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1. Introduction

This document aims to respond to the most common questions that arose during the Healthcare for London: Consulting the Capital consultation.  It includes questions raised at roadshows, public meetings and in the official consultation responses.  It is not exhaustive, and a more extensive report will be produced over the coming months.
2. A Framework for Action 
Who wrote A Framework for Action?

Professor Lord Ara Darzi.  In Autumn 2006 NHS London commissioned Professor Darzi to undertake a review of London’s health services. The report was published in July 2007.   
Is A Framework for Action evidence-based?

Yes.  The Framework is underpinned by a significant evidence base. This is referenced throughout the document and in supporting papers. It is also informed by the opinion and advice of over 100 members of clinical working groups, the views and experiences of patients and the public (200 directly involved in deliberative events; 7,000 involved in an Ipsos MORI survey) and submission of views and evidence from a wide range of other stakeholders.
3. Healthcare for London: Consulting the Capital

What was Healthcare for London: Consulting the Capital?
Healthcare for London: Consulting the Capital was a formal public consultation based on the principles and proposals outlined in Professor Darzi’s ‘A Framework for Action.’  It started in 

November 2007 and ended in March 2008.  

Who ‘owns’ Healthcare for London: Consulting the Capital?
The consultation was run by London’s 31 PCTs, and Surrey PCT.  It is ‘owned’ by the JCPCT (Joint Committee of PCTs.)  A representative from every London PCT and Surrey PCT sits on the JCPCT, and the JCPCT developed the proposals in Healthcare for London: Consulting the Capital. 
Why did the PCTs consult when it was NHS London that commissioned the original report from Lord Darzi?

NHS London was responsible for commissioning a report that proposes a pan-London framework. The PCTs are responsible for consulting on proposals that could affect the way they commission and provide services.
Is it all a done deal or do you have an open mind?
We do have an open mind.  In writing his ‘A Framework for Action,’ Lord Darzi spoke to many clinicians, staff and public and we have good evidence of the issues involved. However our proposals are just that – proposals.

The results of Healthcare for London: Consulting the Capital show broad support for all the proposals.   The JCPCT is scheduled to meet in public on 12 June to agree a set of recommendations to shape the health strategy for London for the next 10 years.

Previous strategies have simply not been delivered, what is different this time?
In the past, attempts have been made to implement strategies by four or five people at the top of a process. This is not a top-down vision constructing an argument for change; it has been developed by, and with, people who understand the medicine and understand patients.
However the process of consultation is not something just to be got through, it is actually a set of relationships that need to be developed if something is going to happen.  We expect there to be ongoing dialogue between the NHS in London, stakeholders and the public, to make better healthcare in London a reality.  

What’s the relationship between this and the wider NHS review?
The current NHS review covers almost the same ground as the London review using very similar methodology. We are working to ensure that we learn from any new ideas that the national review highlights. For instance we have established a children’s clinical group.
There should be consistency between the two reviews but we recognise the unique issues that face the capital city and it is right that we have a programme specifically to address them.

How did the Healthcare for London: Consulting the Capital consultation impact on existing consultations?
PCTs had to continue to make decisions about the investment of new resources.  Some of this decision-making was urgent and could not wait for the Healthcare for London: Consulting the Capital consultation to be completed.  

NHS bodies involved in local consultations had to ensure that:

· there was a local need to carry on with the local consultation without waiting for the outcome of the pan-London consultation.  Issues to consider in such circumstances included, amongst others, the impact on the quality of patient care, the impact on staff, the financial impact and other potential consequences of not carrying on with or prolonging local consultation.  This needed to be balanced against any potential adverse effect of carrying on with local consultation, such as risking uncertainty or confusion;

· local consultations did not rely on the recommendations in Healthcare for London: Consulting the Capital consultation for consultation on proposals for service change but, as is the case in A Picture of Health relied on a common evidence base where relevant;

· all decisions were consistent with an open mind that the PCTs must have on the outcome of the consultation on Healthcare for London: Consulting the Capital consultation; and

· all reasonable steps were taken to ensure that consultees understood these points.

Why weren’t reconfigurations such as A Picture of Health suspended until the outcome of HfL was known?

A Picture of Health meets the criteria outlined in the question above i.e. it is urgently required and does not rely on the results of this consultation. We made every effort to ensure the public and stakeholders understood the differences between the two consultations.  For example, we combined the Healthcare for London roadshows in Bromley, Bexley, Lewisham and Greenwich with A Picture of Health roadshows; to explain to interested parties the differences between the two schemes.

What happens after the end of the consultation period?
Throughout May and early June, we will develop a set of recommendations.  The groups below will meet to review outcomes of the consultation; the JOSC report and the Health Impact Assessment, and advise the JCPCT (Joint Committee of PCTs);
· PPAG (Patient and public advisory group)

· CAG (Clinical Advisory Group)

· LCG (London Commissioning Group) 

Primary Care Trust boards will consider the proposals w/c 19 May, after which the recommendations will again be reconsidered.
The JCPCT is scheduled to meet in public on 12 June to agree proposals to shape the health strategy for London for the next 10 years.

Each PCT (or group of PCTs) will then develop detailed proposals on future service provision – which will be subject to local discussion and involvement, in order to adapt the proposals to meet local needs.  Healthcare for London will need to consider where there are specific services that need to be consulted on across London or even in sectors – for instance the location of stroke centres if that is what is recommended.  

The consultation will not be valid because of the poor level of response

It is not a public vote.  We had over 5,000 responses – a high number if you consider that it was a strategic document.  We would expect less people to respond to a strategic consultation than one proposing specific service changes 
Over 300 responses were from organisations – many of these had discussed the proposals with their membership and represented large groups of people – so there have been a lot more people involved than the 5,000 
We had over 20,000 visitors to the website, over 4,000 visitors to the roadshows and over 10,000 people attended meetings across London. 
We cannot make assumptions as to why the response rate was not higher. It could mean that people were broadly happy with the proposals 
The consultation is not statistically representative

No it is not. It is not a public vote.  It we were looking for only a statistically representative response, we could have selected a much smaller, demographically profiled group of people and surveyed them. But that is not what is legally required, and a consultation is an opportunity for everyone to have their say. We estimate our Chalk and Cheese campaign had 10 million ‘opportunities to see.’  In addition, advertisements in the Evening Standard, thelondonpaper, Standard Lite, the Metro and most local newspapers told people about the consultation. 

Will responses to the consultation be made available to the public?
Yes.  Organisational responses (which include responses from local councils, unions, patients groups, OSCs and professional groups) will be available to view on www.healthcareforlondon.nhs.uk after 6 May.

What has been the reaction of stakeholders and the public to Healthcare for London: Consulting the Capital?

Overall, there was broad support among stakeholders for the vision set out in Healthcare for London: Consulting the Capital.  The detailed analysis of the responses, conduced by Ipsos Mori, can be viewed on at www.healthcareforlondon.nhs.uk
What about so called “hard to reach groups”, how are they being involved?

Consultation material was produced in Braille, easy read, large-print, on CD and tape and in 16 languages – with the offer of a translation into any language required.  PCTs engaged with local hard to reach groups.

The programme office contracted Health Link, a specialist consultancy, to engage traditionally ‘under represented groups’ across London. This is particularly important given the patterns of social exclusion and health inequalities identified in A Framework for Action.  Health Link held 36 meetings with over 300 people to discuss the issues with, for instance, children, mental health users, black and minority ethnic communities, people with a learning disability, older people. 

Why has extra work been commissioned for mental health and children’s services?

After A Framework for Action was published, it was felt that more work was needed on both these areas.  The view was that the work undertaken for the mental health pathway was insufficient and, whilst children’s services were considered across the all the pathways, it was felt that children should be considered separately.  As a result, a children’s clinical group and mental health group were established.
Will you be consulting again when the children’s clinical group and the mental health group produce their reports?

We did consult on children’s services and mental health services in Healthcare for London; Consulting the Capital.  The findings of the group are attached as appendices; however they are broadly in line with the original work, so we will ask PCTs to consult on these two areas when they propose specific service changes.
Will all the PCTs in London be bound by the decisions of the Joint Committee? If so what does that mean for local decision making?

Yes but the consultation is on a framework. There will be local discussion and consultation on any changes arising from the application of the models of care set out in Healthcare for London.  The recommendations will encourage PCTs to provide services to meet local needs.
4. Overall themes

What about the local context?  Are you trying to implement a one-size fits all approach?
The proposals in Healthcare for London: Consulting the Capital are a framework, based on a set of principles.  They do not describe any specific changes to services or buildings, nor do they prescribe to PCTs how to implement changes.
At their meeting scheduled for 12 June, the JCPCT will make decisions and agree a set of recommendations.  PCTs will be responsible for implementing the decisions to suit the needs of their local populations, and this will be subject to discussion and consultation at a local level.    

Will the burden of the cost of social care fall on local authorities in London?  
Concern has been expressed by London Councils as well as some individual councils and MPs, that financial pressure on PCTs is giving rise to local authorities having to pick up additional costs – known as "cost shunting".  

We need to better establish responsibilities of local councils and health authorities; partnership working is key.  However the NHS has a legal responsibility to provide healthcare and nursing care which social services cannot provide. There should be no ‘cost shunting’ which requires local authorities to deliver services which are beyond their duties to provide.


It should be remembered, that the Framework proposes a substantial increase in finance for services in the community, from GPs to community nurses, more facilities for new technology such as telemedicine.  Many of the proposals to work in community settings use existing or new NHS staff. We hope that many more people will be able to live a safer and more rewarding life in the community without additional pressure on social services (for instance using telemedicine to monitor their own condition).  Better solutions don’t necessarily cost more money.  
A Framework for Action is very clear that prevention is better than cure. Preventing people becoming obese, or becoming diabetic or suffering disablement through poor stroke treatment will all reduce pressures on social care services. Keyhole surgery, non-invasive treatments and new drugs can all also reduce pressure on social services.
Why weren’t social services/local government more involved?
We are working with council and social care colleagues at all levels of the Healthcare for London programme to look at the implications and where issues are identified we need to find solutions to them.  
The Healthcare for London programme office worked with London Councils to arrange a conference on 14 Feb 2008 to discuss issues.  Over 130 delegates attended the event, including councillors, senior officers, voluntary groups and healthcare professionals. 

Finally, a joint OSC was formed to oversee and scrutinise the consultation process.  Every London council is represented on the joint OSC.   This is the first time that democratically elected Councillors from across London and the south east have come together on such as scale, and they represent a population of over seven million Londoners and residents in Essex and Surrey.
How will travel times be factored into the overall plan?
We are working with Transport for London to ensure that we understand the implications on travel times of any decisions.  Work will also be done locally between PCTs and local authorities when local services are being planned.

Whilst many services will be closer to people’s homes, some specialist services could be further away. However we believe that people will be prepared to travel a little further for a better quality service.  Patients already do this, for instance, attending Moorfields for specialist eye treatments.

For polyclinics, if the networked (otherwise known as federated) model is adopted then travel times will not be affected (see section 4 on polyclinics for more detail.)

Are the proposed service changes being driven by financial considerations?
No.  The proposals are based on creating a health service in London that puts quality, safety, access and equality for all Londoners as the most important ambitions of the review. Of course, whatever model of care is developed has to be affordable.

Whilst we believe these proposals are more affordable than not making changes, we are working on an assumption that funding for health services will increase from the current £11.4 billion to £13.1 billion in 2016/2017 – an increase of £1, 700 million or £1.7 billion. 

How does the privatisation of services fit in with the proposals?

An underlying principle of A Framework for Action is that healthcare should, and will, remain free to patients at the point of delivery – a founding tenet of the NHS.

A Framework for Action does not recommend any change in the current general principles of funding and ownership.

A Framework for Action does recommend ownership issues could be explored as part of the estates strategy and appropriate models will vary depending upon specific services needs. For instance polyclinics could be owned by the NHS, by a large GP practice or by a company owning the asset and letting it to a service provider, or by an FT. It has to be accepted that the NHS has always worked in partnership with private contractors, for instance most GPs are private contractors. 
What impact will the Healthcare for London proposals have on the accessibility of services?

Questions about access featured strongly in responses to the consultation. 


Improving accessibility of services was one of the three main aims behind the Healthcare for London proposals (the others being improving quality and tackling inequalities.)
Accessibility isn’t just about where a service is situated, and the associated travel and transport factors; it’s also about better information and encouraging people to seek early intervention for health problems. 

On the subject of travel, we are working with Transport for London to ensure that we understand the implications on travel times of any decisions.   Distance is not such an important factor when a service has good public transport links.  In the example of polyclinics; a polyclinic ‘hub’ (which could house, amongst other things, diagnostic test facilities) may be further away than a patient’s GP surgery, but fewer hospital visits will reduce overall travel.  Work will need to be done locally between PCTs and local authorities when local services are being planned.

Better information will help women and their babies.  Women who have an early assessment with their doctor, and therefore get early advice on their future care needs, have a better outcome than ‘late-bookers’ (women who access antenatal care late.)    
An example on early intervention; the benefit of early diagnosis of mental health problems is well-known.  The proposals support this, and aim to reduce the fear and stigma of services so that people will self-present.
When will we see service change?

Healthcare for London is a ten-year plan.  However, the proposals, if implemented, have the potential to improve Londoner’s health and save more lives; so we expect PCTs to start local discussions as soon as possible.  Healthcare for London and PCTs will need to consider which service changes will bring the most benefits to local populations.
Some changes are likely to be subject to pan-London consultation – for example where stroke and major trauma centres will be situated.  We would wish to consult as early as possible on these proposals.

5. Polyclinics
What is a polyclinic?
In the Healthcare for London: Consulting the Capital consultation document, three models were described for a polyclinic;
· A networked (otherwise known as federated) polyclinic where existing GP practices would link to a local hub for the wider range of services. The hub could be developed from an existing GP practice or a new building 

· A same-site (also known as single-site) polyclinic where GP practices could come together under one roof, sharing many services 

· A version based at the front door of local hospitals. 

However, it is more helpful to describe polyclinics as a service model; a way of providing integrated care in the community.  
What are the benefits of the London polyclinic service model?

· Improvements in quality 
· A broad range of integrated services

· More convenient appointment times 
Is the polyclinic service model a top-down, one-size-fits-all ‘solution’?
No. The London polyclinic model is flexible so that it can be developed with local GPs, other primary care professionals and local communities to create health and wellbeing services that meet their needs and reduce health inequalities.  There is no single solution; there are a range of organisational and commissioning models that should be adapted for local needs.
Will polyclinics pose a risk or undermine continuity of care or personalised care?

No. Patients should still expect to see their own GP as they do now for routine appointments. It will be important that any new model ensures continuity of care for patients.

Many patients are keen to retain a relationship with one doctor and we are keen to ensure this happens – the family doctor relationship can still be maintained in a polyclinic.  We see no reason why if you go to a practice with 5, 8 or 10 GPs you have a relationship with a GP, but if you call it a polyclinic with 25 GPs (networked/federated or same-site) then suddenly you can’t have that relationship.
Will GPs be ‘herded’ or forced against their will into polyclinics?

No.  GPs will not be forced into polyclinics against their will – and this would not be possible under existing contractual arrangements for the provision of GP services. 

GPs would be free to choose whether they joined a polyclinic or not. Their practice list would remain theirs wherever they chose to work from. 
Is there a real need for GP’s surgeries to open longer hours?

Healthcare for London: Consulting the Capital consultation found that 80% of Londoners would find it useful if GP surgeries were open for appointments in the evenings and at weekends.  This may be one of the reasons why so many people who could be cared for elsewhere are attending A & E instead.  
What about the extra burden on GPs?

We don’t believe there has to be extra burden on GPs.  For instance, in the networked (federated) model, GPs could come together to offer an extended hours service (each GP working perhaps one evening a month, instead of a day.)
Many GPs are partners in their own businesses, rather than salaried doctors. How are you going to persuade them to lose a degree of independence and in some cases their own premises, and become part of a polyclinic?

The polyclinic model does not mean GPs lose their independence and become salaried doctors. The model allows for partnerships buying or leasing premises for a same-site model or using their own premises in a networked (federated) model.

Won’t polyclinics increase travel times?

The networked (federated) model would have no impact on travel time – there would be no extra travel time.  In practice, this model could be more suitable in parts of London where the population is more spread out. 
The same-site model could have some impact - but if correctly sited on public transport routes may be as quick, or quicker to get to.   High-level modelling suggests that, even if all GPs in an area wanted to relocate to a same-site location, the vast majority of Londoners would be within one or two kilometres of a polyclinic.  In addition the ‘one-stop-shop’ approach could save patients having to visit different places for different services.  
We will continue working with Transport for London to ensure that we understand the implications on travel times of any decisions. Work will also be done locally between PCTs and local authorities when local services are being planned.

Implementation of the polyclinic service model will mean that patients will spend less time travelling to hospitals.  Ensuring access and minimising travel times will be important in the development of polyclinic service models and the settings in which these services are provided.
What support/evidence is there for polyclinics? 
The RCGP (Royal College of GPs - largest membership organisation in the UK solely for GP’s) supports the federated model. 
The RCGP believes that the status quo can’t deliver the healthcare services that patients need in the 21st Century. They say what’s needed is a new model of health and social care that builds on the needs of patients and the best general practice has to offer.
The best clinical evidence we have tells us that health problems, including mental health, can be dealt with by extending/enhancing existing primary care in the community. 

51% of respondents to Healthcare for London: Consulting the Capital agreed that almost all GP practices in London should be part of a polyclinic, either networked (federated) or same-site.
What about privatisation?  How many polyclinics would be run by the private sector?
Most GPs are independent contractors and therefore could be considered by many as being private sector.  The distinction of private sector is an artificial one.  
Primary care has a number of very different ownership models.  There are varieties of different private sector models with the partnership being the predominate one. We would expect the ownership of polyclinics to mirror this approach. Some may be owned by GPs in a partnership. Some may be owned by a joint venture between another private sector organisation and GP partnerships. Some may be owned by a variety of different forms of private sector organisations. If there are sufficient safeguards to ensure that primary care commissioning does not act as an inappropriate feeder into secondary care, there is no reason why there should not be a joint venture involving an NHS Foundation Trust. 
The key is to ensure that quality services, that improve health for patients, are delivered. Commissioners are required to ensure a level playing field for any interested providers. 
What about the impact on local services such as community pharmacies?

Healthcare for London is working closely with professional groups including community pharmacists.  Pharmacy would be a core service provided as part of a polyclinic model. However, most Londoners would continue to use their local pharmacy for medication and self-care including repeat prescriptions; about 80% of prescriptions are repeats. 

The role of community pharmacists is also expanding meaning more people will visit their pharmacist for advice and treatment in the future, such as help with managing diabetes or stopping smoking. 

What is the difference between the polyclinic model and a GP-led health centre?

Both of these initiatives bring services and GPs together to provide a broader and more integrated range of services for patients.

GP-led health centres

· This is a national initiative from the Department of Health;

· The main aim is to improve people’s access to convenient, patient-centred GP services;

· All primary care trusts (PCTs) are required to develop and submit plans for health centres; 

· The primary focus is on the provision of the service, rather than new buildings or facilities;

· It is intended for action in 2008/9.

Core criteria
As a minimum, GP-led health centres will be expected to: 

· provide core GP services;

· maximise opportunities to integrate and co-locate with other community-based services, including social care;

· be in easily accessible locations;

· be open from 8am to 8pm, seven days a week;

· offer bookable GP appointments and walk-in services;

· provide care for registered and non-registered patients.

Polyclinic service model as described in the consultation consists of the following core services:

· GP services – e.g. core and enhanced with extended opening hours

· other health services – including other health professionals (e.g. ophthalmology, dentistry,) 

· minor procedures

· outpatient appointments

· urgent care

· diagnostics - e.g. core and enhanced testing with extended opening hours

· community services – e.g.  interactive health information, management of long-term conditions, complex needs, community nursing, community mental health teams

· co-located services – e.g. including local authority, social care, mental health, leisure and the London Ambulance Service
PCTs were asked to submit expressions of interest in polyclinics – doesn’t this pre-empt the outcome of consultation?
As well as views of the public gained through the public consultation, we also need more detailed clinical and financial information about potential changes in healthcare.  

PCTs have been exploring the polyclinic service model through a developmental programme.  29 PCTs have been involved in this work.  In participating, PCTs will develop their thinking, raise ambitions, and increase their knowledge and skills. This will enable an effective response to be made following decisions made by the Joint Committee for PCTs.
We will not do anything that may pre-empt the agreement of recommendations by the Joint Committee for PCTs (planned for 12 June 2008). Current work is therefore focused on exploring the issues and gathering information in more depth on how the polyclinic service model could work. PCTs will not be implementing the service model during this phase.

It has been claimed that Healthcare for London states that 75% of GP practices are not good enough. What do we actually say and what is the evidence for this? 

We quote a national BMA survey of GP practices that found almost 60% of GPs thought their practices were not suitable for their present needs and this rose to 75% when asked about their future needs. There is no reason to believe that this situation would be any different in London.

What is the benefit of shutting down hundreds of GP surgeries in areas where primary care is being delivered to a good standard?

The framework does not advocate shutting down hundreds of GP surgeries where primary care is being delivered to a good standard.

Whilst we are very supportive of GP surgeries that are providing excellent services to patients in good and accessible environments, and providing the wide range of services that the report suggests, the BMA survey showed that nationally 37.5% of GP practices could not be adapted to meet Disability Discrimination Act access requirements – again there is no reason to believe that this is not representative of London.
If GPs are in easily accessible excellent locations and buildings they may wish to network with other GPs to form a networked (federated) model of a polyclinic – but some may wish to move to a new building.

Are polyclinics more cost effective than each element of the variety of provision which they replace (including existing GP practices). 
Polyclinics do not replace GP practices.  There are various sources of savings e.g.:

· Prevention of unnecessary hospital visits, particularly for people with long term conditions. There is strong clinical evidence that well planned care for Long Term Conditions can prevent a significant amount of emergency hospitalisations through proactive treatment in the community setting.  
· Prevention of unnecessary visits to A & E. There is significant evidence that London has excessive A&E usage through improved access to primary care in extended hours we expect to reduce unnecessary A&E attendances. 
· Developing minor procedures in primary care There are some procedures which are currently carried out in hospital care but should take place in primary care with lower capital and revenue costs 
· Polyclinics should be able to deliver care that is currently hospital based at lower cost. We know that care outside the hospital can be delivered more efficiently. 
· Organising care in modern premises with professional management will enable GPs to deliver higher levels of clinical utilisation and consolidating care in a larger facility allows better space utilisation (lower facilities cost) and more per-activity overhead (e.g. back-office and reception staff).

Have you done any modelling about the scale of potential savings of moving care from hospitals into the community?
Yes.  But more is needed if the JCPCT decides that the polyclinic model should be implemented in London, as the existing financial modelling is based on same-site rather than networked (federated) models.
What did the modelling re: same-site polyclinics suggest?  

If medical conditions can be treated in a less intense environment, significant savings can be found. For example, our clinical panel advised that 59% of minor procedures could be carried out in the polyclinic setting. Currently the tariff provides hospitals payment of £870 per case but our bottom-up cost analysis suggests that this could be done for £146 per case in a same-site polyclinic. 

What about plans to pilot the polyclinic approach?

We agree that testing and evaluation the London polyclinic model is important.  If the JCPCT give polyclinics the ‘green light’, we would want to pilot the polyclinic service model.  

In the meantime, 29 PCTs are exploring the polyclinic service model through a three-month developmental programme.  In participating, PCTs have been developing their thinking, raising ambitions, and increasing their knowledge and skills. This will enable an effective response to be made following decisions made by the Joint Committee for PCTs and we aim to be able to identify early implementer sites at that stage. 

Are there currently any polyclinics in London?

There are none in London currently operating the polyclinic service model as described in Healthcare for London: Consulting the Capital.  However, there are examples of GP practice already offering an expanded service in London.

There are a lot of single-handed GP practices, out in the East End in particular. It is said that a polyclinic could have about 25 GPs practicing in it.  If you can hardly get enough in the East End at all, where are you going to get them from and will they happily move in together?

It will be a challenge and there will be some areas where people are enthusiastic about this change - for instance where they are currently working out of poor premises.  However, the polyclinic service model is not restricted to a same-site option.  A number of GP practices linked together to provide a range of services could operate as a networked (federated) polyclinic service.

The model is designed to be flexible and able to be adapted to respond to, and provide for, the needs and preferences of local communities.

The objective is providing a high-quality range of integrated services to patients at a community level.  Finding the right solutions for each community will require local PCTs, primary care professionals and social care partners working with local people

How many polyclinics does London need and what will be the cost of running them?

We don’t know this yet.  A developmental programme to look at local scenarios for the polyclinic model is underway.  If the JCPCT decides that the polyclinic model should be implemented in London, further development and evaluation of the models will be undertaken.  This will include developing detail on financial and population base issues.  It is envisaged that the implementation of the polyclinic model will vary from one community to the next, based on local needs.  In some cases there may be no same-site polyclinics, but networked (federated) practices.  Existing data is based on modelling carried out based on a same-site model only.

You say we need to make better use of our workforce and that hospital doctors in London see 24 per cent less patients than the rest of their UK counterparts. Why will sending them out into the community help productivity?
There are many small hospital units that all need a minimum level of cover. Fewer, bigger units would result in more staff overall per site, with more throughput - and should increase the patient: doctor contact and leave some consultants available to provide more work in the community, rather than the hospital.   This could also enable them to do more training/skilling-up of GPs and nursing colleagues in primary care.
Better use of our workforce overall (medical and other clinical) would help smooth out peaks and troughs and achieve a better match of supply and demand for skills. Shifting activity and doctors into the community, coupled with improved and more efficient pathways should help to achieve this.

Polyclinics will presumably only be cost-effective if patients go there for urgent care and numbers reduce in A&E departments. Most A&E departments are seeing numbers rising. Is there anywhere in London where numbers have fallen?

Yes, attendance figures at the Royal London Hospital in Whitechapel have fallen by two per cent over the last year and GP outpatient referrals have fallen by eight per cent, because more services are now provided in local communities. Although that is only a modest reduction it is a sign that improved community services can begin to reduce A&E attendances.

The existing polyclinics modelling suggests that the average polyclinic is projected to carry out just 336 minor elective surgical procedures a year (technical paper) – just 6.5 per week and 19 emergency surgery procedures a year. If that’s the case, wouldn’t it be safer and better all round to leave that care in hospitals?

We do say that clinicians need to treat sufficient numbers of patients to maintain their specialised skills. We do not anticipate these minor procedures to be specialised - GPs are well-qualified to perform minor surgery. This would remove more than 50,000 minor procedures from hospitals and move them closer to people’s homes.

6.  Maternity

Aren’t the proposals unrealistic, given that there is a shortage of midwives and a rising birth rate in London?
A Framework for Action recognises that current efforts to attract midwives back into the profession and to retain existing midwives will need to continue.
At the same time the framework proposes significant changes in ways of working to maximise midwife efficiency. For instance:

· Making greater use of maternity support workers (e.g. for collection of information, routine blood pressure monitoring).

· Reducing discrepancies in productivity which vary between 23 and 42 births per midwife per year.

Why are you recommending 98 hour consultant cover (when many experts recommend 60)?
This is based on Royal College of Obstetricians and Gynaecologists (RCOG) guidance for the size of unit found in London. 
What evidence is there to support increasing consultant cover on labour wards? 

The Hospital at Night Study has shown that in obstetrics (as well as paediatrics, intensive care and acute medicine) the level of activity is the same throughout the 24-hour period, indicating that the cover required should be 24/7.

Data from the National Patient Safety Agency (NPSA) and the Confidential Enquiries into Stillbirth and Deaths in Infancy (CESDI) indicate an association between consultant presence and reduced incidence of death from foetal distress. And there is evidence that absence of senior staff and lack of supervision, as well as a shortage of staff, were significant factors in serious obstetric incidents reported to the NPSA.

The Clinical Negligence Scheme for Trusts (CNST) already includes the requirement for 40 hours of consultant presence. The RCOG highlights an expectation that the CNST will recognise the benefits of a consultant-based service by extending the requirement initially to 60 hours, then to 98 hours, with a 168-hour presence in larger units. Benefits to women are cited as improved care and less intervention.
Will 98 hour cover be sufficient at all units? 

The RCOG report ‘The Future Role of the Consultant’ suggests that labour wards supporting a large number of births (>5,000 pa) should be moving towards a 24/7 consultant based service by 2010.  

Are midwife-led maternity units safe? 

Choice for mothers-to-be and clinical safety are paramount. We believe choice is necessary and midwife-led units improve the birth experience. However they will not be suitable for all births and pathways must be developed that enable women to make informed choices and enable clinicians to make accurate risk assessments. 

There is much debate about the value and safety of home births and no clear evidence. How is this being addressed?

There is good information, but often this is not made clear to mothers.  A Framework for Action recommends that expectant mothers need to be given clear information about the options available. To inform their choice of where they give birth and the options for delivery the services need to be made available and women need to be given information on:

· The risks and benefits of giving birth in different locations

· The services available at different locations (e.g. types of pain relief)

· Quality of care (e.g. infection rates, caesarean section rates)

· Transfer rates (women needing to be moved during labour because they need different care)

7.  Mental Health

Will more work be done on the proposals in this section?

More work is already underway.  It is recognised that following the publication of A Framework for Action, more work needed to be done on mental health services.  As a result, a mental health group was established.  The final report from the group will be made public on 13 May, and will therefore be available to those groups reviewing the outcomes of the consultation and advising the JCPCT (who are scheduled to meet on 12 June to agree a set of proposals.)
As the findings are broadly in line with the original work, we will ask PCTs to consult on mental health when they propose specific service change.
8.  Acute Care
What provision is there for more training of ambulance staff, to be able to make decisions on where to take patients to?
The London Ambulance Service (LAS) would need clear support and guidance to ensure patients were taken to the most appropriate hospital.  Of all London’s healthcare providers, the LAS currently receive the least funding for education.  We want to make better use of the high level of skill and experience of ambulance staff.  If implemented, better funding for LAS will need to be a key part of the proposed changes – as would the close cooperation and involvement of LAS staff.
Won’t the urgent care number duplicate NHS Direct?
NHS Direct delivers telephone and e-health information 24 hours a day to the public.  The urgent care number, it is proposed, would be used to book appointments with GPs or other health professionals, transfer calls to emergency services, as well as offer general medial advice.

The need for simplification, and better signposting is universally accepted, and the public are most interested in straightforward access to someone who can give them meaningful clinical advice or direction.  If the implementation of an urgent care number goes ahead, it will need to consider the services offered by NHS Direct, to minimise duplication and confusion.
What evidence is there that more lives will be saved if people are made to travel further for their care?
The principle that specialist care is better, even if the patient has to travel further is backed up by research evidence.  For example, with heart attacks, more people survive if they receive a specialist procedure called primary angioplasty instead of the formerly accepted gold standard of care: thrombolysis. Not all hospitals have the staff and equipment to perform angioplasty and some don’t have the facilities 24/7 so travelling to a hospital which has everything in place will be better for patients.
Concentrating specialist skills and facilities should improve the quality of care and patients’ chances of better outcomes. We are looking at plans to base London Ambulance Service critical care retrieval teams at the trauma units, if they are approved at the JCPCT in June.  These staff could therefore form part of the clinical team at the hospital (to keep their skills up) and they, along with other clinicians from that unit, would attend serious trauma calls.  
What risk audits are being undertaken to ensure that all Londoners will be in easy reach of critical care services and that no access issues will arise?

Healthcare for London is assessing in much more depth what it will take to deliver some of the outcomes that Professor Darzi described in his proposals.  So on trauma services, for example, clinicians from across London are already involved in looking in detail at where patients might go. 

Are you downgrading DGHs, especially given that the Academy of Royal Colleges is reported as having said that most DGHs should provide full A&E services even if numbers for some specialties lack critical mass?
There is no proposal for any ‘downgrading.’  A Framework for Action is very much focused on understanding and evaluating what is the totality of facilities, skills and services needed by London and then reviewing how we provide that, beginning with what we already have. So that might mean that the use of some facilities changes, or we redesign existing facilities to provide new or enhanced services. But it isn’t about downgrading. It’s a case of up-grading the health service in London as a whole. 

In London the concept of the district general hospital providing all services to all residents is already outdated. Most hospitals specialise in particular specialties and don’t provide all services. One of the challenges for PCTs, acute trusts and Healthcare for London will be to establish a care network that enables all the hospitals, resources, community facilities and staff to work together to provide excellent care for the resident population. 

In terms of some acute conditions: the evidence is very strong that specialist teams working on heart attacks, stroke and trauma get much better results and outcomes than non-specialist teams. Lives are saved and disabilities prevented in such circumstances. 

There are a number of aspects to achieving these improvements. Here are some local examples:

The trauma service at the Royal London manages over 950 patients per year. In 2006 they recorded a 28% reduction in mortality in the most severely-injured patients compared to the national average.

There is evidence from Dr Foster that larger volumes of emergency surgery improves outcomes and evidence from around the world that shows that specialist stroke units save lives.

A survey regarding the relationship between distance to hospital and patient mortality stated that there is good evidence that for some groups of emergency patients care provided in specialist centres improves outcomes. 

Can you guarantee that no hospital will close?

There are no plans to close hospitals as a result of Healthcare for London: Consulting the Capital, but there may be changes in where services are provided. The framework does not make recommendations about specific sites; it is about the principles for organising healthcare for London. The budget for healthcare in London continues to grow and so it is important to remember that this not about cuts.

If the plan is to remove specialist services such as emergency surgery and trauma from the local hospitals, will A&E departments be under threat?

These services account for a very small percentage of a hospital’s A&E work. A&E departments can be retained to treat the majority of accidents and emergencies, while more serious cases would be seen at a specialist centre. 

How will you decide which hospitals become major acute hospitals and which are downgraded to local hospitals?

There is no downgrading planned.  It is for PCTs across London to consider decisions made at the JCPCT in June and how they apply in their area when they make their own plans. 

We don’t believe the changes proposed here amount to downgrading, rather they will provide better, safer care for patients. Change may be uncomfortable but if, as this report shows, it can lead to real benefits for Londoners, making no change is inexcusable.

Who would decide where emergency patients go for treatment and care?

For ambulance ‘blue light’ calls, patients would be assessed by the paramedic or emergency care practitioner who would decide whether the patient is taken direct to the main acute A&E hospital or to a local urgent care centre. Patients who self-present or are brought in by relatives/friends to a hospital would go to an urgent care facility attached to the hospital, and if necessary expert transfer arrangements would be made there.

What will be the difference between A&E at a major hospital and at a local hospital? 

Just as now, each hospital will need to consider provision by other local hospitals, provision of services in the community and the needs of the community to be able to provide locally appropriate services. Healthcare for London describes a framework but it is not prescriptive about what services will be provided at each hospital site. These details will be developed.
Would all hospitals with A&Es provide the same services?

No. For instance only major trauma centres would deal with major trauma.  By this we mean very serious accidents and injuries.

Decisions about how many hospitals will provide stroke have not been taken; but a local hospital could  provide CT scans and interventional treatment during the day. 
The report also talks about two additional major trauma centres for London.  Have you done any preliminary work about where they may be sited at all?

Trauma is one of the six projects set up to enable us to gain more detailed clinical and financial information about the potential changes.  We have undertaken preliminary work on what the care pathway might be; location of these centres would be a subject for future consultation.

If the services at a particular hospital are viable, successful and accessible, is there really a compelling case for moving those services out to a different location?

I think we would wish to know, are they more viable elsewhere, would they be more successful elsewhere and would they be more accessible elsewhere. We wish hospitals to be aspiring and achieving the very best for their patients not just providing a viable service. 

To take one example: In stroke care. Best treatment for a stroke patient means rapid assessment by ambulance staff; access to a CT scan; and early treatment using clot busting drugs if the scan indicates this is appropriate. Patients who receive this treatment within 90 minutes of the attack are twice as likely to survive or have less disability that those that don’t. In 2006 in London no hospital achieved the benchmark of all CT scans performed within 24 hours. That is not a viable, successful, accessible service. 

UK healthcare is not competing well with the rest of the world in terms of clinical safety and quality of care. 
9.  End-of-life care

Are the ‘End-of-life service providers’ just another layer of bureaucracy, and might this hamper the efforts of those already providing care to those patients in these situations?

We do not envisage or propose the introduction of a new or additional layer of administration nor do we expect existing services to be swept away by a new breed of provider.
Various models of palliative care and services delivery have developed over the years, which has led to a huge repository of skill and expertise in end-of-life care across the capital.  The challenge is to ensure that excellence in care is available to all and to direct it to the right place at the right time and in an appropriate way.  The aim will be to support and strengthen coherent and effective development of excellence.   

10.  Finance

How are cash-strapped PCTs going to afford these major changes, particularly if some of them involve double running of some services?

The NHS in London delivered a surplus in 2006/07, despite problems at some trusts. Some PCTs have had very significant growth funds, many serving populations with the greatest level of need. We would expect the growth money to be invested in the kind of proposals outlined here.

Have drug costs been looked at as part of the financial basis of ensuring the framework is affordable? 

A Framework for Action is not intended as a planning tool it has been developed to assess the overall feasibility. Any local plans will need to take into account local health needs and local circumstances.  

There has been huge investment in the NHS in London in recent years, including some new buildings. What will happen to them? Isn’t this an extraordinary waste of public money?

Healthcare for London: Consulting the Capital sets out how services could be provided in the future. However it does not propose specific sites for services. Healthcare for London does not necessarily imply fewer hospitals or major new building developments, although it will bring greater clarity and focus on the core role of each unit – as specialist hospital, major acute hospital, elective centre, local hospital or polyclinic.  The future roles to be played by each current unit will be determined in due course and will depend on the outcome of the overall HfL consultation process and locally driven consultations on specific reconfiguration proposals.  

The NHS estate in London is vast and not effectively managed, which is why the report calls for an estates strategy to make sure that both hospital and community services are provided in buildings that are modern, clean, well-run and most particularly in the right place. We could certainly look at using sites for different things.

Where is the money going to come from to invest in polyclinics or improving existing buildings?   

The NHS in London owns a huge estate. Some of it is well used, some of it is not, and some of it is vacant.  We need to find a way of utilising the value in that estate to get some of these proposals off the ground.  So, for instance, polyclinics would not necessarily need to be new buildings. They could be existing NHS buildings or existing buildings we buy or lease.

We have got a significant piece of work under way to look at using our estate better.  

There is a substantial capital investment programme already in place. Servicing existing buildings costs around £700 million a year. Work to bring them up to date would cost another £800 million. So, we need to make sure we get value for money and direct funds where they are needed to provide clean, good quality, effective and accessible environments.

If there is going to be more care in the home? How will this be funded and who will support the carers?

At a national level the Department of Health is developing a carers’ strategy; locally PCTs are working with social care partners to develop solutions. The Healthcare for London consultation recognises that there will need to be more GPs, more community nurses and more support for primary care.  

Of course a lot of care at home will not cost any more than the equivalent care in hospital. Care in a hospital is expensive. Much of the issue is about how we can train and recruit staff and resource the best services in people’s homes, rather than how we can pay for them. 
11.  General
Does the framework propose cuts in services?

No. It is a framework intended to describe how services could be improved in the future. It is not about any individual service or building. 
Can you guarantee that services will not be stopped before new services are available to take their place?

We understand the need to properly plan the implementation of changes to services and that would include ensuring that there is continuity of care for patients.

Will you be cutting the number of beds?

Combining the impact of high levels of activity overall, a shift of care out of the hospital and reducing length of stay we estimate a modest decline in the beds required to deliver care. We estimate a reduction of 1,289 beds – from the current level of about 18,850 beds in London’s acute and specialist hospitals to around 17,560.  This decline in beds is considerably less than the last decade or the decade before that.
How is the framework going to cope with the increasing population that is envisaged for London; an extra 700,000 in a few years’ time? 

The technical appendix that goes to support the framework makes some assumptions about population growth.  We have tried where possible to align those with the assumptions that the Mayor is making about future population growth.  Although if we needed to amend them in the light of evidence then we would do, we believe the model itself is robust in the face of population increases.  

Will PCTs have the capacity to effectively commission services from a range of providers?

A Framework for Action identifies a number of key drivers that are essential in supporting the development and implementation of the framework.  The World Class Commissioning assurance system will put in place the appropriate frameworks for developing world class commissioning, to ensure health outcomes are improving.
12.  Workforce

What are the workforce implications of the Healthcare for London?
NHS London is developing a workforce strategy to better understand the needs of the NHS in London.  It will be a high-level ten year strategy setting out, for the first time, a holistic view of the shape of the clinical workforce in the London NHS health economy. Its aim will be to enable the delivery of new models by investing in development; developing new roles and skills, and supporting the movement of staff to new settings. It will also mean redefining how we plan and commission London’s workforce and how we spot and foster London’s future leaders.

13.  IT 

Given concerns about IT in the NHS, will the necessary IT systems be in place?
Our aim is to ensure that IT and information is fully integrated with the planning and thinking around the way in which the Healthcare for London strategy gets implemented.  It is clear that technology has a key role to play in enabling the new models of care.  The key challenge will be to ensure that we are able to support the local innovation that will be essential for the success of earlier adopters without losing the benefits of wider strategies to support information sharing.  We are building capacity within the NHS London IT team to support this approach.  

 

What additional investment in IT (e.g. for polyclinics) is required/assumed, and how will this be funded?

IT has been identified as a key enabler for Healthcare for London. Since the IT model was created some time ago, the existing programme of Connecting for Health only partially addresses the IT needs.  We believe it will be necessary to carefully review the IT needed to deliver HfL and we are working with our IT partners in London to address this. With regard to polyclinics the basic IT needs and their necessity for interoperability with other aspects of NHS care will be included in the service specifications drawn up by the PCTs for the health services that have to go into them. 
14. Dentistry 

It appears no dentists were involved in developing Healthcare for London and yet we know that London has a poor level of registration with and visits to NHS dentists. How will this be addressed?

It is not correct to say that no dentists were involved. For instance Dr Jenny Gallagher, Senior Lecturer/Honorary Consultant in Dental Public Health at King’s College London was part of the Staying Healthy workstream.  

Primary Care Trusts in most areas of London report very few complaints from people unable to find an NHS dentist and general availability of NHS dentists across London compares favourably to England as a whole. 

There is however an inequitable distribution of resources caused by the historical decisions of dentists, who were free to set up practice in an area of their choice, rather than those where the need was greatest. The new dental contract allows PCTs to commission services in line with local need. 

15.  Document Information

	Document Owner:
	Don Neame

	Document Author:
	Claire Lynch

	Date Created:
	08/05/08

	Current Status:
	Final

	Location/Branding
	


16.  Version History

	Version
	Date Updated
	Updated By
	Reason

	0.2
	12/05/08
	CL
	Amendments from Don Neame

	0.3
	12/05/08
	CL 
	Amendments from Gabrielle Teague and Don Neame

	1.0
	12/05/08
	CL
	Amendments from David Mason

	2.0
	13/05/08
	CL
	Amendments from Nicole Millane and Belinda Dix

	3.0
	13/05/08
	CL
	Amendments from Nicole Millane David Mason

	4.0
	13/5/08
	CL
	Final version


















































































































































Page 1 of 22

