntary organisations to ensure people get the care they need to 
stay as independent as possible for as long as possible. 
 
It is a multidisciplinary team comprised of physiotherapists, occupational therapists, 
speech and language therapists, social workers, consultant geriatricians in intermediate 
care, nurses, OT technicians, psychotherapists, independence assistants and 
coordinators.  
 
The integrated independence team sets rehabilitation goals and works towards these via 
bespoke treatment plans and also by providing practical support, such as help washing 
and getting dressed. It also addresses longer term concerns like social isolation through 
partnership working with established services in Hackney and the City. 
 
The multi-disciplinary team works with GPs and district nurses as well as emergency 
departments to make sure that unnecessary admissions to hospital are avoided and 
people get the care they need to keep them out of hospital.  
 
It aims to: 

 avoid hospital admissions and attendances at A&E 

 provide early, supported discharge from hospital wards 

 support patients to work towards attainment of rehabilitation goals when at home 

 prevent early admission to long term residential care 
   
The team has a clinically-led single point of access and initial screening determines the 
urgency of the patient’s needs and if necessary, a rapid response team can be mobilised. 
These rapid response clinicians focus on seeing patients usually within an hour in A&E 
and within four hours on ACU/general wards.  
 
Around 350 people are referred to the integrated independence team each month. These 
come from GPs, hospitals, social services, community mental health teams and others. 
London Ambulance Service is also able to refer direct to the team if necessary.  
 
Care support packages are put in place where relevant at the point of discharge from the 
service to ensure care continues as needed in the longer term, with the team working with 
the voluntary sector and charities such as Age UK. 
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Children’s end of life care 
 
There is approximately 120 children and young people deaths across NEL each year with 
most children dying in hospital care due to poor levels of community palliative support for 
children’s care. Across NEL, we are committed to improving children’s palliative and end of 
life care, ensuring that children receive personalised end of life care and are supported to die 
in a setting of their choice.  
 
In order to facilitate this, we will develop a cross borough ‘hospice at home’ care model in 
partnership with hospices, health providers, local authorities and the community and 
voluntary sector. This will ensure that children have the opportunity to die at home while 
receiving personalised care.  
 
Our key priorities are:  
 

1. Ensuring that children and young people with a life-limiting condition are 
recognised and have a central role in decision-making and care planning 

The ELHCP programme will ensure that systems will identify children and young people 
who have a life limiting condition and will ensure that they are placed on the children and 
young people’s palliative care register. We will develop and ensure that there is a 
standard identification tool in use. We are making sure that patients (where appropriate) 
and carers are involved in their care decisions. We will continue to ensure that the 
children’s advanced planning process is adopted and used by all partners aligning with 
the NICE children’s and young people end of life and bereavement standards.  This will 
ensure that patients and carers have time to understand their diagnosis and an 
opportunity to choose their care around their personal needs.  
 
2. Extending community outreach care to support more children and young 

people to die at home 
We realise that our hospices are keen to provide outreach support into the community 
and as a programme; we will support this model of care. Within the next five years, we 
will be actively seeking funding to ensure the delivery of this model and it is expected 
that we will bid for funding from NHSE when details become available. 

 
3. Improving support when a child dies 
In terms of improving our services, the programme will support partner organisations to 
ensure the collection of meaningful feedback and learning of their experiences during 
their child’s death. In order to do this, the child bereavement experience by the Healthy 
London Partnership measure will be used by all systems across NEL. This will ensure 
that information is collected on how EOL services have performed, improve service 
outcomes and share learning across collaborating organisations. 

 
4. Improving support for children who have been bereaved 
We will ensure that all children are offered timely access to counselling and support and 
will continue to work in partnership with our voluntary organisations, including Child 
Bereavement UK.   
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Implementation plan  

By the end of 19/20 By the end of 2020/21 By the end of 2021/22 

All partners agreed to 
implement and use Co-
ordinate My Care (CMC) as a 
shared information record.  
 
 

All partners will implement 
and use CMC and promote 
the rollout of ‘My CMC’ for 
patients and carers to 
ensure their care amend 
their care plans based on 
their needs. This will 
ensure that patients and 
carers are an integral part 
of the care planning 
process and that they will 
receive better care.  
 
Focus on developing a 
cross borough hospice at 
home model in 
collaboration with our local 
hospices to support 
children to die at home and 
for carers to receive the 
support they need. 
 
Standardise the support 
and information a carer 
receives when a child dies, 
ensuring that all systems 
are providing bereavement 
support in line with the 
NHSE guidance on 
‘Information for Families’. 
 

Ensure that all local 
children who have been 
bereaved in will receive 
information and support 
within 10 days of 
bereavement. 

 
In late October 2019, we received £875,000 of funding to improve our adults and children 
and young people’s hospices and palliative services across NEL. We will be working with our 
partners to identify how the money should be best spent.  
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Adults’ end of life care 
 
Statistics show that across NEL, the majority of patients die in hospital with four of our 
boroughs having the highest rates of hospital deaths. In addition, 36.6% of end of life 
patients die in their usual place of residence, compared to the England average of 46.8%. 
Across NEL, there are a number of identified inequalities in care for those at the end of their 
life, often in relation to access to care and support available. We are also aware of the 
cultural barriers to accessing end of life care and will ensure we involve multi faith groups to 
ensure care is accessible and available.   In NEL, patients can choose to die in hospital, 
hospices or at home and we must ensure that all palliative patients have access to 
personalised care for patients and carers to support people to die in their place of choice.  
 
Our five-year plan will be to commission new personalised models of care, which are 
focused on integration and coordination, and responsiveness of local services. We want to 
achieve equity in choice in access to services and equity in outcomes so that regardless of 
borough in NEL, each patient will have access to the same level of care. This will ensure that 
patients have a better experience in death and are supported to die with dignity, respect and 
with their care preferences met. During 2020, we will be focusing on increasing community 
awareness of death and dying and hard to reach groups.  
 
To support the improvement of end of life services; the end of life programme brings 
together the views of NHS England, providers, commissioners, local authorities, local 
hospices, community and voluntary sectors. Together we developed a programme plan 
priorities for end of life and these align with national policies.  
 
Implementation plan 

By the end of 2019/20 By the end of 2020/21 By the end of 2021/22 

Review existing evidence 
across all local authorities 
and CCGs to identify any 
gaps in information that will 
support improvement. 
Develop a standardised 
mechanism for gathering 
additional data including 
patient and carer 
experience.  
 
Develop a data pack for 
each area baselining current 
position in terms of end of 
life care with agreed 
improvement trajectories. 
 
Increased focus on case 
finding and ensuring that 
patients identified as 
palliative are recorded on 
palliative care registers. By 
2020 65% of patients who 
died should have been 
identified by GPs, placed on 
the GP palliative care 

All partners promote and 
support the provision of 
personalised care for 
patients and carers.  
 
All providers will have 
access to referring to the 
programme and where 
appropriate we will fund 
personalised care through 
personal health budgets.  
 
Introduce KPIs into all 
community and voluntary 
contracts to ensure that we 
identify patients and carers 
eligible for the 
personalisation programme. 
Patients will receive access 
to personalised care 
planning and recording of 
preferences involving family 
members appropriately.   
 
 
 
 

Continue to deliver a new 
model of training to ensure 
that all staff who work with 
end of life patients and 
carers are competent in 
providing person centred 
end of life care and that 
competencies are 
maintained/refreshed.  
 
Aim to have a cross 
borough Hospice at Home 
model across the WEL 
system to ensure that 
resources such as staffing 
can be shared across 
boroughs. This will ensure 
an appropriate use of 
resources and reduce the 
amount of funding required 
whilst ensuring that patients 
receive personalised care 
and are supported to die at 
home.  
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register and had a CMC 
record completed.  

 

By the end of 2019/20 By the end of 2020/21 By the end of 2021/22 

Continue to rollout CMC 
across NEL, including the 
rollout of my CMC for 
patients and carers. Within 
five years’ time, we expect 
all of provider organisations 
to have access to and use 
CMC to ensure that care 
records are accessed and 
that care provided meets 
their patients’ needs and 
wishes.  
 
Continue to identify 
opportunities for additional 
training and develop a case 
for education and training 
funding. This will be done in 
collaboration with 
colleagues in workforce, 
Health Education England 
and St Joseph’s Hospice 
who are developing our 
training model.  
 
Continue to commission 
models across NEL and to 
share learning with local 
systems and service 
redesign and improvements.  
 
Work to standardise the 
approach to collecting carer 
feedback for end of life 
services across NEL. We 
will use this information to 
identify service issues and 
work collaboratively with our 
partners to address these 
and improve patient care.  
 

Standardise primary care 
contracts to focus on 
increasing the number of 
patients on the palliative 
care register, increasing 
CMC plans, delivery of CMC 
and learning from the 
Quality and Outcomes 
Framework.  
 
Continue to develop of the 
EMIS screening tool in 
primary care to identify 
those patients not identified 
and placed on the palliative 
care register. With the tool, 
it will allow patients to be 
identified as palliative earlier 
and ensure that they receive 
personalised care around 
their needs. In 2020, we will 
implement this across NEL 
and within five years, 
working in collaboration with 
NHSE we expect this to be 
used as a national end of 
life identification tool.  
 
Working in partnership with 
primary and secondary care, 
we will ensure better 
discharges from hospital 
and less readmissions 
within 90 days of hospital 
discharge. Complete an 
audit process to understand 
issues with discharge from 
hospital and develop 
guidelines to ensure 
effective discharges.  
 
Ensure better discharges 
from hospital and fewer 
readmissions within 90 days 
of hospital discharge. 
Complete an audit process 
to understand issues with 
discharge from hospital and 
develop guidelines to 
ensure effective discharges. 
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By the end of 2019/20 By the end of 2020/21 By the end of 2021/22 

 Host a cross borough end of 
life event for the public to be 
informed of local services 
and improvements they 
want from end of life care 
across NEL. We will work 
together with our partnering 
organisations and 
community groups to ensure 
representation.  
 
Develop a NEL DoS to 
ensure patients and carers 
have access to support and 
advice. 

 

 

Chapter engagement summary 
 
People told us 
 
“I think that nutrition and healthy cooking classes should be part of treatment and care plans for 
those with long-term conditions” 
 
“The NHS need to offer consistent and evidence-based advice for people at risk of long term 
conditions such as diabetes, stroke, heart disease and dementia.” 
 
“Charities and peer support have been instrumental in managing my health condition” 
 
“Better signposting is needed for people with long term conditions and better care services for 
isolated people” 
 
“Children need to be encouraged to have better eating habits so that they have a healthy future” 
 
“I don’t think there is enough support for parents of young children to help them be healthy and 
active” 
 
“If certain individuals have a learning disability or are vulnerable or have Autism then enabling them 
to access gym or leisure facilities at a much more reduced rate for longer than six weeks would be 
very helpful.” 
 
“Stop telling people to do everything online instead of going to the doctor or the bank or the shops. 
Social interaction in person is vital for good mental health.” 
 
“We need to support people with mental health issues to get back into employment. There needs to 
be more access to counselling services to support people with their mental health, such as regular 
talks and drop-in teen counselling services in all schools available every day” 

 
A strong maternity voice partnership (MVP) group of recent mothers has helped the 
development of a maternity transformation plan, which has informed the maternity section 
of this chapter. Input from the workforce is embedded throughout the workstream, with a 
bi-monthly local system meeting involving maternity acute providers- clinicians and 
managers, NHSE, MVP representatives, voluntary sector, ambulance services, public 
health, CCG maternity commissioning, Mental Health providers and local authority 
representatives. There is also a bi-monthly Women’s Experience meeting with a focus on 
post-natal care.   
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A series of mental health summits have brought together people with lived experience 
staff and volunteers from the NHS, local authorities and voluntary and community 
organisations who work in the field of mental health to discuss how to deliver improved 
mental health for people across NEL. There has been a particular focus on patient 
leadership and creating opportunities to involve service users in service development and 
culture change. 
 
This has involved people who have come into contact with mental health services giving 
honest feedback about what it felt like, what went well and what could be improved. Their 
views became pivotal to the discussions and informed the subjects that groups of 
participants discussed in small groups. The plan is to embed engagement with service 
users to co-produce the programme together – moving beyond the planning process and 
also embed service user engagement in monitoring and improving the delivery of the plan 
around identified themes (e.g. CYP, crisis, perinatal and community based care). At the 
latest workshop in November we heard that for a culture change of meaningful service 
user engagement to be embedded, we must invest in co-produced training and skills 
development for both our staff and service users and identify opportunities for 
engagement at all levels of our decision making. 
 
Hospice staff have raised the need to ensure supports those who are potentially in the last 
years of their life and are homeless as part of the work on end of life care and how to 
ensure patients are identified as palliative. 
 

 

Chapter summary 
 

 Across our programmes of work we want to ensure our local population has the best 
start in life and through the course of their lives are supported to live well and age well. 

 Through our maternity programme we will ensure mothers have continuity of carer, 
improve maternal safety and continue to grow our workforce to support our plans. 

 Our children and young people’s programme will focus on asthma care, mental health 
and improving the transition from childrens’ to adults’ services. 

 We are committed to improving the care for people with a learning disability and 
autism and to ensuring that the causes of morbidity and preventable deaths are 
addressed. 

 We will work together across the system to improve the health and care management 
of people with long term conditions with programmes of work in place for CVD, stroke, 
respiratory disease, HIV, diabetes and adults mental health. 

 We will ensure our local population are supported to age well and with our partners will 
focus on anticipatory care, community care and improving dementia care. 

 We will ensure our local population, both children and adults are supported at end of 
life and receive personalised support and are able to die in a setting of their choice. 
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CHAPTER 6 - ENABLERS 
 
To support the delivery of our plan we need to ensure a number of enabling programmes are 
in place. By enablers we mean programmes which cut across all of our work and are integral 
to the successful delivery of our priorities. These programmes are workforce and culture 
change, digital, estates and research and innovation.  
 
To deliver the best care and support for our local populations we need a robust workforce 
and we will continue to build on our work to grow our workforce, drawing on our local talent 
across north east London. We will also continue to support our current workforce and ensure 
the NHS is the best place to work. We will also continue to develop a culture of positive 
leadership and work across our system to develop a new operating model for workforce to 
support the development of our integrated care system. 
 
Digital transformation will be at the heart of our work and across north east London we have 
already made great progress as a partnership on areas such as shared care records. We will 
continue to work together to ensure digital technology is in place to support our local 
population to access health and care services efficiently.  
 
Our estates programme will focus on delivering modern, fit for purpose infrastructure in order 
to meet the capacity challenges we face from a growing population. Our priorities include 
using capital investment to deliver a health and wellbeing centre in Havering and using 
recently awarded capital investment to deliver the redevelopment of Whipps Cross Hospital 
and a health and wellbeing centre in Havering. 
 
It is an exciting time for research and innovation in north east London. The development of a 
Life Sciences centre at Whitechapel will place us at the forefront of innovation and ensure 
we are utilising research to enhance the care and support we provide to our local population. 
Our programme of work will also ensure we are increasing participation in research and 
fostering evidence based practice and innovation. 
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Workforce and culture change 
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To achieve the ambitions proposed in this plan we need a workforce equipped with the right 
skills, values and behaviours to deliver our health and care services. Additionally, to meet 
the rising demand as our population grows and their health needs become more complex, 
we will need more people working in our local health and care system and also for our staff 
to work in different ways.  
 
Our workforce programme is crucial to the success of our ambitions and the following 
chapter outlines how we will meet the expectations of the national NHS Interim People Plan 
and ensure we have a workforce that reflects the diversity of our local population, fit for the 
future, equipped to deliver our vision and provide high quality care and support to our local 
residents. 
 
As we move towards becoming an ICS by 2021, our workforce will need to adapt and 
change to work in an integrated way, in flexible roles which will require a wider skillset. An 
effective ICS will require a culture of high staff satisfaction across NEL, where people are 
encouraged to stay within the system and are empowered to grow and develop in roles. 
Strong and effective leadership will be key and we need to ensure there is a leadership plan 
in place, which supports and develop our leaders. It is also essential that we are inclusive 
and embrace diversity in our people by aligning our approach to the workforce, race and 
equality standard (WRES). 
 
We are currently considering the most appropriate workforce architecture to enable better 
system wide oversight and accountability for a range of key workforce issues, many of which 
are explicitly referenced in the Interim People Plan. By early 2020 a new north east London 
People Board will be established, replacing a number of existing groups through which 
workforce development and planning activity is currently driven. It is intended that as far as 
is necessary this Board will feed into and recognise the links with a London People Board, 
however most importantly for the developing ICS, it will be established as a formal sub board 
of the ELHCP Executive Committee, ensuring appropriate lines of oversight and 
accountability for system wide workforce decisions and activity.   
 
Whilst the detail is in development, it is expected that the north east London People Board 
will identify and agree a work plan which focuses on the following: 

 system wide workforce mapping and planning; 

 making informed decisions regarding development of specific parts of the workforce 
in light of system wide workforce plans; 

 development and management of talent across NEL, with an explicit link to the 
London Regional Talent Board; 

 continued development of the culture, values and behaviour to promote the NHS as 
the best place to work; and  

 to ensure that the diversity and inclusion agenda, and more specifically the WRES, 
runs through all of our work to ensure we improve opportunities for and 
representation of our BAME workforce at all levels, but particularly in leadership 
positions. 

 
Ultimately, we want to ensure we have a modern health and care system, which is robust 
and equipped to manage the needs of a growing and ageing population. Central to this will 
be a multi-professional integrated workforce delivering primary and community health and 
care services. In order to meet and sustain this challenge we will need to ensure that more 
of our local population train and work within our services, developing innovative roles and 
opportunities that are effectively marketed in order to attract people to north east London. 
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The NHS interim People Plan  
In line with the NHS interim People Plan, we will:  

1. Support our current staff and make the NHS the best place to work  
2. Improve the leadership culture   
3. Address shortages across all workforce areas  
4. Deliver 21st century care   
5. Develop a new operating model for workforce  

 
Achievements 
We have over 38,000 people working across our five NHS Trusts. Since March 2013 we 
have seen a 19% growth in our hospital workforce which equates to 7000 additional people. 
Whilst we have made good progress in growing our workforce, we still have work to do with 
over 1800 unfilled vacancies in adult nursing alone. We have developed a collaborative 
approach between our local Trusts to address at risk roles such as nursing. Already through 
our partnership working we will have 288 Training Nurse Associates employed across health 
and social care this year.  
 
In primary care we have successfully attracted and retained GPs to ensure the overall 
number of GPs in the system has remained consistent at approximately 1400 over the past 
three years. We have 550 practice nurses working across 302 GP practices. We are 
participating in the national international GP recruitment programme. However with demand 
increasing, we need to grow our primary care workforce over the next five years to be able to 
deliver care outside of hospitals. 
 
Whilst continuing to train, recruit and retain GPs and nurses who are the cornerstone of our 
plan we want to recruit and retain a new workforce in primary care with 500 new roles in 
north east London. Physician’s associates, pharmacists, phlebotomist, social prescribers, 
physiotherapists and paramedics will be part of this workforce which will meet the health and 
care needs of our population. We will work with Primary Care Networks (PCNs) and training 
hubs to co-ordinate training and recruitment and retention programmes to embed these 
roles.  
 
In social care we estimate that there are 41,500 jobs with an average vacancy rate of 11% 
compared to the London average of 10.3%. Our average turnover rate is 25.4% which 
although high, is below the London average of 27%. We aspire to grow our social care 
workforce by taking a joined up approach to workforce development within integrated care 
systems, with a commitment to training placements in health and care across and by 
developing rotational roles.    
 
As a system we have been working together collectively since 2016 to address the challenge 
of recruitment and retention.  
 
This has involved:  

 We have set up infrastructure and governance to help us work together as a system. 
This includes the London Workforce Action Board (LWAB) which brings together 
employer HR directors, professional leads, primary and social care representatives, 
higher education leads, Health Education England and local workforce transformation 
leads, the ELHCP executive which comprises system leaders across the partnership 
and the NEL HR directors’ forum which brings together HR directors from providers 
and commissioning. 
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 Marketing NEL as a place to live, train and work has been a big focus and we have 
developed a health and social care careers website focused on encouraging people 
to consider a career with us. This website includes information on why east London is 
a great place to live and work offering different pathways depending on where you 
are in your career e.g. just starting out, already working in health and care or looking 
for a career change and links to job vacancies.   

 We have held careers fairs across NEL to promote the benefits of a career in health 
and care. These have focused specifically on GP recruitment and will be expanded to 
cover wider roles. We have also engaged closely with schools and colleges to 
promote opportunities in health and social care. 

 We launched a Physician’s Associate course with 70 percent of students now 
employed in roles in local GP surgeries and hospitals. We have a further 70 students 
on the course who will graduate in 2020/21. 

 Working with NHS England and NHS Professionals we are developing a model for a 
nursing bank in general practice to increase capacity and retention.   

 We are actively recruiting GPs through an international recruitment programme, with 
six recruited so far. 

 Successfully recruiting 70 training nurse associates and a further 200 planned for 
2019-20. 

 Work to develop and implement allied health professional apprenticeship 
programmes in occupational therapy, physiotherapy and podiatry in 2020-21 

 
Also, each of our clinical workstreams are already working to address workforce challenges 
within their area as follows:   
 

Maternity To deliver “Better Births” and cope with the increase in demand for our 
maternity services, we have established flexible career options for our 
midwives which enables them to rotate around roles and organisations 
across NEL. This is aimed at attracting potential midwives to come to 
NEL and develop their career across the maternity system. Through 
collaborative working, we have successfully developed an ELHCP 
maternity passport, which allows midwives training and development to 
be standardised and recognised in NEL. We will also build on our ‘East 
London Midwifery Recruitment and Retention Programme’ to offer 
tailored support to our midwives. 
 

Urgent and 
emergency 
care 

Currently working with partners across providers, primary care and 
London Ambulance Service to build opportunities for improved working 
across urgent care. 
 
To ensure that the UEC needs of our population are met, we are working 
with local partners to ensure that the right skills and skill mix of staff are 
available at the right place and right time to care for our people and meet 
targets such as the SDEC. In addition to this, other workforce initiatives 
across our landscape such as marketing our area as the best place to 
live, train and work as well as developing a flexible workforce would 
have an impact on UEC. 
 

Prevention Learning from other areas with consideration for our local circumstances 
to build on the opportunity to embed and develop social prescribing roles 
across primary care networks and align these roles and services with the 
voluntary sector. Also, we will ensure our prevention workforce are 
developed across the different sectors within our partnership. 
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Cancer We will train and upskill a wider group of clinicians in key clinical tasks 
such as genomic testing etc. to ensure that our providers are able to 
meet important standards such as the “faster diagnosis standard” and 
the quality of life metric. We will ensure that we prioritise recruiting 
additional 1,500 new clinical and diagnostic staff across seven priority 
specialisms with built in career pathways developed across our system. 
Also, we will develop solutions for a flexible and adaptable cancer 
workforce for the Rapid Access Diagnostic Centre.  
 

Mental health We have focused on building the workforce up to ensure patients have 
improved access to mental health services across north east London 
and that appropriate interventions are available through IAPT and 
children and young people services. In line with the ambition to expand 
services and enhance service developments, additional workforce data 
is being collected from our mental health providers to enable planning, 
mitigation and recruitment of more clinical staff, building on existing 
Stepping Forward mental health workforce plans. 
 

Children and 
young people 

We plan to upskill our workforce to ensure successful implementation of 
a self-care programme that supports and delivers the asthma pathway. 
We will also engage our partners in a wider review of our children and 
young people’s workforce, including health visitors, school nurses and 
nursery nurses. This will identify priorities for developing the workforce, 
supporting interventions for children with long term conditions, contribute 
to our prevention agenda and safeguarding. 
 

Social care  An important part of our social care workforce plan is an analysis of the 
current workforce at a granular level to identify high risk areas. We are 
developing career pathways for clinical apprentice roles in care settings 
and exploring the development of clinical skills champions in care. A 
focus will be developing career pathways for care workers which enables 
progression into professional careers. These opportunities will be 
publicised through our careers and marketing platform. 
 
We are working with a workforce innovation team to support the 
development of a digital compliance passport called ME for applicants in 
social care and health staff to store and present all information required 
for employment checks and hold training records to speed up the 
employment process and make it easier for staff to move across different 
employers “ 
 

Primary care Embedding new roles including social prescribers, physiotherapists and 
paramedics in Primary care as well as increasing physician associates 
and pharmacists as part of the Primary Care Network (PCN) 
development to create a multi-disciplinary team. Teams will be 
underpinned by robust general practitioner and general practice nurse 
(GPN) recruitment and retention programmes. We will create nurse 
leadership roles such as GPN facilitators and GPN leads to support 
retention of our primary care nurses through close working with or local 
primary care networks. 
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We recognise the importance of our non-clinical workforce and will be 
creating better access to reception and administration training to ensure 
that they are upskilled in line with other developments in primary care, 
for example digital innovation. Development opportunities, 
apprenticeship and career pathways will be developed so that our non-
clinical staff can progress into clinical and management roles and be 
retained. 
 
Through our NEL training hub collaborative, we will work with Health 
Education England to provide personalised support to our primary care 
networks to support and embed the workforce expansion in primary 
care. As part of organisation development work, leadership training for 
PCN directors will include promotion of positive work culture and 
consistent preceptorship programmes. The NEL training hub 
collaborative together with our local providers and other stakeholders will 
work to increase our placement capacity, develop retention initiatives as 
well as engaging our local community to ensure that we can increase the 
pipeline of our multidisciplinary workforce. 
 

 
Our ongoing challenges and gaps  
As we work towards enhancing and growing our workforce to meet the needs of a new 
operating model we need to tackle the following challenges and gaps:  

 An expected high population growth and subsequent demand for services mean we 
need to ensure we both grow our workforce and retain them to meet this demand. 

 Competing priorities and demands – need to ensure workforce remains a priority for 
the system. 

 Impact of the political landscape and immigration policy on workforce retention and 
supply. 

 Developing strong and stable leadership teams in the most challenged parts of our 
systems.  

 Time required to change training models especially apprenticeships.  

 Large scale organisation development programme to support the move to a new 
system model.  

 Enhance the reputation of the NHS and social care making it the best place to work 
 
Dependencies  
Workforce is an enabler that cuts across all of our work streams, as demonstrated above. It 
is also dependent on other enabler programmes such as digital innovation and estates 
management as integrated services develops and will require strengthening our links with 
social care. In order to address our challenges it is essential that we continue to work closely 
with HEE, higher education institutes and the NHS Leadership Academy as well as 
continuing to develop strong relationships with schools and colleges. We also need to work 
closely with the voluntary sector to develop and utilise volunteers.   
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Flexible working  
 
We recognise that supporting our staff requires consideration for a range of different 
requirements including family commitments, personal, physical and emotional wellbeing. 
As part of our efforts to make north east London a great place to work, all our provider 
trusts are signed up to providing flexible working opportunities for our staff. The evolving 
needs of our staff requires that we provide flexibility to all and not just those with statutory 
rights to ask for flexible working arrangements. 
 
Our providers have also extended their flexible working offers to attract and retain our 
workforce at different stages in their careers. For example, flexible working policies have 
been developed to support flexible retirement, parents with young children and those with 
caring responsibilities. Training and development packages allow managers to offer 
flexible working, supporting staff to help them maintain a healthy work life balance.  
  

 
Our task over the next five years and beyond 
Ultimately we need to continue our focus on recruitment and retention and key to this will be 
preparing people and attracting them into entry level posts, developing them into roles and 
giving them long term career options. 
 
Targeting local people who already live in north east London through working closely with 
schools and colleges to give us the best chance to retain trainees and staff in order to meet 
the increased activity caused by population growth and increased prevalence in long term 
conditions. 
 
Additionally offering clear career pathways, flexible working and improved health and 
wellbeing programmes, developing clinical and managerial pathways and step down 
programmes at the end of people’s careers, we will be able to offer an attractive career path 
for people, showing them that the NHS is the best place to work and retaining our staff for 
longer.   
 
In support of the above and in line with the NHS interim People Plan, we will:  
 
1: Support our current staff and make the NHS the best place to work  

 An improved focus on staff wellbeing and providing the best environment for our 
people. Focusing on collective workforce wellbeing strategies; providing proactive 
support to minimise sickness and absence.  

 We will ensure awareness and training on the Workforce Race Equality Standard 
(WRES) and take positive action to support entry points and development of staff.  

 A commitment to tackle bullying and harassment by ensuring staff are open and able 
to express themselves freely. 

 Improve BAME representation in organisations at all levels and work together to 
ensure a standardised approach across organisations to managing talent and 
providing clear support for progression.  

 Establish a NEL People Board in 2019/20 to take forward our people agenda. 
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2: Improve the leadership culture   

 Establish cultural values and behaviours we expect from our senior leaders.  

 Implement leadership and management training and development opportunities to 
upskill staff and promote psychological safety and wellbeing at work. 

 Contribute to the establishment of a London wide talent board and establish a 
regional talent board as part of the London wide architecture and governance review 
to support talent management.  

 Work together to develop leadership competencies and programmes across sectors.  

 Develop BAME leadership through our WRES work, scoping this at a London wide 
level implementing this at a regional level.  

 
3. Address shortages across all workforce areas 

 Continue to market NEL as an attractive place to live, train and work. 

 Work with local universities and education partners to deliver high quality 
multidisciplinary health and social care training to students across the partnership. 

 Explore international recruitment as a medium term measure 

 We will identify collaborative opportunities for our provider trusts to work together on 
areas such as joint recruitment and retention, training and development passports or 
affordable housing. 

 To increase placement capacity, we will seek to increase the number of our nurse 
mentors.  

 We will also work with our constituent provider trusts to ensure that their strategic 
and operational plans reflects our plans and the national people plan. 

 Multi-provider initiatives – some of the barriers facing our local nurses are not unique 
to any individual providers. Therefore we will identify collaborative opportunities for 
our provider trusts to work together on areas such as joint recruitment and retention, 
training and development passports or affordable housing. 

 
4. Deliver 21st century care  

 Develop a holistic approach to workforce transformation and workforce growth by 
working with our local partners including social care and voluntary sector as well as 
our local schools to build a robust and local approach. Where possible, international 
recruitment will also be maximised. Importantly, we will ensure that the local area is 
recognised as a place with positive working culture. 

 We have funding for over 500 new clinical roles in PCNs to develop multi-disciplinary 
teams as part of our integrated care system and we will develop supply and 
recruitment and retention plans for these roles.  

 Continue our work to develop apprentice roles across health and care, utilising the 
apprentice levy as a system and develop a new employment model for school 
leavers and learners.  

 Offer a structured approach to work experience with clear routes in to apprentice 
roles.  

 Ensure workforce is embedded in the overall NEL efficiency and productivity plans.  

 Enable mobility of our staff across the health and care system through improved 
technology making it easier to move staff across organisations within the partnership 

 
5. Develop a new operating model for workforce  
Increase capacity by:  

 Developing collaborative staff banks to enable flexible and cross organisational 
working.  

 Building on the requirement for training placements across the health and care sector 
ensuring there are job offers on completion of training.  
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 Explore how best to utilise roles such as physician associates, nursing associates 
and social prescribers.  

 Work with training hubs to increase our placement capacity.  

 Make best use of workforce modelling tools and business intelligence to develop new 
roles. 

 Work with local partners and stakeholders to explore opportunities for developing our 
local health and social care academy to train, recruit and develop our local people 
and workforce 

 Fully utilise NHS funding to develop an integrated plan to broaden participation in 
volunteering opportunities across health and care landscape, using this as a stepping 
stone to a career in the NHS and social care from 2020. 

 
Implementation plan  

By the end of 
2019/20 

By the end of 2020/21 By the end of 
2021/22 
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Identify international 
recruitment areas for 
collaboration 
 
Map retention 
initiatives that can be 
up scaled at 
organisational level 
 
Undertake staff 
housing survey 
 
Identify actions to 
reduce bank and 
agency spend  

Formulate and implement 
talent board for NEL 
 
Collate and share good 
practice of flexible work 
options across partnership 
 
Link with London-wide 
work to look at housing 
solutions in NEL  
 
Development and delivery 
of collective bank initiatives 
 

Improve retention rates 
within providers and social 
care 
 
Develop joint offers for posts 
across integrated care 
systems 
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 Review ELHCP 
careers and marketing 
website  structure with 
partners 
 
Co-ordinate virtual 
careers  network with 
schools and colleges 

Website used as first 
destination for residents 
and job seekers in NEL 
Link website to all health 
and care providers 
websites 
 
Website content adapts to 
workforce needs of 
employers and sectors 
 

Work experience and 
placements co-ordinated 
through the website 
 
Recruitment portal 
developed for website that 
links with individual 
employers platforms 
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Sign off employment 
licence by providers 
and develop schedule 
for initial services 

Develop licence for use 
across integrated care 
pathways  
 
Full roll out of employment 
license across range of 
services for providers and 
support 
 
Develop digital solutions to 
support recruitment and 
training passports 

Use of licence across 
Integrated care systems and 
digital solution in place to 
allow mobility across health 
and care to support 
rotational posts 
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Develop dashboard to 
track apprentices in 
providers  
 
Collaboratively procure 
programmes 
 
Model salaries for 
entrants  
 
Ensure maximum 
training nurse 
associate starts 

Develop training models 
for roles across health and 
care 
Develop full business case 
to make apprenticeships 
affordable at scale 
 
Year on year increase in 
apprenticeships 

Full development of 
apprentice pathways from 
entry to degree level 
programmes and high take 
up from local population 

P
ri

m
a
ry

 c
a

re
 

Establish a training 
Hub Board to support 
PCN workforce 
development 
 
Scope and develop 
GPN bank pilot 

Support PCN leadership to 
expand training 
placements within PC and 
support for new roles 
 
Test GPN bank in one 
PCN 

Multi professional teams 
established in all PCNs 
delivering wider range of 
services in out of hospital 
care 
 
Roll out GPN bank across 
NEL 
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Spotlight on: Housing challenges in north east London 
 
Like every other part of London and across the UK, housing remains a challenge in north 
east London. Rents are continually rising and there is a lack of available housing stock for 
the ever growing population despite a number of new developments.  
Our main challenges include: 

 Soaring rents and property prices 

 High levels of homelessness and a significant number of families in temporary 
accommodation with nowhere to go due to a shortage of suitable properties 

 The quality of some properties on the rental market and the impact this has on 
people’s health and wellbeing 

 A lack of key worker housing available to our workforce 
 
The King’s Fund outline how the connection between housing conditions and health is 
well-evidenced and that decent housing makes a fundamental difference to mental and 
physical health and wellbeing and has a critical contribution to make to the value and 
effectiveness of the health and care systems. Additionally, if we are serious about 
supporting and enhancing our workforce then we cannot ignore the issue of housing as 
people become increasingly priced out of the market both in terms of buying property and 
in some areas renting. 
 
However, in comparison to other parts of London, prices are lower and rent is slightly 
more affordable in our area. Our eight local authorities are committed to finding solutions 
for the ongoing challenges and across north east London new developments are being 
built to support the growing population. For example, in Barking Riverside around 10,800 
new homes are being constructed along with new healthcare facilities and other 
infrastructure including transport and schools. In inner north east London the 2012 
Olympics have resulted in a significant redevelopment of parts of Stratford and the 
surrounding area bringing new housing and regeneration to the area. Additionally the 
ongoing work to develop Crossrail and improve links between east and west London will 
bring further development opportunities to the area.  
 
We recognise that there is more to be done, to build on the work underway and to manage 
the expected increase in the population. We are committed to working in partnership with 
our local authority colleagues, the voluntary sector and others to find practical solutions to 
north east London’s housing needs. If we are serious about integrating health and care in 
an effective and sustainable way we need to look at all aspects of an individual’s life and 
recognise the important role that housing plays in a person’s health and wellbeing.    
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The NHS as an anchor institution 
 
An anchor institution is one that, alongside its main function, plays a significant role in the 
local economy – often as the biggest employers and spenders in an area -  and they can 
use this economic power to improve opportunities for the people in that place. Anchor 
organisations can use many different strategies to benefit their local populations. Some of 
the most common ones include employment and workforce strategies, procurement and 
supply chain policies, investments, estates and community engagement.  . The Health 
Foundation defines the NHS as an anchor institution because the size, scale and reach of 
the NHS means it influences the health and wellbeing of communities simply by being 
there. As local NHS organisations, we have a responsibility to ensure that our functions 
and resources have a positive impact on local communities and narrow health inequalities.  
 
Across NEL our NHS organisations and partners employ large numbers of people, have 
significant purchasing power, and maintain a large amount of estates and land: these core 
functions are fundamentally tied to the wellbeing of the populations they serve and could 
be used more intentionally to reduce inequalities and improve population health outcomes.  
There are already several health organisations in NEL that are actively working to align 
their corporate functions (e.g. finance, procurement, HR) so that they improve local social, 
environmental and economic determinants of health.  
 
Barts Health NHS Trust is a good example of what this means. It employs a large 
workforce (24,290 staff, students and volunteers), has a longstanding history in east 
London (established in 2012 with the merger of three NHS trusts, St Bartholomew's 
Hospital has provided continuous patient care on the same site for longer than any other 
hospital in England. It was founded, with the Priory of St Bartholomew, in 1123), owns 
significant building and land assets (five hospitals and c1,500 beds), and has established 
partnerships with other public services. Additionally Barts is undertaking innovative work 
across employment, sustainability, partnership building as well as opportunities for further 
work in procurement and estates use as follows: 
 

 Employment and careers – healthcare horizons which is focused on employing 
young people locally , Community Works for Health which supports general local 
employment and Project Search 

 Sustainability - no waste to landfill, Whipps Cross on-site clinical waste treatment, 
anti-idling projects and cooking oil repurposed as fuel 

 Estate redevelopment - Whipps Cross Hospital development and Whitechapel Life 
Sciences campus 

 Procurement - work on increasing local SME spend and commissioning living 
wage employers 

 Civic leadership/partnership - NHS/ELHCP, QMUL, UEL, local authorities/HWWBs 
and community/voluntary sector 

 
In City and Hackney several health and care organisations are building on their individual 
efforts to improve their economic impact on the local community by coming together as a 
local system and taking part in a year-long action learning programme which will involve 
identifying opportunities to deepen their role as anchors in the local community and 
exploring the potential for collective work on some of the main strategies – such as 
purchasing and workforce. 
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Each of our NHS organisations in NEL has a unique identity and we intend to maximise 
the social and economic value that the NHS as an anchor institution in NEL can bring to 
our local communities in the following ways: 

 Support our future workforce - our workforce plans are underpinned by our 
aspiration to make north east London a great place to both train and work, and we are 
actively seeking out opportunities to develop career opportunities for our local 
population.  

 Develop our estate - ensuring we make better use of our capital and estates to 
develop community assets, for example creating affordable housing and community 
spaces as part of capital development works. 

 Purchasing goods – where possible we pledge to look at how we can procure and 
commission more goods and services from local small and medium-sized enterprises 
(SMEs) including voluntary and community sector organisations. We will engage with 
our vibrant and burgeoning voluntary sector to develop innovative approaches to 
service delivery as part of provider alliances. 

 Partnership working - actively seeking out partnerships with other key “anchor 
institutions” across north east London, particularly developing further our partnerships 
with universities, schools and businesses that are particularly identified with north east 
London.  

 Sustainability – through our sustainability work, adopt sustainable practices within the 
NHS and local community 

 
As a partnership across north east London we will work together to utilise our assets and 
continually seek new ways to ensure we build on the social and economic value we can 
bring to the local population as anchor institutions. 
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Digital 
 
Digital technology forms the bedrock of much of modern life. We shop online, book holidays, 
bank, browse a world of information and connect instantly with friends and family. In this 
respect our health care lags way behind. Due to chronic under investment or ineffective 
investment over decades, and because of the complexity of the systems being used, the 
NHS only effectively exploits digital technology in patches. This sets out the underpinning 
technological advancements that are taking place and are planned to enable the ubiquitous 
exploitation of digital technology. 
 
Three key themes emerge from the digital policies, drivers and needs of the ELHCP, which 
form our informatics vision: 

 a single systems approach - unification of clinical systems within organisations and 
across the partnership, as far as practicable to simplify the technical landscape 

 connectedness - providing technology to clinicians and appropriate staff for seamless 
provision of excellent care wherever you go, and connecting service providers 
together to share data and support clinical decision making 

 use of information - turning data into information and generate actionable insights for 
health professionals and patients to improve our local services, conduct research, 
treat disease and maintain and improve health outcomes. 

 
Information Sharing Agreements (ISAs) form the bedrock of much of our digital work. We are 
well on its way to having only one ISA to support direct care which will simplify sharing 
arrangements for providers and the patients they serve. We are also using the Data 
Controller Console which is a Healthy London Partnership tool that moves the management 
of ISAs online which not only makes them easier to manage but also allows for greater 
transparency of our patients’ data flows. These steps allow comprehensive use of the east 
London Patient Record (eLPR) and Discovery, and for analysis of data for commissioning 
purposes. All organisational IG leads meet regularly to review the situation and make 
changes where necessary. 
 
Digital maturity 
The rest of this chapter celebrates some of the successes already achieved but also lays out 
the significant amount of work that remains. Each organisation is continually seeking to 
improve digital maturity within them and across the partnership. Key developments over the 
next few years include: 

 Barts Health plan to be paperless within their clinical processes before the end of 
2020 

 NELFT and ELFT complete their ePMA (electronic prescribing and medicines 
administration) implementations within two years 

 BHRUT consolidating their major processes onto one system (Medway) 

 Homerton to complete rollout to ICU and Theatres and implement GS1 

 Primary care upgrade to EMIS X for EMIS practice 

 Implementation of ‘Digital First’ within primary care to provide better access for 
patients 
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NHS England recently commissioned a piece of work to assess the levels of digital maturity 
across organisations and all of the STPs in London.  
 
Summary of the ELHCP maturity self-assessment: 

 
 
We have ambitious but achievable plans to reach a high level of digital maturity over the next 
three years. 
 
Achievements 
A key focus of the existing digital strategy is electronic access to patient records for 
clinicians and patients. Within organisations this means a comprehensive collection of all 
relevant information in as few systems as possible. Across north east London: 

 Every GP practice makes comprehensive use of its primary care system; over 80% 
are now on EMIS as their primary system 

 Homerton and Barts Health have a rigorous approach to using their primary system 
(Cerner Millennium) for as much of the patient journey as possible. All five Barts 
Health hospitals use the same system. Any other systems in use interface with 
Millennium 

 Both ELFT and NELFT use RiO as their primary system for mental health services 

 BHRUT have adopted a similar strategy and have begun the process of consolidating 
their various systems to their System C Medway system 

 Where possible, trusts are replacing old systems with those already used elsewhere 
in ELHCP, e.g. all now use the Somerset system for Cancer 

 Barts Health and Homerton have implemented Electronic Prescribing and Medicines 
Administration which will reduce the risk of medication errors 

 Around 60% of patients can now consult with their GP electronically with a number 
able to have a video consultation 

 Significant investment in infrastructure in Barts Health and Homerton to provide 
secure and up to date PCs on secure networks (although more is always required) 

 Many parts of Barts Health and Homerton make use of Workstations on Wheels to 
provide access to electronic patient records on wards, allowing both to make great 
strides towards paperless working 

 A single video conferencing system is in use across all three acute hospitals allowing 
MDT meetings to take place easily 
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 Wide-spread use of mobile devices in community services allowing easy access to 
records for staff visiting patients 

 Homerton have successfully implementation of a full electronic work flow in EPR 
across all outpatient services with integrated voice recognition using roaming profiles 
(over 500 active users) and electronic transfer of letters to GPs. There is also a 
tracked hybrid mail solution for patient and copies to (CC) letters that cannot be sent 
electronically. 

 A high percentage of clinicians across the ELHCP have access to the shared eLPR, 
with the consequent benefits to patients and clinicians. Newham and Hackney Social 
Services are live as well. 

 The Discovery system has been developed and is utilising GP records, some 
community records and some acute records stored within it for various reports and a 
utility to identify frail patients who call 111. 

 
Shared records 
The ability to view patient records for direct care purposes has long been a key ask of 
clinicians to enable them to provide care more efficiently, more effectively and more safely. 
The east London Patient Record (eLPR) has existed for around four years, originally in WEL 
and C&H. Around 135,000 shared records are viewed every month for direct care purposes.  
 

Connected Connecting 2019/20 Connecting 2020/21 

Barts Health 
Homerton (acute and 
community) 
ELFT (mental health and 
community) 
NELFT (mental health and 
community) 
All GPs in C&H and WEL 
London Borough of Newham 
London Borough of Hackney 
(viewing only) 
St Joseph’s Hospice (viewing 
only 

By Q3: CoL Corporation, LB 
WF, Newham CHS and TH 
CHS 
 
By Q4: BHR GPs should be 
at least 95% complete 
LB Hackney (contributing 
records). BHRUT, LBTH, St 
Francis hospice (viewing 
only), 111 and OOH 
providers using Adastra  

The LBs of Barking and 
Dagenham, Havering and 
Redbridge are expected 
to connect by the end of 
20/21. 

 
The eLPR will connect to the One London Health Information Exchange before the end of 
19/20, initially via Homerton and Lewisham, in order to ensure that Londoners’ health and 
care record is as complete and accessible as possible, regardless of where it needs to be 
viewed. 
 
The eLPR is now viewed by our clinicians as a core system that they cannot work without. It 
has improved the quality and timeliness of care that patients receive, radically changed 
working practices for the better and continues to help make the health and social care our 
services provide more seamless. 
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Spotlight on: Supporting patient care through digital interoperability at the 
Homerton 
 
Until 2013, Homerton Hospital was still grappling with the long-standing challenge 
prevalent in the NHS. How do we best support patients without immediate access to their 
medical history? How can we work differently so that valuable clinical and patient time is 
not spent on endless telephone calls and archaic paper-based systems chasing missing 
but important patient information? 
 
The introduction of the east London Patient Record (eLPR) and Coordinate My Care 
(CMC) has helped answer much of this. 
 
eLPR uses the Health Information Exchange system supplied by Cerner. It draws patient 
data from different organisational IT systems, including those in WEL, and presents this 
as a consolidated and longitudinal view of the patient record at the point of care, 
comprising information such as chronic problems, test results and medication. 
 
CMC has been adopted by healthcare providers in City and Hackney (including the LAS) 
as an urgent care planning tool for frail/vulnerable adults and those under palliative care. 
Care professionals across the healthcare system all contribute to the patient’s CMC plan. 
Through this shared care plan, CMC has been instrumental in building relationships 
between the care professional and the patient, and across care settings.  
 
Using eLPR and CMC together now makes MDT meetings more clinically rich. Patients’ 
medication and long term conditions can be identified on eLPR along with their personal 
wishes recorded on CMC to support decision making for the patient’s on-going plan of 
care.  
 

 
Population health advanced analytics 
NEL, working in conjunction with the Endeavour Health charitable trust, has been developing 
‘Discovery east London’ since 2016. Its aims are: 

 To become an active contributor to the Learning Health System and a research-
enabled community 

 To predict, anticipate or inform individual health needs from algorithms running in real 
time  

 Deliver insight across the whole care pathway, in primary or secondary care or 
elsewhere, to create opportunity for improvement and reduced adverse outcomes.  

 To expand the existing population health programme in north east London, led by the 
Clinical Effectiveness Group at Queen Mary University London, to all health and care 
sectors.  

 Enable real time reporting on programmes by providers and commissioners 
supporting clinical improvement and new payment mechanisms for value-based 
improvement. This reports on either pseudonymised or identifiable cuts of clinical 
data, as appropriate. 

 Third party use by commissioners, public health, and academics to support research, 
development and planning, on consented identifiable data, or a pseudonymised 
dataset. 
 

The Barts life sciences initiative and the clinical effectiveness group are leading users of 
health data to create a learning health system in and beyond north east London. Discovery 
will make the analysis of data and the dissemination of the learning derived from that 
analysis, much easier and more comprehensive. 
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The programme is a fundamental building block for a successful integrated care system 
(ICS). The Discovery Data Service (DDS) has been built to hold patient record information 
from every provider in ELHCP (including social care), combine it, normalise it and make it 
available (subject to robust governance mechanisms) to subscribers who have a particular 
and appropriate use for it.  
 

Data fully imported and ready for use  Data imported by end of 20/21 

All GP practices apart from 1 Microtest 
Practice  
Barts EMIS Community 
Barts and HUHFT ADT 
Key elements of Barts Millennium data 
Adastra data from three urgent care 
organisations. 

Barts – Procedures, Diagnoses, Clinical 
Events, Powerforms (Results and Prompts), 
Tests and orders 
111 (London Ambulance Service) 
BHRUT 
NELFT 
ELFT S1, MH 
Homerton acute and community 
all seven LAs, CoL Corporation 

 
There will be significant demand for the information that the DDS can provide across NEL, 
and more widely across London as a whole.  
 

Live In testing 

111 frailty flag API 
Extracts of data for TH whole system data 
set 
ELHCP BI team 
CEG database 
BHR & WF childhood immunisations 
SMI reconciliation (ELFT) 
BHR Health checks 
BHR and WF Diabetic recalls 

Genes and Health 
Arterial Fibrillation 
Pancreatic tissue bank 
WF childhood immunisations and six week 
check 
 

 
Discovery is being adopted as a core component of the One London LHCR programme and, 
as such, the development work in NEL will be boosted by £1m capital in 19/20 with a 
reasonable expectation that a similar amount will be made available in 20/21, although there 
will also be a reduction of funding from the Endeavour Foundation. 
 
Accelerate use of digital for patients in primary care 
NEL is leading London with 57% of our patients able to interact with their GP via an 
electronic consultation system. Tower Hamlets has been selected as the ‘Digital Accelerator’ 
which is designed to work through the issues of how to transform the way patients interact 
with GPs. Innovative work also continues elsewhere, for example, 20 GP practices in 
Newham have launched video consultations to improve access for their patients.  
 
Once established, these new pathways and ways of working will be rolled out across NEL, 
initially in 20/21. Video based consultations will be offered to all patients by practices from 
April 2021. 
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Spotlight on: online consultations  
 
With Online Consult, clinicians at Stratford Village Surgery are now able to get through 30 
patient queries in the same time that they would previously have taken for only 18 face-to-
face consultations. Where consultations would usually take ten minutes, each form can be 
read and resolved on average in six minutes. Time-consuming tasks have therefore been 
replaced by ones which can be completed quickly so that staff can make better use of 
their time and respond quicker to more patient queries. 
 
Clinical lead and GP Dr Barry Sullman said, “I can now easily see and treat patients who 
are house-bound or have trouble walking, as well as healthy people who find it logistically 
difficult to make it to the surgery, such as having to take a heavy pram down four flights of 
stairs. I have also been able to see agoraphobic patients, who would not have been able 
to travel to the surgery. Carers who are often rushing between clients also benefit from 
this technology as it enables them to ‘meet’ the doctor at a time and place which suits 
them. The technology has been working well and has enabled the quick eyeball 
assessment as well as a more detailed assessment of visible problems such as skin 
rashes”. 
 

 
Increase use of Coordinate My Care (CMC) by all providers 
Currently local GP systems (apart from Microtest) have an in-context link in place to open up 
CMC from within a patient record in the GP primary clinical system. Clinical systems in 
hospital are developing a flag in Cerner Millennium to indicate if the patient has a CMC care 
plan in place, which will then allow access to the plan. This development will improve the 
visibility of end of life care plans across clinical settings, and support improved care for this 
cohort of patients. 
 
Electronic personal health records development and deployment 
The ability of patients to take more control of their own wellbeing and healthcare needs is 
greatly enhanced when they have access to information about themselves and their medical 
conditions, and have the ability to interact with health and care professionals.  
 
That’s is why a fundamental component is that Personal Health Records (PHRs) are made 
available to patients. Working with the rest of London we are seeking to implement a single, 
comprehensive PHR that will show patients information from all the providers they interact 
with. The expectation is that this will be based on the Discovery platform. 
 
The PHR will not only display information from all providers but will allow patients to record 
data they have gathered either manually or from their own smart devices. This might include 
mood assessments, levels of tiredness, or other self-assessed indicators.  
 
In 2017/18, there were over 1.27 million follow-up appointments across NEL. Assuming an 
average cost of £150 per appointment, just a small reduction in these appointment numbers 
would provide a significant financial saving to the system. This will support the national 
ambition to achieve a 30% reduction in outpatient appointments. 
 
We have not historically focussed on the development of PHRs and this is recognised as a 
deficiency in our provision. A London-wide programme board has been created to determine 
how and if it would be possible to procure a generic PHR across London. The aim is to have 
such a system in place by the end of 20/21, although this is an ambitious target. We support 
this approach, recognising that significant implementation may take a number of years. 
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While the roll out of the NHS app will continue and will soon provide access to 
eConsultations, it will not become the comprehensive PHR described above, but a gateway 
to it. Integration between any locally developed PHR and the national NHS app and login will 
therefore be a key requirement. There are likely to be a number of ‘niche’ apps created for 
specific cohorts of patients. We are exploring options for children with asthma, Looked After 
Children and maternity. The national eRedbook system is currently being trialled by NELFT, 
as a potential electronic child health record. 
 
Regular video based consultations in outpatients 
Barts Health has been trialling the use of video consultation software that helps patients and 
clinicians, where appropriate, to connect through virtual appointments by computer or mobile 
phone, rather than face-to-face. It aims to make it easier for patients to take control of their 
health while reducing NHS costs and the number of appointments that go unattended. 
 
Two pilots are underway simultaneously at St Bartholomew’s – one with cancer patients, and 
the other with patients who have undergone treatment to control or correct abnormal heart 
rhythms. Around 12% of these appointments traditionally go unattended. However, all 
scheduled appointments using the app have been attended across both pilots (19 cardiology 
patients and 22 cancer patients).  
 
Digital Continuing Healthcare Pioneer 
Barts Health are currently in the process of applying to become a Digital Continuing 
Healthcare (CHC) Pioneer. Along with receiving support from NHS England, there is funding 
attached to support the development of digital solutions. If successful, we plan to use this 
funding to develop a CHC Information Technology and Data Management Strategy that will 
enable service transformation and future proof this essential service. 
 

One London 
One London is an NHS England Local Health and Care Record Exemplar. The Local 
Health and Care Record Exemplars - or LHCRE - are a series of transformation 
programmes across England helping to improve how health and care services are 
delivered and experienced. In part, this is about making health and care information more 
consistent, more joined-up and more available to the clinicians, patients and families who 
need it.  
 
Through the One London programme, health and care systems across London are 
working together with Londoners to transform our health and care services by joining up 
information to support fast, effective and safe care. This involves London’s five STPs 
working together to invest in the design, development and implementation of linked Local 
Health and Care Records for London, in collaboration with London’s three Academic 
Health Science Networks (AHSNs) and the Greater London Authority (GLA). 
 

 
Infrastructure summary  
 
Health and Social Care Network (HSCN) - By December 2019 it is expected that the vast 
majority of General Practices will have migrated to the HSCN which will give most practices 
significant additional bandwidth, removing the main technical capacity barrier to use of video 
consultations and more effective participation in MDT meetings. 
 
Digital First Accelerator - The main aspect of the digital accelerator is pathway redesign 
and subsequent transformation in terms of the way people work. This will clearly need to be 
underpinned by technology, such as HSCN, a fit for purpose primary care estate and 
relevant software in practices and PCNs. Elements such and online consultations, video 
consultations and patient access to records via NHSApp. 
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GPIT investment – The 19/20 GPIT budget for NEL is expected to be confirmed at around 
£2.1m and is expected to remain at a similar level going forward. This money is first and 
foremost to maintain the basic IT equipment in surgeries at an acceptable level, and any 
money remaining beyond that base level will be used to mobilise the workforce and improve 
the ability to interact with colleagues in MDTs and with patients. 
 
GP Connect – ELHCP is looking to exploit the nascent GP Connect capabilities which will 
allow individual data items to be pulled from and written to GP systems. For example, in 
19/20 we will be able to query GP systems from Adastra systems used in urgent care 
settings to return free appointment slots and to then book a patient into that slot. 
 
BHR system 
BHRUT is working closely with NELFT, primary care and NEL to make substantial 
investment in IT infrastructure, applications and business intelligence to improve the patient 
experience across various parts of the health and care system, supported by a richer 
availability of patient information for clinicians. 
 
Barts Health 
In the next three years Barts Health will have completed its VDI rollout, a full network 
replacement, implemented a full cloud based data centre and upgraded its service desk to 
include a self-service portal for staff. Migration to Windows10 and O365 will enable a further 
transition onto a unified telecoms platform. Big things are planned in 2019-20 as all hospitals 
become paperless and record all clinical data electronically starting with the migration of 
nursing documentation to Millennium in autumn 2019, followed by electronic prescribing, 
medicines administration and physician documentation in the spring of 2020. This will allow 
detailed health records to be shared between medical practices and provide staff a more 
structured workflow. It will also introduce barcode matching for patient medication, paperless 
referrals, new patient tracking and alerts. All of this will quickly improve the quality of care 
provided to patients. Planning to procure a new version of the Millennium Data Warehouse 
jointly with Homerton will also begin. 
 
Homerton  
eObservations modules in Millennium and RiO will allow detailed clinical information to be 
more easily captured and made available across the hospital and wider care settings (via 
eLPR). Further expansion of the number of vital signs machines and the availability of 
WOWs will improve the quality of, and access to, information. Continuing work with LB 
Hackney and the City of London Corporation to bring them fully into the record sharing 
programme is expected to realise significant benefits. Asset management and GS1 
compliance improves patient safety (reducing risk of litigation) and general efficiency in the 
running of the hospital. A new Cerner HIE Data Warehouse will be procured jointly and 
shared with Barts Health.  
 
ELFT 
ELFT is continuing to build on its RiO and EMIS systems. Key focus remains improving 
access to records and improving data quality. Both aspects are helped by the continuing 
rollout of mobile devices to clinicians and planned upgrades to the data warehouse, which 
will be augmented with wider data sets from Discovery. Implementation of the electronic 
Referral Service will also be an important project in the coming 18 months. 
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NELFT 
NELFT is continuing to build on its RiO system. eObservations modules in RiO will allow 
detailed clinical information to be more easily captured and made available across NELFT 
and wider care settings (via eLPR). The system helps to proactively identify, escalate and 
alert medical staff to changing patient status. A key focus remains improving access to 
records and improving data quality. Both aspects are helped by the continuing rollout of 
mobile devices to clinicians and implementation of Offline RiO. Implementation of the 
electronic Referral Service will also be an important project in the coming 18 months. 
Implementing the Diagnostic Order Comms module in RiO will improve clinical safety and 
reduce overall time from request to receipt by reducing use of paper for pathology and 
radiology tests. Community staff will be able to order results from acute trusts. Decision 
support systems will provide clinicians with alerts and information on patient conditions, and 
prompts for multi-set care plans and care pathway functionality. Remote assistive care tools 
will support MDT and virtual clinics allowing patients to book follow-up appointments online 
and link to patient portal. NELFT will provide integrated care through assistive technology, 
expanding use of wearable technology to support service users to use digital services to 
help manage their own condition at home.  
 
Implementation plan  

 By the end of 2019/20 

Barts Health Project under way for paperless nurse documentation and recording all 
clinical data electronically 

Nursing documentation via Millennium goes live 

Vital signs recording project underway, including bedside medical device 
integration. 

Trustwide rollout of VDI completes 

Service Desk tool upgrade and self-service portal for staff 

Digital image sharing w/Homerton  

Windows 10 upgrade completes 

NHSmail migration complete for 20,000 accounts 

N3 to HSCN migration complete 

BHRUT 
 

Core EPR upgraded to provide firm building block 

Initial tranche of data exported to Discovery and displayed in eLPR 

RIS upgraded 

City and 
Hackney 

CMC use common place across all relevant care settings 

ELFT Complete eObservations deployment 

ELFT Improve clinicians ability to work in an agile way 

ELHCP 
 

BHRUT and three more social care providers connected to eLPR 

The eLPR will connect to the One London Health Information Exchange 
before the end of 19/20, initially connecting Homerton and Lewisham 
systems 

Community pharmacies to have access to eLPR 

The Discovery Data Service (DDS) holding some patient record information 
from every NHS provider in ELHCP 

One London undertaking further major public engagement on the eLPR  

Homerton 
 

eObservations implemented 

Integrated Transfers of Care Around Medicine live  

Hospices Access to eLPR 

NELFT 
 

Further expansion of wearable technology to support patients and service 
users 

Further development of existing communications tools to support MDT and 
virtual clinics 
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Primary care Migrated to the Health and Social Care Network (HSCN) removing main 
barrier to use of video consultations/more effective MDT meetings. 

All patients have access to Online Consultations 

All patients have access to NHSApp 

Urgent care Able to query GP systems from Adastra systems used in urgent care 
settings  

 
 

 By the end of 2020/21 

Barts Health 

Core EPR / PAS software code upgraded 

Electronic prescribing and medicines administration completes Trustwide 

Office 365 and unified telecoms platform implementation 

BHR NELFT and BHRUT sending reports direct to GPs 

BHRUT 
 

EPR Order Comms and Emergency department modules implemented 

Deployment of vital PACS, care flow and Medway clinical work place 

Shared patient record available to all clinicians 

Electronic prescribing, medicines administration and physician 
documentation - spring of 2020 

ELFT Improved information analysis within the Trust to improve clinical decision 
making, including using pseudonymised data supplied from Discovery 

NELFT Further investment in EPR systems to provide clinicians with alerts and 
information on patient conditions 

ELFT  
NELFT 

eReferral system in use for relevant services 

ELHCP 
 

Three remaining social care providers connect to the eLPR; shared patient 
record available to all clinicians and practitioners 

Discovery holding all required datasets from every NHS provider with some 
Social Care data 

CMC use common place across all relevant care settings 

Homerton 
 

Integrated digital front door and patient journey systems for CAMHS  

Real-time transfer of assessment, discharge and withdrawal notifications 
between health and social care systems  

Primary care 
 

New Digital First pathways and ways of working rolled out across NEL 

Video based consultations offered to all patients in practices by April 2021 

All patients have option for video consultations 

 

 By the end of 2021/22 

Barts Health 
 

Clinical Wifi upgraded 

Further cyber-security improvements for Cyber Essentials Plus 

Barts Life Sciences infrastructure and technology upgraded 

Fully integrated digital pathology implemented 

ELHCP 100% compliance with mandated cyber security standards across all NHS 
organisations 

Discovery holding all required datasets from NHS providers with some 
social care data 

Patient access to their own record from all care settings 

eRedbook implemented 

Mobile devices in use by all clinicians that need them 

Systems in place to support social prescribing  

Homerton Further cyber-security improvements for Cyber Essentials Plus 

Fully integrated digital pathology implemented 
 
 



Strategy Delivery Plan for north east London  DRAFT 
Final draft for NHS England, 15 November 2019 

201 

NELFT Communications tools to support MDT and virtual clinics allowing patients to 
book follow-up appointments online and link to patient portal 

Wearable technology supporting patients and service users to use digital 
services to help manage their own condition at home 

 
Digital as an enabler 

 Strategic digital priorities 

Maternity  Further development and integration of the antenatal self-referral 
forms 

 Development of an electronic PHR for use by women 

 Increased access to mobile devices for Midwives to use in the 
community 

 Widespread access to eLPR provides relevant information to all 
care settings 

 Use of Discovery to identify to primary care women with gestational 
diabetes recorded in the hospital EPR ensure that these women 
are tracked and provided with high quality pre-diabetes and 
diabetes care 

 Discovery will enable access for direct care by the GP or hospital 
clinical teams to information from both GP and hospital EHR 
relevant to a pregnancy prevention programme in women of 
reproductive capability taking valproate.  

Urgent and 
emergency care 

 LAS deployment of electronic patient record 

 Supporting Enhanced Health in care Homes with NHSmail and 
access to eLPR 

 CAS use of digital, specifically booking to practices 

 Use of CMC to improve % of people dying in their preferred place 
of death 

 Widespread access to eLPR provides relevant information to all 
care settings 

Prevention  Provision of information to commissioners and researchers from 
Discovery 

 Use of PHR and other Apps to provide information to patients and 
as a conduit to receive information from patients 

 Access to eLPR for community pharmacists 

 Use of frailty flagging to identify key people at higher risk 

 Widespread access to eLPR provides relevant information to all 
care settings 

 Use Discovery to match evidenced based interventions that can 
favourably alter patterns of behaviour or medical interventions, to 
patient risks and improve outcomes, either in terms of cost savings 
to the health care system and/or improved patient outcomes and 
satisfaction 
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Cancer and 
Rapid Access 
Diagnostic 
Centre 

 Provision of eLPR and Barts Health systems to support Early 
Diagnostic Centre 

 Provision of information to commissioners and researchers from 
Discovery 

 Use of our data service would allow the tracking of the patient 
pathway through different health care providers in the year prior to 
cancer diagnosis, to gain insights that would facilitate earlier 
diagnosis. 

 The data service would allow tracking of those who were either 
referred under the 2 week wait route and those where a decision 
not to refer was made potentially to develop a health system wide 
real time cancer tracking tool. 

Adults mental 
health 

 Learning disability and Autism flag in clinical systems 

 Implementation of messaging from NELFT to BHR GPs 

 Access to data to support the STOMP/STAMP programmes 

 Full digitisation of mental health providers by 2024 

 Use of Discovery to reconcile SMI diagnosis across providers 

CYP and CYP 
mental health 

 Provision of specific apps such as for CYP with Asthma and for 
Looked After Children, subject from demand from service users 

 Learning disability and Autism flag in clinical systems 

 Implementation of messaging from NELFT to BHR GPs 

 Access to data to support the STOMP/STAMP programmes 

 Full digitisation of mental health providers by 2024 

 Use of Discovery to reconcile SMI diagnosis across providers 

Social care  Rollout of eLPR to remaining social care providers in NEL 

 Use of Discovery to support further integration of health and social 
care data for planning purposes, supporting ICS development 

Primary care 
and community 

 Support for Primary Care Digital Accelerator to provide a 
‘digital  front-door’ to primary care 

 Provision of eLPR to BHR GPs 

 Provision of digital technology to support emerging PCNs 

 Delivery of GPFV Online Consultation targets 

Planned care 
and OPD 

 Development and integration of specialist apps such as MyIBD and 
MyBlood 

Personalisation  Use of PHR and other Apps to provide information to patients and 
as a conduit to receive information from patients 

 Use of real-time information to provide proactive care, as part of 
population health management 

Clinical/surgical 
strategy, MSK, 
pathology 

 Implementing digital pathology system in Barts Health 

 Bleeding risk in hospital patients; the aim of this programme 
(informed by Discovery data) is to identify people on antithrombotic 
medicines at high risk of bleeding and to reduce bleeding by 
optimising medicines management – reducing interacting drugs 
and increased use of gastro-protective proton pump inhibitors 
(PPIs) 

 Discovery data will help with optimising shared decision-making for 
high-risk major surgery (OSIRIS) 

LD and autism  LD and autism flags will be added to EPR where they don’t already 
exist 

 Commissioners explore ways of those with LD or autism being able 
to easily share their wishes and concerns with care providers 
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CVD  Ensure the four major symptoms that determine planned cardiac 
referrals – syncope, breathlessness, chest pain and palpitations 
are recorded in clinical systems and exchanged both ways 
between primary and secondary care 

 Use of Discovery to facilitate integration of measurements from 
primary care, secondary care and the patients themselves, 
producing a more engaged, efficient and informed service. 

Stroke  Use of Discovery for Atrial Fibrillation to link the primary and 
secondary care pathway to enable individual linkage of process 
and outcome data. This will use routinely collected data to show 
how many people on anticoagulants have a stroke or bleed which 
will inform risk profiles and optimal drug prescription. For example, 
flagging those patients prescribed inappropriate medication, with 
poor anticoagulant control or at risk by virtue of poor renal function 

Respiratory 
disease 

 Discovery will be used to support CRUK Lung Cancer Study 

 Discovery data will help highlight practices with high prevalence of 
patients with asthma who present at A&E but could have been 
treated in primary care, with increased awareness or capacity in 
the system 

Diabetes  Discovery data will help highlight practices with high prevalence of 
patients with diabetes who present at A&E but could have been 
treated in Primary Care, with increased awareness or capacity in 
the system 

Medicines 
optimisation 

 Implementation of the remaining electronic prescribing and 
medicines administration systems in Barts Health, BHRUT and 
ELFT 

 Microbiology have detailed reports of local antibiotic sensitivity but 
with virtually no systematic use to support prescribing in primary 
care. For example: there is widespread use of antibiotics for 
example for urinary tract infection in adults that could be more 
effective were such data available. Decision support (Discovery) for 
AB prescribing in all primary and secondary care settings would 
enhance programmes to reduce inappropriate use 

Ageing well  There are two major causes of preventable adverse events which 
together account for 5-10% of emergency admissions in older 
people; 
o the use of the glucose lowering drugs sulfonylureas and 

insulin in older people with T2 diabetes which cause 
hypoglycaemia. 

o NSAID use in older people (much of which is prescribed at 
older ages though there is considerable self-medication) 
causes both CVD events and bleeds. 

Discovery will be used to identify people over 65 years with impaired 
renal function on SU/insulin and with low HbA1c values to review 
medication. Also, the patient who has had a previous peptic ulcer 
reported in the hospital record but not in the GP record will have a 
more complete record and NSAIDs are less likely to be prescribed. 
 

Childrens’ end 
of life care 

 Widespread use of Co-ordinate My Care by all agencies and 
patients / carers wishing to use it, integrating over time with clinical 
systems and eLPR 

 Widespread access to eLPR provides relevant information to all 
care settings 
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Adults’ end of 
life care 

 Widespread use of Co-ordinate My Care by all agencies and 
patients/carers wishing to use it, integrating over time with clinical 
systems and eLPR 

 Widespread access to eLPR provides relevant information to all 
care settings 
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Infrastructure - accelerating technological change to create thriving 
community assets 
 
Integral to our estates strategy is the development of four infrastructure priorities. These are: 

1. Access to and exchange of information  
2. Digitisation and data storage 
3. Remote access to information  
4. Technology-led service innovation   

 
These priorities are being developed to better integrate the transformational impact of 
technology in the capacity, utilisation and modernisation assumptions that underpin our 
strategic estate planning.  
 
“Triple integration” of primary and specialist care, physical and mental health services and 
health with social care means the deployment of considerable technological innovations 
across the NEL estate. Accelerating the alignment of these innovations, in areas where the 
estate is particularly challenged brings a new dimension to enabling facilities for future 
population growth and the delivery of an overarching clinical strategy that meets local needs. 
 
The four priorities are informed by key digital programmes and ELHCP are working together 
to develop a new approach to infrastructure capital planning for 2020/2021. This approach 
will contribute to securing better value from the existing estate and ensure that the 
opportunities afforded by new estate can be fully realised by its communities.  
 
Summary infrastructure plan  

Infrastructure priority Key digital programmes Estate benefits 

1. Access to and 
exchange of information  

 Local infrastructure 
investment 
programmes including 
Smart Cities Estates 
programme 

 Population health 
advanced analytics – 
east London 
Discovery  

 NEL HSCN 
programme 

 East London Patient 
Record (eLPR) 

 Physical capacity to 
meet population 
needs is understood 

 Geographically 
appropriate, access 
and configuration of 
services  

 Clinical service 
models incorporated 
in planning 
considerations 

 Multi-occupancy site 

 On site 
multidisciplinary 
working  

 Deployment of new 
service models 

 Better access to 
information improves 
the scope of virtual 
services (111 CAS, 
Virtual outpatient 
clinics) 
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2. Digitisation and data 
storage 

 ELHCP paperless 
programmes (i.e. 
Lloyd George 
digitisation) 

 Increased physical 
capacity 

 Speed of access to 
medical information 

 Improved security of 
patients’ records 

3. Remote access to 
information  

 Personal Health 
Records patient 
access  

 Remote and agile 
working programmes  

 

 Changed nature of 
patient contact with 
reception and 
administrative 
processes  

 Consolidation and 
reduction of back 
office functions 

 Increased physical 
clinical capacity 

 Less reliance on 
physical space for 
working (e.g. no need 
to return to a desktop 
after a home visit) 

4. Technology-led service 
innovation   

 Public and 
professional wifi  

 E-consultation 
services  

 Remote monitoring of 
personal health 
condition programme 

 Technology (i.e. 
automated arrival 
services and health 
pods.) 

 Increased “virtual” 
space to provide 
services from 

 Changed nature of 
existing physical 
space 
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Estates 
 
Estate is a key enabler to facilitate the delivery of the LTP across our health and care 
system. The condition of the NHS estate in north east London is highly variable. It is of 
mixed-age, quality and suitability. We need to deliver care in modern, fit-for-purpose 
buildings and to meet the capacity challenges presented by a growing population and 
improve patient experience.  
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We have agreed a single strategic estates plan for investment and disposals, utilisation and 
productivity. Our ambition is to develop good quality and cost-effective estates infrastructure 
which meets the complex needs of a growing, diverse and relatively transient population. 
Our estates will need to be flexible to support the delivery of new models of care over the 
next 5-20 years and centred around responding to patient needs. 
 
We are currently developing our NEL estates strategy to include a phased delivery and 
investment plan. We have a prioritised capital pipeline which has led to us being successfully 
awarded two recent bids for Whipps Cross redevelopment and the new health and wellbeing 
hub on the St George’s Hospital site in Havering. We are working on refreshing this in 
January 2020 in line with the London Estates Delivery Unit requirements for London. 
 
We have developed a consistent approach to assessing the impact of population growth 
arising from new housing developments.  Working with the local authority planning 
departments, we can model the impact on demand for healthcare services at super output 
level and use this to support the application of S106 and CIL funding to develop new 
capacity.  We are piloting a pan-London model for London Estates Delivery Unit and Imperial 
College Health Partners to create a tool which can identify the primary care space required 
in an area taking into account the impact of population growth, digital innovation and out of 
hospital shift of activity. 
 
There are strong interdependencies between the new models of care planned for NEL and 
estates efficiencies. They cannot be delivered separately. The principles underpinning our 
estates strategy are: 

• Better health and care outcomes assisted by health and social care services 
delivered in a fit-for-purpose estate 

• Partnership between commissioners, providers and other public sector 
organisations to align incentives for estate release and support the delivery of 
new models of care 

• Provide expertise and resources to develop infrastructure programmes 
• Respond to clinical requirements and changes in demand to deliver a fit-for-

purpose estate 
• Increased operational efficiency of the estate, and maximum utilisation of the 

core estate 
• Enhanced capability to deliver a portfolio of estates transformation projects. 

 
There is more work to be done to buildings to reflect our aspiration for new models of care in 
a way that maximises standardisation, flexibility, cost-efficiency and reuse of existing 
facilities. Our plan is based on working together to pursue opportunities for the current 
estates that include:  

• increasing asset utilisation, revenue generation opportunities, void management, 
temporary uses and third party income generation 

• reducing operating costs  
• using technology, service transformation and workforce changes to increase 

efficiency 
• using a One Public Estate approach to support shared services. 

 
Our current estate 
The highly variable quality of our out-of-hospital estate makes it challenging to improve 
facilities. A poor estate means poorer patient experiences, poorer working conditions for staff 
and lost opportunities to improve health and healthcare. To deliver our vision and address 
the challenge of local population growth, it is clear that new, modern, state of the art facilities 
will be needed. 
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Our current portfolio ranges from recently built state of the art facilities at the Royal London 
Hospital, to facilities where significant investment is currently needed, such as at Whipps 
Cross Hospital. 
 
The majority of the NHS estate in NEL consists of hospitals, acute space and specialist 
hospitals which make up 59% of the total footprint. Current strategic commissioning 
intentions plan activity shift from acute to community and primary settings. Part of the 
primary care activity is a shift towards prevention and other providers such as pharmacists 
and community, but even with this reduction there will need to be significant investment in 
estate for primary care delivery. 
 

Spotlight on: St George’s Health and Wellbeing Centre, Hornchurch 
 
Plans for a new health hub on the site of St George’s Hospital in Hornchurch will help to 
transform services across Havering by modernising models of care and unlocking 
potential for improvements at other locations. The government has granted £17m funding 
to make this happen and approved in principle the transfer of the land from NHS Property 
Services to NELFT. 
 
The hub will provide a base in the south of the borough for integrated local authority, 
primary, community and mental health services and enable a wider range of services to 
be provided. It will be designed to support modern and emerging care models, with flexible 
clinical space, care navigators rather than traditional reception staff, hot desks in office 
areas and infrastructure for digital services. Community will be at its heart with a café in 
the foyer area and sensory gardens outside. 
 
It will allow sufficient ‘breathing space’ for Queen’s Hospital as well as providing a unified 
base for community services in the south Havering locality. It will enable NELFT NHS 
Foundation Trust to consolidate staff from locations across Havering and provide a new 
and more appropriate home for a range of outpatient services currently provided at 
Queen’s Hospital, Romford. Moving these services will in turn enable Queen’s to invest 
and better serve patients, including enhancing its urgent and emergency care facilities. 
 
Primary care services, many of which are in poor accommodation in converted houses, 
will be able to move in to the St George’s site or areas of the South Hornchurch Health 
Centre vacated by NELFT. 
 
The St George’s development will fulfil the promise given to Havering people when the 
hospital closed in 2012 that another health facility would be provided on the site. 
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Improved utilisation 
We can do much more to improve our use of existing community sector estate as providers 
move towards more agile working and make changes from fixed to sessional usage. We are 
working with NHSPS and Community Health Partnerships (CHP) on alternative leasing 
structures for better use. Our current estate utilisation is: 

 Primary care is already operating beyond capacity – often small unfit premises with 
only a couple of rooms in use and at patient capacity 

 Community space 40% capacity – providers needing sessional space but system not 
enabling it 

 Acute space 90% capacity – space used very heavily apart for areas which are 
vacant or shell and core (grey space) 

 
By improving utilisation on key ‘strategic’ sites, we can reconfigure and rationalise estate to 
make revenue savings. There is very limited opportunity to increase utilisation in the acute 
sector because the average utilisation is already very high. Primary care services are often 
delivered from very small premises which are at capacity and unable to deliver services at 
scale.  
 
We have agreed principles of how we would all use space as a system to improve utilisation 
but fundamentally the way landlords such as NHS PS and CHP lease space doesn’t work for 
how we need to deliver care in the future. Space is either let as 100% leased demise or 
booked on a sessional basis. Providers struggle with variable annual budgets so cannot 
move to a fully sessional structure without cost certainty. This leads to them fully leasing 
space which is only used on a sessional basis and cannot be shared. The move to a fully 
sessional model would also put further cost pressure onto CCGs who are charged 100% 
void charge for any bookable space and income credited back if recovered. Underused 
space is often old fashioned specialist space like x-ray, gyms, minor ops, which needs to be 
properly equipped and used or converted. 
 
Using BHR as a pilot area we have: 

 Set up a finance and estates group with CCG, NELFT and BHRUT finance and 
estates partners to review all estates costs to the system and work up a hypothetical 
new financing model for the system to pay for estate once and not reimburse/chase 
money around the system. 

 By paying for space once as one system we will save time and money not chasing 
money and payment from each other and landlords. 

 By paying for a single head lease from CHP and NHS PS we would be able to break 
down the current leasing blockers and truly allow services to use any space they 
require on any given day.  We will be moving to single ICS contracts for a range of 
services so this is critical. 

 NEFLT and BHRUT are starting with phlebotomy reviewing all specialist space where 
they lease it separately but could share it to halve the space required. 

 We are mapping for transformation boards where we have specialist space (x-rays, 
gyms etc) so that we can review where space may be used or where it is not required 
and can be repurposed. 

 Working with procurement and transformation teams to agree and specify locations 
in service contracts. 
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St Leonard’s Hospital in Hackney is a relatively large site in a strategic location for both City 
and Hackney residents, which is in a poor and dilapidated condition. The local system has 
prioritised the site for development to provide a key hub for both borough and 
neighbourhood services. Redevelopment would allow for more effective utilisation and more 
effective clinical service provision supporting new and more integrated models of care. This 
is a significant opportunity for the local system, and is part of the One Public Estate work 
funding facilitates all parts of the system coming together to plan the vision for the future of 
the site.  
 
Investment plan 
Prioritising investment opportunities is key. We cannot deliver all projects simultaneously 
and have developed a pragmatic, system approach to prioritisation to help ensure 
requirements are met as early as practicable, and that resources are used effectively. 
 
We have an agreed single capital pipeline for all estates projects for primary, community and 
acute buildings. All projects (regardless of funding status) in the NEL plan were considered 
and assessed through criteria that included ‘state of readiness’ and ‘transformational 
priorities’. Many projects are interdependent (such as the development of the St George’s 
Health and Wellbeing Centre, which when open will free up space at other sites for NELT 
and BHRUT) and these interdependencies, along with state of readiness impacted on where 
they ranked in the prioritisation. 
 
We are reviewing all estates costs to the system and drafting a new finance model for the 
system to pay for estate once as a system to enable free movement in buildings and prevent 
in year cost efficiencies from maximising space usage.  By paying for space once as one 
system we will save time and money not chasing money and payment from each other and 
landlords.  More crucially we unlock space currently let to one provider unable to share 
space with others and allow activity to flow and flex throughout the system as required to 
respond to patients’ needs. 
 
Our investment strategy seeks to maximise all funding sources, particularly where we can 
enter into partnerships with local stakeholders such as local authorities to reduce the net 
capital. Two examples of this are: 

• Tower Hamlets - £23m investment new health and social care hubs delivered via 
planning with S106 funding. 

• Health and Care Space Newham - a joint venture between London Borough of 
Newham and East London Foundation Trust which is proposing to invest £200m in 
new health and social care infrastructure and affordable housing. 

 
Our prioritised pipeline and investment strategy enabled us to successfully bid for two recent 
capital projects: 

 The redevelopment of Whipps Cross Hospital 

 A new health and wellbeing hub on the St George’s Hospital site in Havering 
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Spotlight on: Barking Riverside development  
 
An exciting new development at Barking Riverside takes a new approach to the health 
and wellbeing of local people – with health, leisure, education and a host of other facilities 
all in one place.  
 
Barking Riverside is a Healthy New Town of 11,000 homes (plus retail, leisure and social 
infrastructure) being built on a former industrial site along the Thames in Barking and 
Dagenham. The projected total new population is some 25,000 people by 2031, expected 
to be a younger demographic than the rest of the Borough and to be a mix of ‘inner’ and 
‘outer’ London socio-demography.  From a strategic health and care perspective, once the 
population grows sufficiently, Barking Riverside will form a new South locality, with two 
existing housing estates, covering a total population of some 40,000 residents. Thames 
View is a 1950s council housing estate with high levels of deprivation; it has the highest 
childhood obesity levels in England and significant levels of domestic violence and gang 
membership. There is an existing LIFT health centre providing primary and community 
health and care services to local residents. 
 
The planned hub is a critical and central element of the social infrastructure for Barking 
Riverside and the wider locality, sitting at the heart of a network of assets supporting the 
health and wellbeing of residents. It will bring together health, leisure and community 
space into a single integrated building at the heart of the new town. Planning for the hub 
has built on: 

 Joint working between all local partners over the past four years, seeking to put 
integrated care system principles into practice on the ground.  

 CCG driving a consensus to change the original master plan of three separate 
public buildings (leisure, health and community spaces) into a shared commitment 
by all partners to provide services through a single integrated building, maximising 
the amount of shared/multi-purpose and community-curated space and minimising 
the number of single use, exclusive spaces. 

 Designing new service model to transform care and support healthier and more 
resilient residents, including working with the developer and public health on 
Healthy New Town plan for the whole of the built environment to support healthy 
living and deliver on the prevention agenda. 

 Working closely with the community and other local community groups and 
schools as equal partners in the planning, co-design, development and delivery of 
activities, services and assets that support health and wellbeing. This includes 
involvement of local residents on the Locality Board and a commitment over time 
to transfer the health hub ownership to a CIC, which will include significant resident 
representation. 

 
The London Estates Delivery Unit with Imperial College Health Partners support, is 
leading a pan-London programme to further enable the design and delivery of primary 
care estates that can achieve objectives outlined in the Long Term Plan and Next Steps 
for Commissioning Framework, chiefly to increase the proportion care to be delivered out-
of-hospital for Londoners.  The aim is to provide an easily accessible tool that can give a 
projection of future population and associated healthcare needs in terms of activity. This 
will use existent data sources in a pragmatic way, linking in with a number of ongoing data 
programmes and organisations in the NHS estates sector. Barking Riverside has been 
chosen as the pilot exemplar scheme and we are working with the team to ensure the 
modelling, data and information provided is actionable and can be used in a real world 
environment. 
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Spotlight on: Health and Care Space Newham 
 
The NHS in Newham has formed a £200 million partnership with Newham Council to 
develop and build new health and care centres across the borough. Health and Care 
Space Newham Ltd, which is owned by the council and East London NHS Foundation 
Trust, will build four new health and wellbeing hubs, eight GP practices and at least 180 
affordable homes for keyworkers by 2035. 
 
The company is the first of its kind in England and will use the Local Healthcare 
Alternative Finance Organisation model to access cheaper secure funding from the 
council through the Public Works Loan Board and commercial funders. Money generated 
from rents and efficiency savings will be reinvested back into providing local healthcare 
and at the same time primary care services - who will occupy 70 per cent of the new 
buildings - will benefit from lower rents. 
 
The major capital investment will transform and renew the poor buildings housing health 
and care services in Newham and support integrated services delivered by new primary 
care networks. 
 
It will improve services provided to people in the community through seven health and 
wellbeing hubs (four of which will be brand new), with minor surgery and treatment rooms 
on site in many locations. 
 
At the end of the planned investment, HCSN will own 23 properties which will support the 
health needs of more than 80 per cent of the fast-growing population. More than 410,000 
patients will benefit. 
 
The company has already secured funding from the council for its first development, at 
Pontoon Dock Health Centre, and agreed to obtain 23 sites from the council, ELFT, GPs 
and other partners. 
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Spotlight on: Redevelopment of Whipps Cross Hospital, Leytonstone 
 
The redevelopment of Whipps Cross is an once-in-a-lifetime opportunity to design a new 
hospital from scratch. It is also a unique chance to be at the forefront of national efforts to 
transform how healthcare is provided for local people, as set out in the NHS Long Term 
Plan. 
 
Barts Health is one of six hospital trusts included in the Health Infrastructure Plan, which 
means a share of the £2.7 billion new money announced by the government for a new 
hospital to be built between 2020 and 2025. Our vision is for that new hospital to be within 
a wider health and wellbeing setting, alongside new homes, leisure, culture and other 
community facilities. A new hospital, with a full range of acute health services for a 
growing population, could be built on a fraction of the land now occupied at Whipps Cross. 
The site’s masterplanning options envisage a new, taller, building on about one-fifth of the 
site, bringing all the hospital’s services closer together under one roof. The remainder of 
the estate would be released for much-needed new homes and community facilities.   
 
Over 43% of the hospital’s estate pre-dates the NHS (more than double the national 
average). Many of the hospital buildings are not fit for purpose for 21st century care - 
having one of the largest backlog maintenance challenges in the country – and clinical 
adjacencies are poor, compromising the delivery of safe and efficient clinical services, 
which adversely impacts both patients and staff. 
 
The new hospital will continue to provide a core set of emergency, secondary care and 
specialist services, but the proposed redevelopment presents a unique opportunity to 
establish a wider health and wellbeing campus to support the delivery of integrated health 
and social care by a number of connected teams, along with supporting infrastructure. 
This would include housing, leisure and culture, to provide holistic care to the local 
population designed around their needs.  
 
There is the opportunity to design new clinical pathways, a diverse range of support for 
patients, carers and families. This will be supported by innovative workforce models that 
draw on the strengths of the organisations within our system and the economic growth 
potential of the area to realise operational and economic efficiencies – the core of an 
integrated care system. We are working as one NEL system on our entire acute planning 
across all sites to ensure that all implications and opportunities between Whipps Cross, 
Homerton Hospital, Newham Hospital and King George Hospital are clearly defined. 
 
A refreshed Strategic Outline Case (SOC) is currently in development, with the 
involvement and support of partners across NEL. This includes the development of a 
health and care services strategy for Whipps Cross, which will be a key part of delivering 
the aspirations in the long term plan for our system. Common features of the emerging 
new models of care include: faster access to specialist treatment; rapid diagnostics and 
same day results; better care co-ordination; and closer working with primary and 
community services to deliver more care closer to home.  
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Implementation plan 

By the end of 2019/20 By the end of 2020/21 By the end of 2021/22 

 
Refresh of NEL estates 
strategy and prioritised 
capital pipeline. 
 
Target to improve current 
utilisation average of around 
60% for clinical space 
 

 
Single London Capital 
Pipeline for investment 
 
 
Redesign leasing and 
finance structure to improve 
sessional utilisation of 
clinical space. 
 

 
Phased investment being 
delivered via London capital 
allocation. 
 
80% utilisation of clinical 
space 
 
 
 

Identify further estate 
consolidation opportunities  

Work with local authorities 
to review all public service 
estate and identify 
colocation opportunities 
 

Have a single public estate 
plan for each local system  

Whipps Cross Hospital 
Strategic Outline Case 
approval 

Whipps Cross Hospital 
Outline Business case 
approval 
 

Whipps Cross Full Business 
case approval 

St George’s Outline 
Business case approval and 
land transferred to NELFT  

St George’s full business 
case approval and start on 
site. 
 
 

St George’s health and 
wellbeing hub opens and 
disposal of Elm Park Clinic 
by NELFT securing £950k 
for the local system. 
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Research and innovation 
 
We are committed to providing the best care for patients and recognise that by supporting 
research and innovation, we can enable breakthroughs, support prevention of illness and 
earlier diagnosis, speed up the development of more effective treatments, and ultimately 
improve patient outcomes. 
 
Building on our existing partnership strengths, we are keen to develop a more strategic 
approach to research and innovation across the partnership - our clinical senate is taking the 
lead in this with support from UCLPartners, our academic health science partnership. 
 
Our key strategic priorities on research and innovation include:  
 

1. Increasing the number of people participating in research 
We will work to increase the number of people who are offered an opportunity to 
participate in health research. We are already doing this through our existing centres 
of excellence for example in CVD and will continue to develop this for our new 
centres of excellence including in mental health. We will also do this by working with 
our local academic partners, primary care networks and other health care providers 
to develop and agree a process which disseminates information on relevant research 
projects and facilitates recruitment of research participants across NEL. We will also 
explore the use of the NHS App for promoting research participation.  

 
2. Increasing the number of people participating in research 

We will work to increase the number of people who are offered an opportunity to 
participate in health research. We will do this by working with our local academic 
partners, primary care networks and other health care providers to develop and 
agree a process which disseminates information on relevant research projects and 
facilitates recruitment of research participants across NEL. We will also explore the 
use of the NHS App for promoting research participation.  
 

3. Meeting excess treatment costs  
We will continue working in collaboration with the Local Clinical Research Networks 
(LCRN) and NHS England to ensure that the treatment costs of patients involved in 
non-commercial research funded by the government and research charities, are met 
in a consistent, efficient and transparent way.  
 

4. Increasing the number of health and care professionals engaging in research 
We will increase the opportunities for health and care professionals to engage in 
research-related activities and develop their skills on data coding and handling as 
well as interpretation of research findings. Apart from a positive impact on workforce 
recruitment and retention, such an approach can also assist to improve data quality, 
facilitate the translation of research evidence into practice and enable shared and 
informed decision making.  
 

5. Tailoring research to local priorities 
We aim to develop a more proactive approach that ensures that local research 
addresses the needs of our population, promotes personalised care and reduces 
health inequalities. We will systematically reflect on our data and outcomes in order 
to identify unwarranted variation and we will engage with local stakeholders 
(including patients and their families/carers, front-line health and care professionals, 
the voluntary sector and academic partners) to develop our local research priorities.  
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6. Contributing to creating a learning NHS environment that fosters evidence-

based practice and innovation 
We will promote evidence-based care and support the evaluation of local 
innovations. We will work with innovation partners (including the local AHSN and 
Care City) and will explore the opportunities that the regional test bed clusters may 
offer. We will facilitate the adoption of successful innovations and service 
improvements across north east London.   
 

We are committed on building on our existing relationships with our local academic partners, 
the Quality Improvement expertise of several of our provider organisations and the 
significant progress in digital transformation in order to achieve a real expansion of research 
and innovation in NEL which will result in improved outcomes for patients, staff and the wider 
system.  
 

Spotlight on: Barts Life Sciences  
 
The need for pioneering, effective and affordable innovations in healthcare has never 
been greater. People in the UK, and the world, are living longer but not necessarily 
healthier lives. Barts Health NHS Trust and Queen Mary University of London, supported 
by Barts Charity have come together in a powerful partnership to help accelerate the latest 
healthcare innovations from bench to bedside. The partnership is called Barts Life 
Sciences. 
 
Together, as Barts Life Sciences we have all the core components required to transform 
patient care for those living locally, nationally and internationally. As a partnership 
between a world-renowned research university and one of the largest hospital groups in 
the country, located in one of the best connected cities in the world we have something 
special to offer.  
 
The vision is to create a life sciences hub in Whitechapel that will: 

 Accelerate research and development through the innovation chain from the bench 
to the bedside 

 Transform health and wellbeing, reducing inequalities and improving patient care 

 Create a sustainable NHS that is recognised as a world-leader in prevention, 
prediction and precision healthcare 

 
It will utilise data to drive innovation and deliver personalised treatments, position the UK 
at the forefront of life sciences innovation and create the infrastructure to promote growth.  
 
There are three core priorities: 

 Prediction – Artificial intelligence will play a vital role in allowing us to predict 
which medical conditions affect people, how the condition might evolve over time 
and what treatments might prove most effective. We have one of the largest 
patient populations in the country and access to extensive longitudinal data sets 
across east London. Used appropriately this data will be a rich resource for the 
discovery and delivery of new technologies using predictive AI-enabled healthcare 
tools. 

 Prevention – In order to tackle the significant challenge of avoidable long-term 
conditions, we must pioneer new ways that people can remain healthy. As an 
organisation with one of the most diverse local populations anywhere in Europe, 
we understand the prevalence of long-term conditions and the effect they have on 
patients, society and health systems. These insights should be harnessed for the 
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discovery of innovations that maintain good health that can be delivered in the real 
world. 

 Precision – Medicines of the future will be personalised to each of us. Using an 
individual’s genetic code, we will be able to develop medicines that are tailored to 
each patient. This will ensure that we are delivering the best care to the patient, 
every time. We will avoid the need to expose patients to multiple treatments before 
finding one that works, delivering the best care for the patient and saving time and 
resource for health systems. 

 
The plan to create the additional one million sqft of life sciences space will be delivered 
over five years from 2023 to 2028. The development will include commercial life sciences 
space, new teaching, research and academic facilities, clinical research facilities and a 
new, integrated health care centre for primary and urgent services. The hub will enable 
the development of strategic research and development partnerships, working with 
researchers and clinical staff on the delivery of end to end clinical trials within a globally 
representative population. 
 
East London Genes and Health 
The East London Genes and Health programme is a longitudinal study of people of 
Bangladeshi and Pakistani ethnicity within the east London community. This study is 
looking at the genetic makeup of volunteers to help researchers understand more about 
the nature of disease in the community. Findings will provide information on various health 
conditions that affect the population at large, and drive precision-based treatments for 
conditions such as heart disease and diabetes, transforming health outcomes locally and 
worldwide. 
 
Clinical research 
Currently there are over 32,000 patients from the local community actively involved in 
clinical research programmes, and in terms of scale, Barts Life Sciences is home to some 
of the largest clinical trials in the UK. The insights from these unique data sets can – and 
already are – being used to help drive the creation of new solutions which will aid the 
reduction of health inequalities locally, nationally and around the world.  

 
Artificial intelligence (AI) 
We will work with local providers to ensure the developments made by the national AI lab 
are adopted across NEL. The focus on diagnostics and treatments enabled by AI present an 
exciting opportunity for improving both the quality and efficiency of healthcare delivery, and 
we will work to utilise AI to augment clinical practice across the NEL system. 
 
Genomics 
We will draw on our existing strengths and partnerships in genomic medicine to support 
delivery of the Government’s Life Sciences Strategy and increase access to personalised 
medicine for our diverse population, this also supports development of new care models and 
less bed-based care. This includes: 

 Active participation in the 100,000 Genomes Project as members of the North 
Thames Genomic Medicine Centre and Clinical Research Network (Professor Sir 
Mark Caulfield Chief Scientist and Interim CEO of Genomics England is also Director 
of the William Harvey Research Institute and Professor of Clinical Pharmacology at 
Queen Mary’s University of London) 

 Our NIHR Barts Health Biomedical Research Centre awarded in 2017 with a focus 
on translational genomics relating to inherited common and rare disorders, and the 
development of diagnostic and therapeutic cardiovascular devises and innovative 
trials (linked to Barts Heart Centre) 
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 East London Genes and Health led by Queen Mary’s University of London and Barts 
Health which is one of the world’s largest community-based genetics studies aiming 
to improve the health among people of Pakistani and Bangladeshi heritage through 
analysing the genes of 100,000 local people 

 Through our membership of the UCLPartners Academic Health Science Centre and 
Network. 

 
We have also started discussions with the new London North Genomics Laboratory Hub 
based at Great Ormond Street Hospital including how we strengthen links between the GLH 
and the North Central and East London Cancer Alliance particularly as we realign our cancer 
partnership around our footprint and deliver our new cancer diagnostic centre; and secondly 
how we ensure equality of access to genomic testing across pathways and local populations 
within NEL.  
 

Spotlight on: Care City 
 
Care City is an innovation centre for healthy ageing and regeneration, based in Barking 
and co-founded by the London Borough of Barking and Dagenham and NELFT. An 
independent community interest company, Care City enables research, innovation and 
education to create a happier, healthier older age for the people of north east London. The 
organisation works as the innovation partner to north east London’s health and care 
system, enabling work of local benefit and national significance. 
 
Among its many projects, Care City was part of the first wave of the test bed programme, 
run by NHS England and the Office for Life Sciences. Within the programme, Care City 
worked with: 

 Barts Health, North East London Local Pharmaceutical Committee, Waltham 
Forest CCG and Alivecor to develop a new screening and treatment pathway for 
atrial fibrillation 

 Primary care in Barking and Dagenham and HealthUnlocked to build a social-
prescribing plug-in for GP information systems 

 
Both of these services are now going to scale across BHR, and being shared with 
partners nationally. 
 
Building on these successes, Care City was the only test bed to transition to wave two of 
the programme. Its focus now is developing enhanced, digitally-supported roles for 
support staff: 

 Domiciliary carers 

 Healthcare assistants in primary care 

 Administrators within acute settings 
 
Digital innovation has huge potential to enhance the productivity, job satisfaction and 
progression of people across these roles, and to tackle north east London’s challenges of 
workforce and integration. Care City’s partnerships with the system means that this work 
is benefiting from the engagement and support of key leaders and clinicians across north 
east London, and has the potential to spread across the system. 
 
Care City is a social enterprise, with twelve staff and ten projects - funded by Skills for 
Care, The Health Foundation, UCLPartners and the UFI Charitable Trust among others - 
attracting talent, ideas and resources to East London’s health system. As NHS England 
looks to embed test beds in regional clusters, Care City providers a model of how 
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entrepreneurial development can be combined with deep system partnership and real 
impact. 

 

Chapter engagement summary 
 
People told us 
 
“More services and staff to be available. At present services are full, with long waiting 
lists.” 
 
“The NHS Trust I am working for makes health care professionals feel difficult to report 
sick. How can we expect such a trust is capable to promote healthy lives?” 
 
“Provide more health professionals.” 
 
“Keep in mind that poverty and low income is a major impediment to people achieving good health.” 
 
“Take a public health stand on local poverty, inequality, bad housing and the need for family 
support.” 

 
Feedback has focused on the need to make sure people understand the benefits and the 
challenges of the enablers.  
 
There is significant interest in how we will secure the supply of workforce and the focus on 
engaging and recruiting from our local population, including the challenges of doing this 
within the confines of current use of the apprentice levy and how the opportunities to work 
across health and care will be developed and marketed.  
 
There is strong support for the agreed priorities of focus on recruitment and retention and 
engaging schools and colleges on entry points and the need to ‘grow our own’.   
Investment in research and innovation has been welcomed, with a member of the public 
saying “I think efforts to educate the public to be able to make decisions with enough 
understanding to choose rationally are needed particularly in this area.” 
 
Ensuring electronic patient records are securely held has been raised by a number of 
different groups and as part of the One London work this will be further explored in 
stakeholder workshops and deliberative events.  
 
There is significant interest in estates at a local level – what is happening to my local GP 
practice/health centre/hospital and ensuring there is investment locally, rather than just on 
large hospitals. We need to ensure we explain this clearly in future.   
 
A Community Engagement Action Group (CEAG) to support the redevelopment of Whipps 
Cross has been set up to proactively engage with members of the community proactively, 
as well as a Redevelopment Patient and Public Reference Group involving patients from 
the Whipps Cross Patients’ panel, Healthwatch and the CEAG. In addition a number of 
public meetings have been held to engage with local people, as well as the co-production 
of a number of communications materials. 
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Chapter summary 
 

 To deliver our plan we will need to ensure we have a robust workforce programme in 
place focused on supporting our current workforce to thrive, improving our leadership 
culture, addressing shortages in nursing, developing a workforce able to deliver 21st 
century care and developing a new operating model for workforce. 

 Digital transformation will also be a key enabling function to deliver our ambitions. We 
will continue to build on the work we have done around shared records and accelerate 
the use of digital for patients in primary care. 

 Infrastructure is a key enabler to facilitate the delivery of this plan and through our 
estates programme we will work together to deliver care in modern, fit for purpose 
buildings.  

 As a partnership we will utilise research and development to support the delivery of the 
best care for patients. This will involve increasing the number of people participating in 
research, meeting excess treatment costs, increasing the number of health and care 
professionals engaging in research and creating a learning environment that fosters 
evidence based practice and innovation. 
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CHAPTER 7 - SUSTAINABILITY 
 
Finance 
 
Since the establishment of the STP in 2016, ELHCP partners have been working in 
collaboration to produce aligned and integrated finance and activity planning.  In addition to 
this, we have developed a shared approach to strategic financial planning and more 
collaborative ways of monitoring and measuring productivity and efficiency across 
operations.  This chapter will describe how we are moving from an organisation specific 
approach to financial management to one focused on supporting the development of the ICS 
and integrated care at the level of place. 
 
Financial strategy – an overarching vision for finance and contracting 
Senior leaders in NEL have come together to agree a new approach to managing our 
finances, supporting the collaboration required to create integrated care systems and deliver 
the benefits outlined in the LTP. We have agreed we need to consider and address the 
following:  

1. How can we best spend our health and care resource to improve population 
outcomes? 

2. How do we best arrange financial flows through organisations to incentivise our 
workforce? 

3. How do we reduce non value adding activity in finance to improve efficiency, enrich 
roles and attract and develop highly skilled finance teams of leaders? 

4. How do we organise the supporting governance framework to enable and empower a 
population health approach? 

5. How do we further develop and embed a culture that promotes collaboration, support 
and mutual aid? 

 
To deliver the investments and stabilise the system financially, there is a need to continue to 
reduce waste system, improve efficiency and reduce avoidable variances in delivery of 
services. The objective of which is to free up resources to redirect to meet the transformation 
and improvement we need to undergo, to meet the challenges of our LTP. The extra 
allocation resources alone won’t afford us the investments, we need the efficiencies to meet 
these challenges and is a normal part of challenge of delivering health services. 
 
We have agreed we need to develop a new financial framework and a set of strategic 
objectives to help us to collectively address these challenges and deliver the five tests for 
finance set out in the national Long Term Plan. 
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Five tests for finance 
 
Test 1 – all organisations to be in financial balance by 2023/24 
ELHCP will meet the financial improvement trajectories, as required, during the period of 
the plan. 
 
Test 2 – 1.1% productivity growth 
1.1% productivity growth is assumed throughout the plan as a minimum, significantly 
higher level of efficiency are required to deliver the ELHCP LTP: 
 
Test 3 – reducing demand through better integration and prevention 
Driving a step change in the level of integrated care our patients receive is a crucial plank 
of our plan. Closer working between primary services, community services and social care 
through the primary care networks in a neighbourhood setting will drive a reduction in 
demand. Allied with this approach is the increasing focus on prevention in all our activities 
which we will deliver through the prevention investment standard.  
 
Test 4 – the NHS will reduce unjustified variation in performance 
ELHCP has a well-developed modelling tool based on Power BI, which makes use of a 
range of data sources to map disease prevalence against healthcare delivery to model 
unmet need and health inequalities. This will be further refined to support the prioritisation 
of the new LTP transformation funding for maximum benefit. 
 
Test 5 – the NHS will make better use of capital investment and its existing assets 
to drive transformation  
ELHCP will develop measures to help determine existing use of capital investments 
alongside national guidance, once published. These measures will help ELHCP make 
better capital investment decisions and support transformation. 
 

 
System reform and integrated governance  
As we develop our thinking towards the creation of an ICS for NEL, we are exploring the 
potential this opportunity provides to support the development of more integrated system 
working at a place-based level. In particular, a single CCG for NEL would place the statutory 
restrictions of regulation and contracting one degree removed from the local system 
partnership. 
 
The current ring-fenced single CCG allocation would be replaced by the devolution of CCG 
Budgets to borough-level subcommittees comprised of: 

• Commissioners 
• Providers 
• Local authority social care 
• Local authority public health 

 
In turn, this would release the sub-system from the restrictions of a direct contract. The 
contract would still need to be in place legally but could be held by NEL CCG. Under the 
legislative changes outlined in the LTP the partnership could be a joint committee and a 
formal sub-committee of each of the statutory partners – the CCG governing body, trust 
board and potentially local authority. The committee could receive a devolved ‘whole 
population budget’ and devolved accountability for delivery from the CCG, and in due course 
this could be aligned to, or pooled with, local authority funding for social care.  This would 
create a shared and collective requirement to plan local health services and maintain 
financial balance within the place based budget. 
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Over time, the concept of ‘commissioning’ as a separate function delivered through a 
contract would fade from the local system environment – instead, the transformation, 
contracting, analytics and business intelligence resources, much of which are currently 
deployed in service the contracting function could be redirected towards a common aim.  
Meanwhile the formal contracts would be held at NEL level and would reflect the financial 
implications of the decisions around resource deployment made in collaboration between 
partners at the place / sub-system based committee. 
 
Developing a new approach to contracting 
As we move away from the annual cycle of contracting and the price x activity planning 
approach, we will simplify contracting and ensure that our valuable and highly skilled 
technical analytics resource is able to focus on the elimination of waste rather than the non-
value added activities of counting and coding, countered with claims and challenges.  
Instead, we will move the contracting function up to the NEL CCG level and free up the place 
environment at local system level  
 
As an example, in the BHR system, there is agreement in principle to the following:  

 the creation of a single unified BHR system strategy encompassing BHRUT, NELFT 
and the BHR CCGs; 

 a consolidated 20/21 operating plan narrative and agreed set of objectives;  

 a four year contract to align with the cycle of the LTP 
 
This approach builds on the contract approach of average pricing and more aligned 
incentives, which has been successful in 2019/20 and has enables the combined CCG and 
provider analytics capacity and capability to re-focus efforts on improving the visibility of 
productivity information and targeting and eliminating waste. 
 
Aligned QIPP and CIP 
As we move towards fully integrated transformation planning using a population health 
approach, we will move away from the binary, sector-specific approach to efficiency that has 
seen allocative efficiency as the role of commissioners and technical efficiency the role of 
providers.  In reality, the degree of genuine allocative efficiency delivery has been limited 
within the health sector nationally, outside of large scale service reconfiguration.  In part, the 
mechanics of a PbR contracting approach has led to misaligned incentives with 
commissioner led clinical pathway transformation (QIPP) being transacted in the currency of 
reduced activity or reduced price, which create a perverse disincentive for provider partners 
to resist implementation. We are committed to developing an approach that focuses on 
optimising quality and value and the identification and elimination of waste – such as less 
wasted time and greater asset utilisation, together with less inappropriate or unnecessary 
interventions and less unwarranted variation.  
 
This can be summarised as follows: 
 

Quality = [Appropriateness] x {(Outcomes + Experience)/Waste} 
 

1. Individual level costing? 
We will need to measure this equation at the level of the individual. The value side will 
require a re-orientation of traditional financial analysis from organisational spend to system 
spend on individuals. Some parts of the system may have patient level costing – an early 
priority will be to agree how this is standardised across systems, including local authorities, 
so a sufficiently accurate picture can be drawn of the individual patient journey and 
associated system costs. If we can’t measure the status quo, we will struggle to target and 
measure improvement. 
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2. Measuring waste? 
We will also need to complement costing with a standard framework to measure waste 
across the system – the cost of not operating at an optimal level. A simple example is 
theatre utilisation – a 10% shortfall against target is worth £xx. This is an important concept, 
which will help us move from cost reduction to waste reduction, and in turn value creation.  
 

3. Embedding in pathway transformation? 
The equation then needs to be embedded into pathway transformation – each aspect of 
existing pathways reviewed in detail to maximise experience and outcomes, and minimise 
waste. This is not a trivial exercise. Pathway redesign will need to be explicit and detailed on 
what it needs from the enablers of workforce, digital and estates, which in turn will need to 
be designed to minimise waste through designs which are flexible and variable as demand 
and technology changes  
 
Integrated financial planning 
Since 2016 we have been working towards a more aligned and integrated approach to 
Finance and Activity Planning. We established the Operating Delivery Group (ODG) as a 
formal set of governance to oversee the process of planning, reporting into the ELHCP 
Executive and supported by an appropriate finance and modelling technical sub-group. The 
ODG meets weekly and is a valuable touchpoint for all partners to share assumptions, check 
alignment and ensure there is a regular forum to ensure planning alignment, and an ongoing 
dialogue to resolve gaps where they arise. 
 
We have developed a system control total monitoring tool (SCTMT).  This was initially 
developed in partnership with PWC but is now run in-house. The tool runs off the monthly 
FIMS and ISFE returns of all twelve NHS partners plus specialised commissioning, and 
tracks both the system wide delivery of organisational control totals aggregated up to the 
system control total, and in addition it reconciles trust income and CCG expenditure 
assumptions to identify contract triangulation issues. In the past these have been hidden and 
often overlooked within the complexity of aggregated control total projections, and having 
early sight of these issues has enabled a proactive approach to resolution which has helped 
both land the contract positions in challenging circumstances, and to minimise the planning 
gaps in NEL-aligned submissions. 
 
Integrated approach to efficiency and productivity  
We have developed a system wide finance and activity modelling tool which holds data from 
all five providers. This has been rolling out to primary care across NEL for the last 18 months 
and is nearly complete. In addition, we are developing the datasets for social care. This will 
create a combined dataset capable of supporting population health management. We are 
exploring ways in which this tool can be developed further to include workforce, estates and 
other operational data to support fully integrated system wide demand and capacity 
modelling. This will also assist in the production of NEL wide benchmarking and near-real-
time operational efficiency and productivity data to assist in operational planning, resource 
optimisation and best sharing of practice. 
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Our situation 
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These substantial increases in funding, however are met by equally substantial challenges 
that need to be overcome to enable NEL to meet the requirements of the LTP and meet our 
strategic financial objectives to: 

 Become a thriving and financially sustainable system with all organisations in 
recurrent balance 

 Make better use of population health data to understand the underlying prevalence 
and health needs of our population, and a whole system approach to allocating 
resources based on need 

 Establish a new set of contracting arrangements that move us from a transactional 
approach based on activity volumes to an allocative approach that supports 
population health management 

 Make a commitment to the mental health and primary care / community minimum 
investment standards, and development of a similar approach to protect investment 
in prevention 

 Support transformation programme through managing the risk of stranded costs, 
recognising the double running cost of transition and positively incentivising change 

 Support the development of a workforce to deliver the new models of care 

 Provide an infrastructure to support more community-based care 

 Deliver a financial plan that meets our financial improvement trajectories.  
 
Delivery challenges  
What are the many challenges which mean, even with an extra 16% funding by 2023/24, 
that our plan will still require substantial central funding? Our finances starts in deficit; in 
2019/20 before central funding the system has a planned deficit of £144m and even after 
central funding of £83m, an agreed deficit target of £61m.  
 
The financial improvement trajectory for ELHCP to 2023/24:  

 
This envisages a £66m improvement in the financial outturn in part brought about by an 
increase in central funding of £23m by 2023/24. 

 
Trajectory and central funding expectations 

 

Financial 

Improvement 

Trajectory

Indicative 

FRF

Financial 

Improvement 

Trajectory

Indicative FRF Financial 

Improvement 

Trajectory

Indicative FRF Financial 

Improvement 

Trajectory

Indicative FRF

excl. FRF excl. FRF excl. FRF excl. FRF

£'m £'m £'m £'m £'m £'m £'m £'m

Barking & Dagenham CCG 3.17 1.73 0.14 0.13

City & Hackney CCG

Havering CCG 4.11 4.29 4.26 0.18

Newham CCG

Redbridge CCG 3.98 0.25 0.17 0.15

Waltham Forest CCG

Tower Hamlets CCG

BHRUT -46.25 39.84 -42.91 39.84 -39.83 39.84 -37.10 37.10

Barts -85.39 39.84 -80.54 39.84 -76.44 76.44 -72.69 72.69

ELFT 2.25 2.33 2.41 2.49

HUH 1.68 1.74 1.79 1.85

NELFT

Total -116.45 79.69 -113.11 79.69 -107.50 116.28 -104.99 109.79

Target inc FRF -36.76 -33.42 8.78 4.80

2020/21 2021/22 2022/23 2023/24
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To enable this improvement in the systems financial position, collective efficiencies in excess 
of £140m each year are necessary: 

 
 

Our population projected to grow by 6% over the LTP plan, faster than England as a whole 
and London.  
 

          

 
 

This is also a longer-term trend, driven by huge new building developments along the 
Barking Riverside development and ongoing redevelopment of Stratford. It is estimated that 
over the next 15 years, an average of 25,000 new residents a year will move to north east 
London. This is 50% higher than the expected London average and twice as high as 
England. 
 
The additional new population is expected to be younger than the average of the existing 
population, increasing demand for services required by young families (maternity, primary 
care related to paediatrics, A&E) on top of the existing aging populations continuing care and 
long-term condition needs. 
 
National inflation assumptions alone aggregate to 9.1% over the plan period; combined with 
population growth assumptions, represents almost 14% increase over this period; by 

2020/21 2021/22 2022/23 2023/24

£'m £'m £'m £'m

Provider 113,575 96,702 89,051 86,520

Commissioner 60,350 57,474 56,084 55,736

Total Efficiencies 173,925 154,176 145,135 142,256



Strategy Delivery Plan for north east London  DRAFT 
Final draft for NHS England, 15 November 2019 

229 

comparison the impact of meeting the mandated MHIS adds an aggregate 20% increase in 
the cost of funding MH services by 2023/24 
 

 
 
Enacting transformational change; as described in this plan to create the new services to 
meet the demands of the future and help mitigate financial and workforce challenges. A 
significant proportion of the efficiencies identified as necessary to deliver the LTP require are 
transformational, increasing the risk to delivery of the plan. The upside though, is if we 
achieve the change, we will have step change improvement to the sustainability of north east 
London.  
 
Capital investment; an historic legacy of cash shortages from running deficits at our two 
largest providers, requires investment to resolve extensive backlog maintenance issues to 
improve NELs estate alongside further investment in the new technologies to enable and 
support the service transformation needed. These investments total c£700m to 2023/24 with 
£250m of so called ‘emergency’ loan funding required to be approved to afford these 
developments.  
 
Workforce challenge; including recruitment, retention and reducing the additional cost of 
agency usage. 
 
The ongoing pressure on local authority funding continues to put pressure on the social care 
funds, which impact on the health and wellbeing of various sections of our population and 
ultimately financial pressure on ELHCP. These challenges are outside the direct control of 
ELHCP, however, as part of our integrated care system, which include the local authorities 
we are working to mitigate as best we can the overall effects. 
 
We need to change the financial relationships between the commissioning and providing 
sides of ELHCP. Currently CCGs employs a range of contract mechanisms ranging from 
block (mental health, community services) to activity based contracts (acute care). The 
system is actively exploring alternative contract approaches as part of moving to an 
integrated care system and delivering the priorities in the Long Term Plan. 
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Options under review include: 

 Move towards intelligent fixed payment system for urgent and emergency care 

 An extension to the current blended tariff mechanism drawing in more areas other 
than purely non-elective 

 Fixed payment for outpatients to incentivise move to non-face to face care delivery 
on a specialty basis 

 Capitated approach towards system funding for non-elective activity using risk 
stratification/population health management 

o Supporting the integration of primary, community and mental health  
o Moving towards needs-based allocations (JSNA) 

 Cap and collar with marginal rates for elective activity 

 Outcomes based payment to incentivise quality. 
 
Each option has its relative merits and ultimately a solution(s) that best support of delivery of 
healthcare in north east London will be selected. 
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Environmental and social sustainability  
 
Sustainable development is an urgent priority. The NHS already disproportionately bears the 
impact for many societal health issues including air pollution, poverty and low social mobility. 
We need to deliver services which are environmentally sustainable and which maximise the 
opportunities for wider social value and embed sustainable development principles at the 
heart of integrated care. 
 
We want to ensure a sustainable health and care system that works within the available 
environmental and social resources protecting and improving health now, and for future 
generations. A sustainable health and care system is achieved by delivering high quality care 
and improved public health without exhausting natural resources or causing severe ecological 
damage. 
 
This means:  

 Taking urgent action to reduce carbon emissions and pollution 

 Tackling waste and inefficiency in the system and make the best use of scarce 
resources 

 Building resilience to the changing climate, both in practical adaptation and 
community cohesion  

 Nurturing community strengths and assets, capitalising on current work to develop 
anchor organisations and the potential to increase social value 

 Committing to the goals identified by the Sustainable Development Unit to embed and 
promote sustainable development. 

 
We are working across our health and care partnerships, and with local residents, to define 
the local social and environmental priorities. This will help our leaders to bring social and 
environmental value to the forefront of how we plan and deliver health and care services 
 
Building on the success in the City and Hackney local system, we will create two further local 
system level sustainable development plans – one for WEL and one for BHR. These plans 
set out how to improve prevention, target environmental hotspots (e.g. air pollution, energy 
and waste) address national priorities (e.g. carbon reduction) and capitalise on social value 
from commissioning and procurement activity. The plans will feed into and support individual 
organisational plans, build on and share current and best practice (local and national), 
comply with national requirements and legislation, and support innovation between the three 
local systems. While the three strategies will support and build on local activity, overarching 
themes and outcomes will align at a north east London and national level.  
 
Ensuring a successful sustainable development plan for north east London will not only 
reduce negative impacts – it will create maximum positive impact in the lives of local people.   
 
This means how we:  

• Design and deliver healthcare without harm 
• Mobilise immediate and effective climate action  
• Make choices that enhance the wellbeing and life-opportunities for our residents  
• Make choices that help us to live and thrive within our planetary boundaries 
• Ensure that our progress does not leave anyone behind  
• Collaborate and co-produce at every level. 

 
We are leading action in areas based on the Sustainable Development Management using 
the Sustainable Development Assessment Tool (SDAT) to track progress.   
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To ensure we meet our sustainable ambitions we are strategically placing accountability 
throughout NEL, at various levels of leadership and governing body positions. We are also 
taking a bottom-up approach to developing our plans to enable our significant workforce in 
NEL to take ownership of our sustainable development plans and embed them into ‘the way 
we do things around here’.  
 
Travel  
The NHS is responsible for 5% of all journeys made in this country. As a group of 
organisations, we are committed to encourage active travel, e.g. walking to meetings, 
cycling, and car sharing and providers are exploring the potential for greater use of bicycles, 
electric/hybrid cars by staff and patient transport services. Examples of this include 
restricting new car loans for staff to hybrid or electric vehicles, positively promoting public 
transport and cycle loan schemes to staff, and we are working closely with Transport for 
London on specific plans for each of our main NHS locations to encourage patients and 
visitors to use more sustainable travel solutions.  
 
Across NEL we are supporting staff to obtain maximum benefit from IT solutions e.g. 
providing portable devices and flexible working arrangements to minimise travel where 
appropriate. We are currently planning for the redevelopment of the Whipps Cross Hospital 
site in Leytonstone, and are committed for the new facility to be environmentally sustainable.  
 
Procurement  
We are committed to improving and enhancing the embedded sustainable development and 
carbon efficiency principles within our procurement systems and processes.  Bidders are 
required to demonstrate how they will meet these expectations around environmental 
impacts on the delivery of their services. Providers are required through the NHS contract to 
demonstrate progress on climate change adaptation, mitigation and sustainable 
development, including performance against carbon reduction management plans, and to 
provide a summary of that progress in their annual reports. 
 
Significant opportunity to boost social and environmental value through our procurement 
processes have been identified in C&H and we expect to find the same across wider NEL. 
Capitalising on these opportunities, collaborating and sharing success will be paramount to 
our work over the next (length of plan) years. 
 
Procurement leads from across the partnership are joining together to help standardise 
improvement across NEL and share best practice and learning.   
 
Facilities management  
Facilities management has a key role in making the NHS more sustainable.  Sustainable 
facilities management ensures that environmental impacts are minimised and local 
economies and communities are supported in the operation of the NHS estate. This means:  

 Complying with environmental and other appropriate legislation.  

 Making highly efficient use of resources such as energy, water, land and products.  

 Preventing and minimising waste.  

 Protecting green space and biodiversity.  

 Supporting local communities and economies. 
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At a staff level, all organisations in the partnership are committed to make the most efficient 
use of resources e.g. by: 

 Recycling paper, cardboard, toner and printer cartridges  

 Installing low energy light bulbs  

 Limiting access to printers via staff ID badges and discouraging colour printing  

 Increasing use of online solutions for routine business processes e.g. Workforce 
online system for staff management and payslips, software solutions for viewing 
meeting papers on devices. 

 
Buildings  
Decisions about the planning, design and construction of new buildings and the 
refurbishment of existing ones are important opportunities to contribute to health and 
wellbeing and to a more sustainable NHS.  
 
In all building and refurbishment schemes we are working with contractors to ensure 
sustainable development objectives are properly specified, understood and delivered, and to 
meet the formal requirement to apply the BREEAM healthcare environmental and 
sustainability standard where appropriate. 
 
We are using building projects to trigger improvement in other areas, like designing with 
wellbeing in mind, promoting active travel and cutting carbon, and expanding green and 
natural spaces. We are maximising sustainability performance through all phases of a 
building’s lifetime – planning, design, construction and operation and intend to support a 
strong and sustainable local economy by involving local suppliers in building projects.  
 
We are also exploring ways we can improve health and wellbeing in primary care networks 
through sustainable initiatives, for example, supporting food growing networks or enabling 
small scale community energy project centred around GP member practices, 
 
Outcomes 
We will develop and advance the principles of commissioning environmentally sound and 
efficient services - from a local and global perspective - and the commitment to social value, 
across NEL: 

 Co-create sustainable development plans for WEL and BHR that support and 
enhance organisational objectives and provide structured opportunities to pool 
resources. 

 Highlight opportunities for improvement in current sustainable development plans 
using the SDA tool  

 Prioritise a healthcare without harm approach. 

 Create engaged and accountable leads, and inspired delivery roles, across WEL and 
BHR organisations that are equipped to mobilise a fresh sustainable approach to 
health and care for 2020/21. 

 Establish the NEL partnership as a beacon for sustainable best practice. 
 

Chapter engagement summary 
 
Feedback from local people has focused on a need to understand how our funding is 
spent, ensuring it is spent efficiently and effectively and that we are transparent about 
what it is spent on. This will be further explored in our engagement delivery plan.   
 
Environmental sustainability continues to be a priority for local people and we will work 
with our partners and residents to ensure that this is taken into account in our planning.  
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Chapter summary 
 

 We will work together as a partnership to meet the NHS five financial tests 

 We are committed to becoming a sustainable financial system   

 We will embed environmental and social sustainability across our footprint and deliver 
services which maximise the opportunities for wider social value 
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CHAPTER 8 – DELIVERY  
 
Delivery of the Long Term Plan across north east London  
 
This plan has highlighted an ambitious programme of transformation, which aims to improve 
the health of our growing population across NEL. Our focus will be to ensure that our 
population are supported to live healthier lives and to receive high quality care when it is 
required. We will be using our resources to increase investment in primary, community and 
mental health services whilst working in collaboration with our health, social care, voluntary 
and community sector partners. Governance for the ELHCP/NEL ICS will be reviewed in the 
context of the programme for delivery of the plan once our new independent chair has been 
appointed. 
 
In order to develop our response to the Long Term Plan we have undertaken a detailed and 
extensive planning process. To make our plan a reality and deliver the improvements to care 
and outcomes our plan outlines, we need to implement an equally rigorous process for 
delivery and assurance, as set out below.  

 
Our three local systems (and in turn their places and Primary Care Networks), will be central 
to the delivery of our plans. These systems will link align closely via the ICS system 
development programme as outlined below. 
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The key workstreams of our partnership that make up this plan will be governed through our 
Clinical Senate for issues related to clinical strategy and service models, provider 
collaboration via our new board for issues related to operational delivery impact and 
implementation of service changes, and to the joint commissioning committee for CCG 
boards for issues related to finance and commissioning budgets. All workstream issues 
requiring decisions will then be escalated to the ELHCP/ICS executive and board. There will 
be close collaboration between ELHCP and local system teams across the range of change 
programmes in our Strategy Delivery Plan. We will develop a reporting framework, including 
the metrics we have submitted via the Long Term Plan collection tool, to ensure progress 
can be monitored and improvement plans reviewed. 
 
Key principles of the accountability framework will be: 

 Supporting our delivery of the LTP, improving the quality of health care and outcomes in 
north east London  

 Focusing on supporting people and teams to deliver, changing the tone of assurance 
conversations while remaining challenging, with the governance meetings acting as a 
“critical friend” to our population-focused systems and ICS programmes 

 Supporting the identification of factors leading to issues impacting on delivery  and drive 
the development of effective mitigations, through a rigorously evidence based approach 
to monitoring delivery  

 Bringing together multiple threads of data to develop a holistic narrative of what is 
happening within north east London  

 Leading to sustainable improvements in quality, outcomes and performance across all 
areas of the north east London ICS  

 Identifying requirements for support at the organisation and system and implement these 

 Supporting a proportionate level of assurance oversight, linked to performance. 

 Ensuring clear lines of accountability for delivery, at the appropriate level within the ICS 
 
We understand the importance of ensuring our accountability framework is appropriate for 
north east London and its population-focused systems, as such we will be developing this 
process collaboratively with the organisations that make up the north east London ICS to 
ensure we have the correct structures in place. To facilitate this we will align this process 
with the appointment of the independent ICS chair at the end of November, so that they are 
able to influence and support the development of the Delivery Assurance Framework.  
 
Following appointment of the ICS chair, the key next steps are: 

 Developing the accompanying delivery monitoring process for the established 
governance framework, where our population-focused systems and programmes are 
held to account for delivery and identifies interventions to support and enable delivery as 
required  

 Bolstering our existing PMO processes, controls and team to support development,  
implementation and maintenance of the assurance framework  

 Implementing a monitoring and reporting process for each programme, increasing the 
level of scrutiny for our delivery plans  

 Working with each programme to identify additional performance metrics to support a 
holistic assessment of the progress programmes are making against delivery of our LTP 
ambitions  

 Developing a reporting dashboard, to support senior oversight of programme 
performance.  

We expect the Delivery Assurance Framework to go live in March 2020.   
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Building on our public engagement 
 
We are committed to working with our local community in the development and delivery of 
our plans. The plans outlined in this document build on the feedback gathered through 
engagement activity carried out by our partners, as well as through our citizen’s panel 
surveys, stakeholder meetings and partner events and forums. We believe that engagement 
should be part of a meaningful, honest and open dialogue and not be carried out for the 
sake of it or as part of a tick box exercise. 
 
Next steps 
Developing and embedding a shared approach across the system to timely and meaningful 
engagement is a priority for us and an important part of our journey to becoming an 
integrated care system. In some local systems – such as Tower Hamlets – partners are 
coming together to set collective aspirations around their engagement work, agree specific 
actions to improve the leadership, governance and skills for community engagement, 
strengthen local learning and set strategic priorities for engagement each year.  
 
We are now focused on the delivery of the commitments set out in our long-term plan and 
identifying where there are opportunities to involve local people over the next six months to a 
year. In doing this we are working closely with our partners across the system, all of whom 
have embedded engagement structures and regularly engage with local people and service 
users.  
 
Our current planning includes:  

 We have recently established a NEL Engagement Working Group, currently made up 
of our CCG engagement colleagues but soon to be made up of engagement leads 
across the system. We will use this forum to develop a detailed communications and 
engagement plan, making best use of shared resource, such as the Citizens’ Panel, 
and local insight to avoid duplication 

 Engagement will be a key part of ELHCP workstream implementation plans, through 
the development of an engagement planning template, encouraging early 
consideration 

 From January 2020 each of our CCG lay members will sit on an ELHCP workstream, 
feeding in their expertise to strategic areas of activity, and coming together as a 
group to share the learning and we have plans to extend this to trust lay members 
and governors 

 Early next year we will hold a co-production summit to develop a co-production 
charter with our partners 

 We will publish a ‘you said we did’ after each major piece of engagement activity, 
outlining how the feedback will be used. 

 
Staff engagement 
We know that engaging with our staff across north east London is absolutely key, and we 
are committed to providing regular opportunities to inform our staff about changes to the way 
we work and what this means for them, including staffing, governance and finance. We will 
ensure that we engage with staff through a variety of channels including lunch and learns, 
surveys, email bulletins and staff intranets. Our engagement with staff will go beyond 
informing to proactively involving them on our journey to becoming an ICS. 
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Spotlight on: Co-production  
 
“Co-production” is when an individual influences the support and services received, or 
when groups of people get together to influence the way that services are designed, 
commissioned and delivered.  
 
It is now widely accepted that the best way to improve health and care services is to put 
the patient at the centre of everything we do. To move beyond rhetoric this must entail 
more than existing public engagement, involvement, participation or consultations. There 
needs to be a commitment to working with patients and service users to design and 
commission services that meet their needs and then involve them in monitoring how the 
services are delivered. This can be termed co-production as in the Care Act 2014. 
 
There are a number of examples of co-production across north east London for example 
in ELFT, their fifth quality conference was co-produced with service users and carers.  
 
This approach was also adopted to prepare the long term delivery plan for mental health 
in north east London started with a mental health summit. People who had come into 
contact with mental health services told their stories to an audience of over 100 people 
who work in mental health services. These stories were then used to identify priorities for 
action to improve their experiences. The summit was followed by a workshop of staff and 
service users where action plans were designed that set out how we can deliver the 
identified priorities. 
 
Residents in Hackney are helping to shape local health and care services through co-
production. Healthwatch Hackney and Healthwatch City of London developed a co-
production charter in 2017. It is now endorsed by the main local health and care 
organisations including City and Hackney NHS clinical commissioning group, Hackney 
Council, City of London Corporation, Homerton hospital, East London Foundation Trust 
and Hackney CVS.  
 
More than 40 people currently work with Hackney Council’s Adult Services department to 
co-produce services in different ways. Some examples include people sitting on staff 
recruitment panels for Hackney’s Adult Services, delivering user-led training, evaluating 
and feeding back on services and co-chairing Council board meetings.  
 
The charter – the first of its kind in England – sets out the principles for how to co-produce 
health and care locally including involving people from the start in service redesign and 
valuing them as equal assets.  
 
We have now extended this approach and have the support of all of the Healthwatch 
organisations in north east London to apply the principles of co-production. We will now 
apply the principles of co-production as part of our north east London long term delivery 
plan and will produce a charter for co-production.  
 
The charter will set out how co-designing services (staff and the public working together to 
design or improve new services) is important but that the process of co-production should 
also be accompanied by co-delivery (involving people in actual service provision) and co-
monitoring (making sure that the new service is delivering the right care to the right 
people). 
  
The charter will recognise that people will wish to be involved in different ways. One 
person may wish to attend just one meeting to discuss how blood tests are commissioned 
while another may wish to help design, deliver and monitor a better way of caring with 
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people living with dementia - all contributions will be valued. The charter will establish 
some shared principles such as people being paid fairly to take part in any work and 
valuing them for their skills, knowledge and experience. It will be an essential tool to help 
put the patient at In the heart of everything we do. 
 
The first step is to co-produce the charter for co-production. The charter will be designed, 
delivered and monitored with people from across north east London but it will not be used 
to impose uniformity. It will set out the key principles that will be applied in different 
settings and in different ways. It will reflect the diversity of our communities and the 
challenges they face in becoming healthier and happier as we deliver the ambitions set 
out in the NHS Long Term Plan. 
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Conclusion 
 
This strategy delivery plan is the result of considerable work across the health and care 
system to review our existing strategy in the context of the national Long Term Plan, the 
London Vision, and the changed circumstances we find ourselves in as a system since 
2016. There are many firm recommendations and commitments in the Plan, which reflect the 
iterative and developing nature of the partnership and where most progress has been made 
to date. 
 
This document is our plan to deliver integrated health and care for the people of north 
east London. As a system we face significant challenges including expected population 
growth with people living longer and with multiple complex conditions. To address this, and 
create a health and social care system for north east London which is fit for the future, we 
need to make sure that we will give everyone the best start in life; deliver world-class care 
for major health problems and help people age well.  
 
We are committed to working together in a collaborative way to deliver local health and care 
services. Integral to this will be how we develop our north east London integrated care 
system by April 2021 to deliver the ‘triple integration’ of primary and specialist care, physical 
and mental health services and health with social care.   
 
As always, the challenge is a considerable one, but we welcome it. We are determined to 
meet it to ensure that we provide and deliver sustainable and high quality health and care for 
all our residents. 
 
 
 

November 2019 
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THE LOCAL SYSTEMS OF NORTH EAST LONDON 
 
System biography: The City and Hackney local system 
 

The City and Hackney local system covers the City of London and the London Borough of 
Hackney. The total population is 283,600: Hackney has 275,900 residents, the City has 
7,700. There are 322,616 people currently registered with a local GP practice. While the City 
has a low permanent-resident population compared to other areas, nearly 500,000 people 
travel to work here every weekday. Workplaces are an important setting and provide 
opportunities for health promotion, prevention and signposting to local primary and 
secondary care services open to the worker populations. The local population across The 
City and Hackney is proudly diverse and has been growing faster in recent years than in 
other parts of England, although not as rapidly as in other areas of north east London.  
 
The local organisations who deliver and commission care in City and Hackney have come 
together through the local integrated commissioning and care programme, making collective 
decisions to support better and more joined-up services for City and Hackney’s residents. 
Partners have been working together in an evolving local system since a successful 
devolution pilot bid in 2016, and, based on ongoing learning from the experiences of working 
together and taking joint decisions about resources over a number of years, these 
collaborative structures have matured and are leading to better value in service delivery. 
 
The aims of the NHS Long Term Plan reflect the shared vision of City and Hackney’s local 
partnership which for some years has sought to support all residents to live the healthiest 
and most fulfilled lives possible. The local partnership has been built on strong performance 
by local providers who have consistently achieved effective levels of access to services 
thanks to high performing and comprehensive primary care, a joined-up and responsive local 
urgent care system, high quality mental health services, and a culture of joint working and 
collaboration with the two local authorities.  Our work on air quality and childhood obesity, 
and a vibrant community and voluntary sector are examples of how joined up working 
benefits patients and the wider community. 
 
Our system priorities reflect both the priorities of City of London Committees as well as the 
health policy priorities of the Mayor of Hackney, for example in areas such as focussing on 
the voice of older people, and continued action to reduce stigma around mental health.  
Additionally, we are developing a model of community wealth building with our partners.  
This work seeks to identify ‘anchors’ in local communities and ensure the City and Hackney 
pound is used to its fullest impact for the benefit of our residents.  
 
Aims and priorities 
There are five strategic objectives for the C&H programme: 

• Delivering a shift in resource and focus to prevention to improve the long term health 
and wellbeing of local people and address health inequalities  

• Delivering proactive community-based care closer to home and outside of 
institutional settings where appropriate 

• Ensuring we maintain financial balance as a system and achieve our financial plans  
• Delivering integrated care which meets the physical, mental health and social needs 

of our diverse communities  
• Empowering patients and residents 
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City and Hackney neighbourhood delivery model 
At the heart of the local system’s ambitions for improving care, the well-established 
Neighbourhoods programme has developed learning from whole-system pilots over the past 
two years to support the redesign of community services to provide increased support within 
a multidisciplinary context for people with long term conditions. This model combines 
psychosocial and medical approaches, integrating mental and physical health as well as 
ensuring links to access community and voluntary sector services. As well as providing new 
models of care to better support people to age well, the neighbourhood delivery model 
continues to support young people and families in a joined-up and holistic way, including 
plans for better transition from childrens’ to adult services. 
 
Over the next five years – working with residents, service users and local communities – our 
focus will be on mainstreaming and operationalising new and more preventative models of 
care and integrated service delivery.  Through a new Neighbourhood Health and Care 
Services Alliance, the development of Primary Care Networks within Neighbourhoods will 
ensure more effective integration of pathways in acute and urgent care services both locally 
and in the wider NEL system. Priorities for delivery in the next eighteen months include the 
first phase of a neighbourhood delivery model including adult community nursing and 
anticipatory care provision, as well as new care navigation services and the roll out of 
Making Every Contact Count training to all staff. 
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To ensure that everyone understands how the strategic objectives of the programme are 
aligned to outcomes that matter to residents and patients, City and Hackney system partners 
have co-produced an outcomes framework which is co-owned with residents and which is 
the performance tool through which our work will be guided and against which we will be 
accountable for better outcomes for our people. 
 

 
City and Hackney Prevention Investment Standard – putting population health first 
 
Within City and Hackney, Hackney specifically has high mortality rates from preventable 
diseases. The factors behind these are common here - such as smoking, obesity, poor 
diet, inactivity and high levels of deprivation. Life expectancy is 4.3 years lower for men 
and 4.8 years lower for women in the most deprived areas of Hackney than in the least 
deprived areas. Homeless people, travellers, and people with serious mental illness 
experience significantly worse health outcomes in the City and Hackney.  
 
The City and Hackney Prevention Investment Standard is our commitment to grow 
investment in prevention activities year on year at a faster rate than growth in general 
health and care budgets. Over time, this standard would support a shift in investment and 
focus towards prevention activities, supporting the idea of health as an asset to be 
protected (rather than a problem to be treated).  
 
Our ambition is to increase the system spend on prevention over the baseline year on 
year at least in proportion to growth in healthcare budgets.  
 
This has two key aims: 

● improve the long term health and wellbeing of local people and address health 
inequalities; and 
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● achieve financial sustainability for the City and Hackney system by addressing the 
underlying issues which affect good health and positive life outcomes. 

 

 

Ensuring sustainability of our Anchor health organisations 
 
Whilst residents of the City of London choose to receive care from a range of local hospitals 
and the local system works to ensure that they receive a co-ordinated experience of care, a 
very high proportion of Hackney residents receive their care from the Homerton, which has 
an enviable record as one of the highest performing hospitals in the country. The Trust is 
firmly embedded in the local community and is currently rated as Good by the CQC. As well 
as consistently meeting quality, access and financial targets, it is a leading partner in 
ongoing work to transform out-of-hospital services in neighbourhoods, including the 
transformation of outpatient services in the community. For acute services to continue to 
thrive, the Homerton will need to work closely with its partners, most significantly Barts 
Health, to ensure patients receive consistently high-quality services wherever they are 
treated.  
 
The Trust refers patients to both the Royal London Hospital and St Bartholomew’s for 
specialist care. This partnership work to date has focussed on surgical specialties but there 
are likely to be further opportunities as the system moves towards closer integration. The 
Homerton is working closely with Barts Health Trust recognising that while they have a very 
broad range of specialist services, the Homerton can also build its specialist profile to 
complement the work being done on developing centres of excellence across North East 
London.  This helps ensure high quality world-class services, drive up outcomes, enhance 
research and attract the best staff to work in nationally recognised centres. There are a 
number of opportunities, both in very high-volume specialties such as orthopaedics, where 
the demand is increasing and long waiting lists are emerging, and in smaller specialities 
such as bariatrics where the Trust already has a national reputation.  
 
The Homerton is also forming a pathology network with Barts Health, to which Greenwich 
and Lewisham NHS Trust are likely to join. The Homerton Trust Board has considered the 
options very carefully in order to ensure that the residents of City and Hackney have access 
to the best possible services, including services to GP practices. The Trust Board is 
committed to ensuring that essential and urgent services continue to exist to support all 
urgent work on the Homerton site, and that changes in the delivery of pathology are 
delivered through partnerships between local NHS hospitals, allowing for access to research 
and innovation to drive clinical practice and a reduction in turnaround times. 
 
Estates work at the Trust also means that more decant space and flexibility is required on 
the site. The Trust continues to look at capacity options including increasing current 
utilisation in existing space, looking at the current distribution on site and to consider whether 
the East Wing can integrate further into the acute estate. East London NHS Foundation 
Trust have indicated that they may wish to create a centre of excellence at Mile End to better 
deliver adult care. If ELFT go ahead with this change, it presents an opportunity to increase 
surgical capacity on the site, further supporting a centres of excellence approach. 
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System biography: Barking and Dagenham, Havering and 
Redbridge local system 
 
Our population 
Covering three London boroughs, the BHR system serves a population of 760,000 people. 
We have a diverse, highly mobile and in some cases very deprived population – all with 
unique health and wellbeing needs, who often find it challenging to access the right service, 
in the right place, at the right time. 
  
The three boroughs have distinctive features: Barking and Dagenham has a younger and 
ethnically diverse, mainly deprived population; Havering an older, largely white population; 
and Redbridge an ethnically diverse, majority Asian, median income population.  
  
BHR’s population has been increasing rapidly and is projected to rise for the next two 
decades (19–28% by 2031). 
  
Population growth will result in considerable increased demand for both health and social 
care. Adapting our service delivery model must be a priority, to ensure resources are 
directed to BHR residents in the most efficient way possible. 
 
Our partnership 
The BHR system is a collaboration between health and care commissioners and providers 
who have a strong and long history of working together. Partners include: 

 Barking and Dagenham CCG 
 Barking, Havering and Redbridge University Trust 
 Havering CCG 
 Redbridge CCG 
 London Borough of Barking and Dagenham  
 London Borough of Havering 
 London Borough of Redbridge 
 North East London Foundation Trust 

  
System leaders are all members of the BHR Integrated Care Partnership Board, and are 
committed to working together as strategic partners to develop a joint approach to integrated 
care.  
 
Our aims 
As a London devolution pilot, BHR had the opportunity to extensively explore the benefits of 
an integrated system model.  At a whole population level we aim to build a new system 
around the population rather than institutions that bends the curve of future health care 
demand by addressing the wider determinants of health and building social capital by 
mobilising citizens, local employers and the voluntary and community sector.  
  
We want to significantly shift investment and monies towards prevention and locally 
delivered health and social care and away from acute based services as people receive the 
right advice and care. 
 
By April 2021, we will build on the legacy of strong partnerships and shared values 
across all our partners, to formally establish an integrated system for BHR 
responsible for planning and delivery that secures improved outcomes. 
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We have identified the following benefits: 

 Removal of organisational boundaries to promote organisations to collectively treat a 
person enabling better coordinated, more seamless and responsive care bringing 
together, not only health and social care, but a range of other services that are critical 
to supporting our population to live healthy lives. 

 More effective use of resources as organisational barriers that result in duplication 
and waste are removed. 

 Shift in resources to promote a greater focus on early intervention and prevention 
activities; promoting individual empowerment and self-care for people to manage 
their own health and wellbeing and to live a healthy lifestyle and live independently 
for longer. 

 Supports primary care working at scale. 
 Enables the creation of a digital platform across the system that supports population 

health management and personalised care plans. 
 Better use of all community assets. 
 Promotes a change in culture and working practices so that our health and care 

workforce is united together as one team, satisfied with their ways of working and 
able to pursue new opportunities. 

 Promotes a shared vision, focused on improving outcomes, underpinned by a new 
form of contract, payment and incentive mechanisms. 

 
Developing the BHR system – the current position 
 
Transformation programmes (building the system around the population) 
BHR has established a comprehensive Transformation Programme that segments the 
population across key groups: Older People, Mental Health, Long Term Conditions and 
Children and Young People (with cancer and maternity led at a NEL ICS level).  There are 
also functional transformation areas for planned care, unplanned care and primary 
care.  Prevention and early intervention is a required section of each Transformation Board’s 
plan.  The Transformation Boards are clinically led and include clinicians, social care 
professionals, public health directors and managers from across the system.  They are 
responsible for agreeing and delivering the health, public health and care offer for each 
population group i.e. For older people, defining the offer from prevention through to end of 
life.  The division between commissioner and provider is erased through these 
Transformation Boards as planning to meet population needs is carried out and delivered 
collectively.  This is then reflected in new contract forms that support this level of 
collaboration. This transformation will be delivered through networks of providers covering 
populations of between 30,000 and 100,000 and collaborating at scale where it adds value. 
 
Collaboration across health providers in BHR (breaking down organisational barriers) 
As part of the journey towards developing integrated care in BHR, NELFT and BHRUT have 
agreed to work more closely together. Their boards have recently approved moving to a 
group model from April 2020. Breaking down barriers between health organisations is a 
priority and this is intended to benefit patients and staff as more integrated services are 
developed across mental health, community and acute provision, improving the quality of the 
care provided. Each organisation will be able to learn from the best practice being pursued 
by the other. One example of where this is already happening across BHR is the work 
across providers and commissioners to establish one rehabilitation ward for stroke patients 
and one community based rehabilitation team. It is anticipated that this will bring 
considerable benefits for developing primary and community services at network and 
borough level. 
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Primary care at scale 
Primary care networks are now in place across all of BHR with a focus on GP practices 
working together to improve primary care and extend the range of services available to the 
population. 
 
Financial recovery 
We have a financial recovery plan across the NHS in BHR with agreed trajectories. 
 
Clinical strategy 
The system has begun a process to develop a system level strategy that brings together all 
the work already undertaken into a strategic narrative for the system. 
 
Developing the BHR system – next steps 
 
System design 
The end state solution for the system is still emerging. The latest thinking is shown below. 
This will be refined over coming months. 
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The system has agreed a phased approach through to April 2021. The pictorial below sets 
out the next phases of development.  
 

 
 
The aim is to complete the high level system design by December 2019. This phase of work 
will bring together and consolidate the current position, take account of the latest clinical 
strategy work and include key recommendations for the supporting infrastructure such as 
population health management, digital and financial mechanism solutions. 
 
The design work will be informed by the maturity matrix framework which should enable a 
smooth assurance process through the early part of 2020. The work will be overseen by the 
BHR Integrated Care Executive Group, a sub group of the Integrated Care Partnership 
Board comprising CEOs and lead directors. This Group will also  

• explore innovative local opportunities to retain, secure and develop the workforce. 
• be responsible for a communication and engagement strategy.  
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Spotlight on: Barking Riverside development  
 
An exciting new development at Barking Riverside takes a new approach to the health 
and wellbeing of local people – with health, leisure, education and a host of other facilities 
all in one place.  
 
In less than fifteen years, the development will see nearly 11,000 new homes and around 
22,000 more residents alongside a dynamic, comprehensive health and care infrastructure 
to support the growing population.  
 
This ground-breaking development was one of NHS England’s Healthy New Towns 
Demonstrator Sites, the only one of its kind in London.  
 
From 2022, Barking Riverside residents will be able to register with a new wellbeing hub 
providing flexible, joined-up services, centred on each person’s needs. The hub’s services 
will focus on preventing ill-health, promoting wellbeing, getting things right first time and 
improving health outcomes for all.  
For example, the planned health and wellbeing hub in Barking Riverside will include: 

 Community-curated spaces where local people will be able to contribute to the 
appearance and function of the building, for example, through taking part in 
community art groups. 

 ‘Universal’ space – areas that can be used flexibly for a range of purposes. 

 Specialist clinical areas, shared between several services. 

 Co-located back-office functions such as administrative support; enabling better 
communication between services and a more person-centred approach. 

 
The hub will be near to education centres such as Riverside Campus School and 
Rivergate Primary School. There will also be easy access to walking and cycling routes, 
as well as a focus on cafes and restaurants selling healthy and nutritious food.  
Beyond the health and wellbeing hub, the developers and their partners in the health and 
care system have sought to develop innovative health and care provision in an innovative 
way. 
 
A ‘model of care group’ with health, care and community partners working together has 
sought to co-produce approaches to health with residents. This has seen workshops and 
more traditional engagement supplemented by river walks, community events built around 
culture and cuisine, ethnographic research and work with local residents’ associations 
One of the health and care elements strengthened by this approach was social 
prescribing. The area was the first to adopt the HealthUnlocked social prescribing plug-in 
developed within the Care City Test Bed, enabling quick, simple social prescriptions 
without the need for additional mediating staff. 
 
The findings of this initial work were presented to local people who as a result were 
inspired to set up their own community groups that people could be referred onto. A fund 
was created for community groups to bid to for support, specifically for those with 
depression and/or anxiety, and established that the impact of the group would be 
evaluated. As a result of this, three new groups providing talking therapies and peer 
support are being funded and delivered in community spaces in the Thames Ward area. 
 
Barking Riverside is seeking to bring together efforts to improve health services and the 
wider determinants of health, to make long-term change to the health of north east 
London, in partnership with communities.  

  



Strategy Delivery Plan for north east London  DRAFT 
Final draft for NHS England, 15 November 2019 

252 

System biography: The WEL local system (Newham, Tower 
Hamlets and Waltham Forest) 
 
Newham, Tower Hamlets and Waltham Forest have come together under one governing 
body and senior team as the WEL CCGs. As a group, this is allowing us to work more 
effectively in partnership with our providers of hospital, community and mental health care 
and with local authorities and the community and voluntary sector to improve the quality of 
care for local people. 
 
There is a strong history of borough-based working in the WEL area and borough based 
partnerships are well advanced with Directors of Integrated Commissioning working across 
the NHS and local government. In order to take forward the Long Term Plan, we recognise 
that we need to work at scale and pace across primary, secondary, mental health and 
community services. For patients, and for the health and care system as a whole, this means 
we are better able to:  

 Share and implement best practice to help us to achieve better standards of care for 
our patients, consistently across inner north east London 

 Develop a shared plan, system-wide governance arrangements and new approaches 
to contract and payment reform which support transformation and sustainability at a 
level that makes sense for our patients and partners  

 Make more effective use of our shared resources – working as a whole system of 
health and care  

 Improve our approach to working in support of patients and partners by working 
across the health and care system in partnership with our boroughs and providers 
spanning CCG areas.  

 
As a system of health and care, WEL is focusing on the significant challenges that are 
common across partners, building on the existing work of place-based partnerships within 
and across boroughs, ongoing collaboration between trusts, community organisations, 
councils and commissioners. 
 
The WEL system 
 
The WEL system is a collaboration of the following organisations that work together to 
improve outcomes for local people: 
 
The themes of the WEL system are integration and collaboration and we are taking these 
approaches forward through our planning, governance and payment and contracting 
arrangements but we are also doing so by working in partnership with our local communities. 
 
Across our areas, there is an increasing focus on working with local people to stay well and 
find services they need locally. This takes into account not only people’s physical health but 
also their mental health and wellbeing, their housing, support needs, finances, access to 
sports and leisure, meaningful activity and social opportunities - everything that adds up to 
living a healthy life in the widest sense. 
 
We want to jointly design and develop services with our residents and partners to provide 
improved support, more options for choice, and properly joined-up care at the right time in 
the optimal care setting.  
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Our plans are:  

 Locally owned, building on the engagement we have in place with our local 
communities and local authorities through our borough based partnerships 

 Clinically-led with our partners to ensure services are designed to provide optimal 
and joined-up care. 

 Reduce local health inequalities and unwanted variation and focus on prevention to 
deliver tangible improvements in health outcomes and patient experience.  

 Drive innovation to improve the quality of care.  

 Improve our performance to meet national access standards and deliver system 
sustainability by transforming services to deliver improved efficiencies.  

 
Our achievements to date  
Some of our key achievements working together across organisations so far have included:  

 Strong local collaborative arrangements in each of our boroughs – Tower Hamlets 
Together, the Newham Wellbeing Partnership and Better Care Together in Waltham 
Forest  

 Major strategic change and improvement programmes which are now attracting 
national support – such as the Whipps Cross Hospital Redevelopment  

 Agreement that we are working to balance working at scale across the NEL or WEL 
footprints with borough based planning, particularly in the further development of out 
of hospital services 

 Real improvements in the way our services are rated or validated by our regulators – 
including the quality rating improvements we have seen at Barts Health 

 GP practices organised into Primary Care Networks across our area – sharing best 
practice locally and putting us in a strong position to deliver on the 5 year GP 
contract and further changes anticipated in community services  

 Improved arrangements for system-wide leadership, both strategically through our 
Boards and on pressing patient issues (e.g. in urgent and emergency care). 
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Our case for change 
Whilst we recognise and appreciate the degree of progress we have been able to make as a 
system, our shared challenges as a health and care system continue to include:  

 Some of the highest and youngest population growth expectations in the country and 
in London  

 Amongst the highest levels of mental health need in the country  

 Poorer health outcomes including in some key areas such as obesity and cancer  

 Healthy life expectancy amongst the lowest in the country  

 Life expectancy lower than the London average  

 A deprived population living for too long with one or more health issues  

 Over-reliance on emergency services, with late diagnosis and variable access to 
primary and non-hospital-based care 

 
Our system issues 
The case for change includes a number of cross cutting issues which we can only tackle by 
working together: 

 A growing population with an increasing number of long term conditions means we 
need to continue to strengthen prevention and support healthier lives including 
mental wellbeing  

 A need to improve our urgent care system, ensuring patients are seen by the right 
person in the right place at the right time  

 Our workforce needs to reflect changing demands, with relevant skills and roles in 
relevant settings  

 The modernisation of digital, access, IT and estates all require fresh approaches to 
the way we have worked in the past.  

 
How the WEL system is changing  
In common with the rest of North East London, the population in WEL is expected to 
increase dramatically by 2028 and some of the fastest rates of growth are expected in our 
area. The highest rates of growth (20%) are expected in Newham. As we serve greater 
numbers of children and adults, and more older people who are living longer, we will also 
need to manage growing health and care challenges and a very diverse population – who all 
need better support to start their lives well, live well and age well.  
 
To improve the support and care that people receive, the WEL system is working to develop 
a system of integrated care across the health and care organisations in the area and in 
partnership with local authorities and local voluntary organisations. Integrated care means 
dissolving the barriers between organisations so that local people are more supported to 
stay well and can more easily get the care they need when they do need it.  
 
In WEL there are three place based integrated care partnerships: Newham Wellbeing 
Partnership, Tower Hamlets Together and Better Care Together based in Waltham Forest. 
These partnerships are adopting a population health approach, where partners come 
together to develop new models of care and support that best meet local need.  
 
Primary Care Networks (PCNs) are working alongside these partnerships to support the 
delivery of our wider integrated care system. PCNs are key building blocks to strengthen 
primary care and support local service integration enabling multi-disciplinary working across 
all health, social care and the voluntary sector. This work around place based partnerships 
and PCNs is breaking down barriers and laying the foundations for our integrated care 
system for north east London.  
 
As we move closer to a truly integrated care system, we are refreshing our plan for 
improving community based integrated care. Our out of hospital plans in each borough set 
out new care models we expect to deliver over the next three years. The new care models 
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will drive transformation in patient outcomes by taking a person focussed approach, moving 
our commissioning and the way people experience services from being condition to being 
whole life and person focussed. In a joint, system wide transformation in each borough, and 
in partnership with our local authorities, the four new care models we are implementing 
across WEL’s community services are:  

 Primary prevention  

 Urgent needs 

 People with long term conditions  

 People with complex needs  
 
Our implementation plans for delivering the above care models across our services are well 
advanced, building on what’s in place already. To make most impact on our patient’s health 
and wellbeing, and the sustainability of the system as a whole, we are focussing on 
delivering the fourth care model (people with complex needs) from April 2020.  
 
Working at scale across WEL  
There is agreement across the system that the Barts Health footprint and WEL CCG area 
provides the most appropriate basis for the overarching majority of planning, transformation 
and sustainability discussions. The WEL footprint reflects the local hospital group footprint, 
local patient flows and a natural geography within inner East London. Together with local 
input, the WEL geography provides the right degree of scale to deliver clinical outcome and 
patient improvements at an increasing rate. This organising model does not take away from 
important partnership working that needs to take place with primary care and other partners, 
including City and Hackney and the BHR system, or locally with local authorities, but it does 
provide a clear geographical area for focussed planning, decision making and delivery at 
scale.  
 
Building on a history of working together collaboratively, there have been a number of moves 
to take forward joint work across health and care in WEL this year including: 

 Joint leadership discussions through the WEL Joint Leadership Group  

 Joint planning through contributions to the NEL Strategic Delivery Plan (SDP) and 
the recent WEL Plan (also known as System Intentions)  

 Joint ownership of issues and challenges – including in mental health services and 
A&E, for example 

 Joint commitments to work together and resource programmes together – including 
in some leadership positions  

 Improvements in care as a result of the above.  
 
Through the planning round, Barts Health and the WEL CCGs have identified the need to set 
up the WEL system on a different footing in 2020/21, with a clear shared plan, agreed goals 
and clear governance.   
 
As part of this we need WEL to be the distinctive layer of system working, supporting 
borough level work and interacting with NEL level work, but being the place where we ‘make 
sense of things’ and focus our collective leadership effort.  
 
To achieve that, we feel we need three things in place that we do not have in place now: (i) a 
shared plan; (ii) an agreed approach to contracting and payment which supports the delivery 
of the plan, and (iii) a clear shared governance mechanism to support delivery. 
 
We are making good progress on the shared plan through a combination of specific 
programmes (e.g. mental health, surgery, outpatients) and specific pieces of work at 
borough level (the CF OOH commissions) and these are captured in the draft WEL Plan or 
‘WEL system intentions’. However, there is more to do to develop these further, particularly 
by: (i) agreeing the short and medium term implications of the plans (individually and 
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collectively) for activity and capacity, and (ii) agreeing leadership and resourcing for the 
execution of the plans. 
 
We have some good ideas about potential changes to contracting and payment and 
recognise there has often not been alignment between this and our strategic plans in the 
past. We also recognise the need for this work to link with our specific planning (particularly 
assumptions on activity) and for close involvement of finance and contracting colleagues in 
developing our thinking in this area. 
 
We have emerging shared governance systems at commissioner level (the WEL CCGs) and 
as a system (the WEL leadership group) alongside existing borough systems. We have more 
to do to bring this into a single governance system with clear purpose and appropriate 
connections between the different parts, and appropriate buy-in at senior level. In doing this, 
we need to resolve the future role and focus of local authorities, community and mental 
health providers, and primary care. 
 
The process is ongoing, and will come together in early 2020.  Our baseline position in this 
Plan will therefore  continue to iterate as our work develops. 
 
Our Place Based Partnerships  
 
We have three place based partnerships across WEL: 

 Newham Wellbeing Partnership 

 Tower Hamlets Together 

 Better Care Together based in Waltham Forest 
 
Newham Wellbeing Partnership 
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The Newham Wellbeing Partnership (NWP) is a partnership of organisations focussed on 
delivering improved health and wellbeing with and for the people of Newham. It is the space 
where health and care leaders can develop and deliver their strategic vision for Newham, 
ensure residents are involved and support the delivery of services to improve the health and 
wellbeing of local people. The partnership comprises: 

 London Borough of Newham 

 Newham CCG 

 East London NHS Foundation Trust (mental health and community services) 

 Barts Health NHS Trust 

 Newham Health Collaborative (the Newham GP Federation) 
 
Mission  
Our vision for Newham is a health and care system that supports our diverse communities to 
maximise their health, wellbeing and independence. Our residents will be able to easily 
access quality services, provided as close to home as possible, delivered by a workforce 
that is proud to work for the Newham System. 
 
Priorities and Programmes 
Supporting Newham’s wellbeing - The NWP’s ambition for 2021/22 is to have in place a 
neighbourhood focussed model, which will encompass: 

 Primary care networks as the core element of the neighbourhood model. 

 Multi-disciplinary teams, which support people with complex needs and meet the 
diverse needs of our communities, building on the ambition of the Long Term Plan; 
using primary care networks as the building block. 

 Neighbourhood-based partnership teams concerned with a holistic approach to 
health and wellbeing of the local population, and delivery of care to those people. 

 Delivery at a local level supported by the right services at borough and NEL level. 

 A workforce, which identified itself as part of a “WEL Workforce” irrespective of which 
organisation employs them. 

 
Current work programmes (including primary care home and building healthy 
Communities) will be vehicles for the neighbourhood model. 

 A community mental health redesign programme 

 The delivery of urban medicine (medicine delivered in locations close to home) 

 A reduction in A&E attendances 

 Supporting people around the determinants of their health through the development 
of an active borough with high quality support, equity of access, reducing variation 

 Establishment of a new learning disability social care team 

 Delivery of improved services for maternity and children and young people’s health 

 Systematic change in community health services 

 Underpinned by workforce development, intelligence and estates 
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Tower Hamlets Together 
 

 
 
Tower Hamlets Together (THT) is a partnership made up of health and care organisations 
who are responsible for the planning and delivery of prevention, health and care services. 
They are: 

 London Borough of Tower Hamlets 

 Tower Hamlets CCG 

 Barts Health NHS Trust 

 East London Foundation Trust 

 Tower Hamlets GP Care Group 

 Community and voluntary sector 
 
Tower Hamlets has eight Primary Care Networks organised into four geographic localities, 
with each locality comprising two networks of 4-5 GP practices and covering a population of 
around 60-70k. In addition ‘Multi-Disciplinary Team’ (MDT) arrangements now operate at the 
locality level and many services are now organised in this way, including: 

 Extended primary care teams of district nurses and therapists  

 Community mental health teams  

 Longer term social care teams  

 Home care agencies (two commissioned per locality)  

 Community-based support services e.g. Linkage Plus  
 
The Primary Care Networks are also the foundation of our ‘Locality Health and Wellbeing 
Committees’, which act as local collaborative leadership forums and are continuing to 
develop a systemic view of the local population assets and needs, as well as developing a 
broader network of local organisations and individuals to drive improvements in outcomes 
(e.g. VCS, care homes, home care, faith groups, schools, etc.). 
 
There is significant work underway to support population health improvement on a locality 
basis, including locality public health leads, locality joint strategic needs assessments, and 
the communities driving change programme which is a health and wellbeing board priority 
(along with developing an integrated system).  
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Mission 
Transform people’s health and lives, reduce inequalities and reorganise services to match 
people’s needs’. In order to achieve this, THT has an agreed vision, objectives and priorities 
for action to ensure that each local organisation is aligned to deliver care that is integrated 
around the person. 
 
Priorities and Programmes 

 Develop our partnership and collaborate as health and care providers and 
commissioners, with service users and carers, to plan and solve problems together,  

 Deliver on health priorities and inequalities to support individuals, families and 
communities to live healthy thriving lives,  

 Design care around people by providing accessible and responsive health and care 
services, and deliver person-centred integrated health and social care for those who 
need it and  

 Develop our teams and infrastructure to ensure Tower Hamlets Together staff and 
teams have the right support, skills, knowledge and approach. 

 
Better Care Together (BCT) 
 

The Waltham Forest population at a glance 
 
The Waltham Forest Better Care Together Programme was reviewed between March and 
June 2019 to ensure that arrangements are ‘fit for purpose’ and reflect policy requirements 
set out in the NHS Long Term Plan, Better Care Fund Policy Framework and soon to be 
published green paper on Adult Social Care. The review was completed and took account of 
the evolving Integrated Care landscape and the organisational changes taking place across 
WEL CCGs. 
 
Mission 
Our aim is to enable all people in Waltham Forest to start well, live well, stay well and age 
well, and to support them at the end of their lives and for all organisations in Waltham Forest 
will work seamlessly together – and with our residents – to achieve this. 
  

40 
GP Practices 
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Priorities and Programmes 
The review was managed internally and looked at some of the achievements and challenges 
of the BCT Programme for 2017-19. Additional planning information was gathered that this 
was used to refresh our understanding of resident need, evaluate organisational strengths 
and areas for improvement and articulate priorities for 2019-21.   
 
The outcomes of the review were summarised at the July meeting of the BCT Board. Four 
programmes were established to deliver the shared priorities that were identified:   

 Promoting Wellbeing 

 Ageing Well in Waltham Forest 

 Improving Life Chances for People with Learning Disabilities 

 Better Mental Health. 
 


