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Introduction

1. In August 2007, the London Commissioning Group (LCG) asked PCTs to consult formally on the models of care delivery outlined in Healthcare for London: A Framework for Action, the report of the review into London’s health services commissioned from Professor Sir Ara Darzi.  
2. PCTs have since established a Joint Committee (JCPCT) with delegated authority for joint decision-making on the outcome of consultation.  A Joint Overview and Scrutiny Committee (JOSC) has also been established by local authorities to consider the consultation and decisions taken following it.
3. The consultation was launched on 30 November 2007.  It will last 14 weeks ending on 7 March 2008.  
4. In September 2007, PCT Boards also agreed the LCG as the leadership body responsible for delivering the Healthcare for London (HfL) programme accountable to all London PCT boards and the NHS London Board.  
5. PCT Boards endorsed revised terms of reference for the LCG and an expanded membership for the HfL section of the LCG agenda to include representatives from the Mayor’s Office, Local Authorities, clinicians, patients and the public, and the HfL programme team.
6. The LCG have so far approved the initiation of six projects that will support delivery of the vision articulated in A Framework for Action.  These projects will not pre-empt the outcome of the consultation in terms of actual changes to service delivery.  The projects will enable progress to be made as quickly as possible informed by the outcome of the consultation.

7. This paper provides updates on the HfL programme including:
· the appointment of the Programme Director;
· an update on the consultation process since August and the process and timescales for agreeing recommendations at the end of the consultation period;
· an overview of the governance arrangements that have been established for the programme;
· an update on the recruitment of the Clinical Advisory Group for the programme;
· an overview of the structure and roles and responsibilities of the central programme team that is being recruited to support delivery of the programme; and
· an overview of the first six projects and the process for future projects being initiated.
8. The HfL central programme team plan to produce bi-monthly reports for PCT Boards providing updates on the progress of the programme.
Appointment of Programme Director

9. David Sissling has been appointed Programme Director for Healthcare for London.  David is currently Chief Executive of Northern Ireland Health and Social Care Authority and was previously Chief Executive of the Leicestershire, Northamptonshire and Rutland Strategic Health Authority.  David will take up his post on 4 February 2008.
10. Press Release extract:  Commenting on his appointment, Mr Sissling said: “Healthcare for London presents a wonderful opportunity to transform the health of Londoners and health services in the capital.  I’m looking forward to working with colleagues in the NHS and partners to make change happen.”

Healthcare for London: Consulting the Capital

11. The JCPCT approved the consultation strategy, action plan and consultation document at its first meeting in public on 21 November.  
12. Healthcare for London: Consulting the Capital launched on 30 November 2007 with the website going live and advertisements in London Lite, Metro and the Evening Standard. 
13. Sixty two thousand full consultation documents and over three hundred thousand leaflets are scheduled for distribution across the capital in the week beginning 10 December.  Additional resources include the summary translated into the thirteen most common languages (and the offer to translate into any language); CD; Braille; Easy Read; and large print versions. 
14. Each PCT will be hosting a consultation ‘roadshow’ at least once during January and February.
15. Activities conducted leading up to the launch of the consultation included:
· engaging through meetings, presentations, and Question & Answer sessions with stakeholders including the BMA, London-wide LMCs, an informal meeting of the Joint Overview and Scrutiny Committee, Diabetes UK, Stroke Association, various Patient and Public Involvement (PPI) forums, the London Assembly Public Scrutiny Committee and London Councils;
· establishing a Patient and Public Advisory Group (PPAG) consisting of 12 members of the public, chosen by Opinion Leader to be representative of the population, and the 18 members of the London Executive of PPIs. The PPAG were instrumental in developing the consultation document;
· commissioning Healthlink to work with traditionally under-represented groups to ensure we capture the aspirations and concerns of the broadest possible range of Londoners; and
· commissioning the London Heathcare Commission to undertake a formal health inequalities impact assessment (HIIA) on A Framework for Action.
16. The consultation will end on 7 March 2008. 
17. Ipsos-MORI have been commissioned to independently advise on the consultation, receive responses and prepare a report on the outcomes of consultation.  Ipsos-MORI will present their findings at a meeting in public provisionally scheduled for 6 May.  
18. The LCG will consider the outcome of consultation and draw up recommendations for PCT boards to consider in May. It is anticipated that the JCPCT will meet in the last week of May to agree recommendations. 
19. The table below illustrates in more detail the timescales for recommendations being agreed at the end of the consultation period.  
	Week beginning
	Activity

	3 March
	7 March - Consultation finishes following 14 weeks consultation period (allowing 2 weeks extra to allow for the holiday period).  Ipsos Mori commence final analysis of the consultation responses.


	10 March
	

	17 March
	18 March – Moratorium starts for mayoral elections
18 March – Ipsos Mori presentation to JCPCT
18 – 21 March – Discussion of consultation responses at Clinical Advisory Group (CAG)

18 – 21 March – Discussion of consultation responses at Public and Patient Advisory Group (PPAG)



	24 March
	28 March - Ipsos Mori provide the HfL programme team with final analysis of consultation responses.  London Health Commission provide the HfL programme team with a Health Inequalities Impact Assessment (HIIA) and Equalities Impact Assessment (EIA).



	31 March
	1 – 4 April – HfL Programme office draws up proposals

4 April – Mail out of proposals to LCG, CAG and PPAG

 

	7 April
	8 April - LCG meet to consider proposals.



	14 April
	14 – 18 – CAG and PPAG meet to consider proposals



	21 April
	23 April – JCPCT to consider proposals


	28 April
	1 May – Mayoral elections
2 May – Mayoral election count

HfL programme team receives JOSC final report. Mail out to CAG, PPAG, PCTs and JCPCT of JOSC report, HIIA, EIA and Ipsos Mori report. 
Copies of all responses made available to PCTs and JCPCT (6 copies – I in each sector plus one at Healthcare for London offices)



	5 May
	5 May – Bank Holiday
6 May – Presentation in public by Ipsos Mori on consultation outcomes and process. Invitees to include:

a. Health Scrutiny Committee members

b. Members of LCG, JCPCT and JOSC

c. Members of  PCT Trust Boards

d. HfL central programme team

e. Leaders of local councils

f. PPAG

g. CAG

h. Communications leads

i. Members of the public

The format of the meeting would also allow for a presentation by the JOSC and a Question & Answer session

8 May – LCG  meet to review proposals in light of JOSC report, HIIA, EIA and final Ipsos Mori report

9 May – JCPCT meeting to review proposals in light of JOSC report, HIIA, EIA and final Ipsos Mori report

9 / 12 May – HfL programme office to amend proposals following JCPCT



	12 May
	13 May – HfL programme office to mail out proposals to PCT Boards

14, 15, 16 May – Three clear days prior to PCT meetings in public


	19 May
	20, 21, 22, 23 May – PCT Boards meet in public to consider the LCG proposals, taking into account the needs of their population and the wider health economy, in order to inform the JCPCT.


	26 May
	26 May – Bank Holiday (and half term week)

27 May – HfL programme team receive comments from PCTs and redraft proposals.

30 May – HfL programme team email proposals and PCT board responses to LCG and JCPCT for comment



	2 June
	3 June – HfL programme team receive comments from LCG and JCPCT and redrafts proposals 

6 June – Hfl programme team mail out final proposals to JCPCT and place on website 



	9 June
	12 June – JCPCT meets in public to consider recommendations and agree a set of recommendations including plans for next stage consultations. A joint media release will be issued and posted on the website www.healthcareforlondon.nhs.uk 

Each PCT or group of PCTs will then develop detailed proposals for services



HfL Governance Arrangements

20. The figure below illustrates the governance structure for the HfL programme.
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21. The LCG has overall responsibility for delivery of the HfL programme.  It effectively acts as the Programme Board providing the strategic steer for the programme.  The LCG is also co-ordinating delivery of the HfL public consultation on behalf of the JCPCT.
22. The LCG is accountable to all London PCT boards and the NHS London Board.  The PCT Chief Executive members of the LCG will provide verbal updates on the programme to other PCT Chief Executives at Collaborative Commissioning Group meetings.  A bi-monthly HfL board report for PCTs and NHS London will be produced that provides an overview of the programme position – this is in addition to the HfL e-news bullletin.
23. The LCG will be advised by a Clinical Advisory Group (CAG) and a Patient and Public Advisory Group (PPAG).  

24. Project Boards will be established for individual HfL projects which will be accountable to the LCG for delivery of their projects.  
25. The Our NHS, Our Future Next Stage Review clinical working groups are also accountable to the LCG.  Working groups have been established for mental health services and children’s services as part of the national Our NHS, Our Future Next Stage Review. These working groups will produce reports for February 2007 on their visions for delivering these services to Londoners in the future.  The outcome of the working groups will inform the HfL programme. The national Next Stage Review is extending across all SHAs the approach taken in London in developing A Framework for Action.
26. The HfL Programme Executive Group (PEG) will co-ordinate the overall management of the programme.  The PEG will monitor the progress of the individual projects and act as the forum for identifying, resolving and managing issues, interdependencies and risks.  The PEG will also be attended by representatives from the NHS London enabling strategies (workforce, education and estates) and representation from the London Programme for IT as appropriate to ensure a joined up approach to delivering the HfL programme. 

Recruitment of the Clinical Advisory Group
27. Interviews for the Clinical Advisory Group (CAG) were conducted during the weeks commencing 19 and 26 November.  
28. The recruitment process was managed by Odgers and the recruitment panel included Sir Cyril Chantler (CAG Co-Chair), Trish Morris-Thompson (CAG Co-Chair and NHS London Chief Nurse) and Lesley Perkin (HfL Programme Manager).

29. Over 100 candidates applied and 54 attended the selection events.  The recruitment process was competency based and the selection event used workshop exercises where applicants were requested to discuss the challenges of the HfL programme.  It was originally planned to hold a final selection stage and include a PCT Chief Executive on the panel.  The recruitment panel felt, however, that the selection event provided a sufficiently clear position on the appropriate membership of the CAG that a further selection phase was not necessary.

30. Due to the high calibre of applicants, membership of the CAG was offered to 27 applicants in addition to the CAG Chairs and Simon Tanner (NHS London Medical Advisor and Director of Public Health). A balance in terms of coverage of clinical professions and geographical coverage was sought with the CAG members appointed.  

31. The HfL programme is keen to ensure that applicants that have not been appointed as CAG members will continue to be engaged in the programme and have written to these applicants outlining where other opportunities for involvement will arise.

32. The first CAG meeting was held on 22 December with CAG members briefed on the current position of the HfL programme and the envisaged role of the CAG.  Their role will include providing clinical expertise and leadership for specific HFL projects and establishing or engaging with professional networks across London to inform the HfL programme.
33. The second CAG meeting is scheduled for Monday 28 January where CAG members are expected to agree their terms of reference and how the CAG will interface with the LCG, Patient and Public Advisory Group and the HfL Project Boards.  
HfL Central Programme Team

34. A central programme team has been established to support delivery of the programme.  The central programme team is being hosted by NHS London and led by the Programme Director.  
35. The figure below illustrates the current central programme team structure for the HfL programme.
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36. The Programme Director supported by the Programme Manager will be responsible for maintaining the profile of the programme and managing key stakeholders. 

37. The figure below provides an overview of the roles and responsibilities of the central programme team.  
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HfL Projects

38. The LCG have so far approved the initiation of six projects that will support delivery of the vision articulated in A Framework for Action.  These projects will not pre-empt the outcome of the consultation in terms of actual changes to service delivery.  The projects will enable progress to be made as quickly as possible informed by the outcome of the consultation.

39. The six projects initiated so far are:

· developing an improved major trauma pathway;
· developing an improved stroke pathway;
· developing the polyclinics model and identifying potential pilot sites;
· establishing local hospital feasibility clinically and financially;
· establishing a baseline across London for demand and provision of unscheduled care; and
· developing a new model of care for chronic disease management focusing first on diabetes.
40. Formal Project Initiation Documents (PIDs) are being submitted to the LCG which include the objectives, deliverables, project plan and resource requirements for each project.  It is also a requirement of PIDs to give consideration of when an Equality Impact Assessment needs to be conducted for deliverables.

41. In terms of governance, each project will have:

· a PCT Chief Executive or NHS London Director Senior Responsible Officer (SRO) who will be accountable to the LCG for delivery of the project;
· a Clinical Director who is a member of the CAG that is accountable for the clinical safety and efficacy of the project; and
· a project manager responsible for the day to day management of the project.
42. An overview of the background, objectives, benefits, issues and risks for each project is provided in Annex A.
43. The six projects described are only the current projects within the scope of the HfL programme.  Further projects will be initiated as the programme moves forward.  The LCG recognises, however, that if the programme is to maintain focus and ensure effective use of resources there will need to be a limit to the number of projects that can be included within it at any one time.

44. A transparent process has been established for initiating new HfL projects illustrated in the figure below.
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A.6 HfL Project Summary 

–

Chronic Disease Management (Diabetes)


45. In some cases the decision of the LCG may be that it is not currently an appropriate time for the project to be taken forward but may indicate a desired future time for the project being initiated. This work can then be built into the longer-term planning of the programme. 

46. Where pan-London work should be linked into HfL but not formally adopted within it, appropriate linkages with the programme office will be developed.  
47. It should be noted that not all the work underway to deliver the vision articulated in A Framework for Action will fall within the scope of the HfL programme in terms of projects resourced through the programme.  There are already many initiatives underway across the NHS in London that should also contribute to delivering the vision.
Recommendations

48. PCT Boards are asked to:

i. Note the timescales for consultation and agreeing recommendations based on the outcome of consultation
ii. Arrange to hold a PCT Board meeting between 20 and 23 May 2008 to consider the consultation recommendations
iii. Note the governance structure and central programme team that has been established for the HfL programme

Note the initial projects that have commenced as part of the programme.

iv. Annex A – HfL Projects
The background, objectives, benefits, issues and risks of the first six HfL projects are illustrated below.  The initial phase of each project describes the work that can be completed prior to the outcome of consultation.
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Objectives of initial phase of project

•

Undertake an preliminary assessment of the infrastructure 

(e.g. workforce, technology, estates) required to deliver the 

models of care that 

A Framework for Action

proposes to better 

understand implications

•

Identify the changes/developments that have the potential to 

make the biggest impact on improved pathway and potential 

timescale and costs of delivery

•

Establish the current baseline of unscheduled care 

arrangements in London  (demand, access points, services 

available, commissioning arrangements and spend)

•

Review the evidence base and identify good/ innovative 

practice 

•

Explore key factors in delivery of effective care pathways 

through 

“

deep

-

dive

”

diagnostics/analysis of patient flow and 

patient/public views in 3

-

5 health communities

Objectives of initial phase of project

Background

–

A Framework for Action 

demonstrated that the NHS in London needs to improve access to t

imely and appropriate 

unscheduled care, information and advice. London has the highest

rates of A&E attendances in the country. There are strong 

indications that poor access to alternatives, including GP servi

ces, is a key factor. Many Londoners report dissatisfaction with

the 

availability of GP services outside normal working hours. The re

view identified potential duplication of unscheduled care servic

es 

delivered by different organisations and that the public does no

t always know which of the many access points is the most 

appropriate for particular needs. It suggested that significantl

y more face to face care should be provided in community setting

s 

and that arrangements for telephone access should be streamlined

e.g. currently people have three choices, LAS, NHS Direct 

and GP Out

-

of

-

Hours services. To address these issues 

A Framework for Action

proposes the introduction of urgent care centres 

in community settings and at the front end of hospitals, staffed

by multidisciplinary teams including GPs, nurses, emergency car

e 

practitioners and others. It also proposes a single non

-

999 telephone number for urgent care with call handlers determin

ing the 

most appropriate course of action from self

-

care advice through to transfer to emergency services and ambula

nce response. 

•

Robustness of baseline data and access to it 

–

need to 

maximise benefit from the Healthcare Commission review of 

urgent and emergency care that is running in parallel

•

Concerns about the potential impact of alternative models 

impacting on full participation of some stakeholders 

•

Gaining sufficient understanding of why patients/the public 

use services as they do and what impacts on behaviour

•

Improved and more equitable access to unscheduled care, 

improved choice, experiences and outcomes for patients

•

An integrated system with less duplication and confusion, 

which patients and the public can navigate easily

•

Better value for money by commissioning more cost 

effective services based on improved knowledge base

Issues and risks

Benefits

•

Robustness of baseline data and access to it 

–

need to 

maximise benefit from the Healthcare Commission review of 

urgent and emergency care that is running in parallel

•

Concerns about the potential impact of alternative models 

impacting on full participation of some stakeholders 

•

Gaining sufficient understanding of why patients/the public 

use services as they do and what impacts on behaviour

•

Improved and more equitable access to unscheduled care, 

improved choice, experiences and outcomes for patients

•

An integrated system with less duplication and confusion, 

which patients and the public can navigate easily

•

Better value for money by commissioning more cost 

effective services based on improved knowledge base

Issues and risks

Benefits

A.5 HfL Project Summary 

–

Unscheduled Care
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Objectives of initial phase of project

•

Establish the financial viability of different models of local 

hospitals taking into account activity volumes

•

Consider transition costs and re

-

use of assets

•

Develop an economic model that can be applied to different 

local hospital delivery models

•

Provide guidance on operating protocols for how local 

hospitals will work with other delivery points including 

polyclinics, elective centres, and major acute hospital

•

Develop cost base and activity/revenue models with a 

sample of current London district general hospitals

•

Establish and review existing models of service delivery 

outside of London (including international examples) that 

are similar to model envisaged for local hospitals

•

Establish the clinical viability of different models of local 

hospitals (for example local hospitals that are or are not co

-

located with polyclinics or elective centres) in terms of the 

necessity for specific services, staff or equipment to be co

-

located 

Objectives of initial phase of project

Background

–

Local Hospitals are an integral part of the 

HfL

vision alongside major acute hospitals and polyclinics. 

A 

Framework for Action

envisaged local hospitals providing non

-

complex inpatient and day case care to Londoners and offer care 

for all but the most severe emergency cases with a 24/7 urgent c

are centre acting as a front door to the A&E department.  Local 

hospitals are also expected to become expert centres for inpatie

nt rehabilitation.

We need to be able to demonstrate the feasibility of different m

odels of local hospitals in terms of both clinical and financial

viability.

•

Assuring Trusts that participating in this work does not pre

-

empt any decisions on local hospital or major acute hospital 

designation

•

Demonstrating the clinical and financial viability of local 

hospitals is essential to delivery of the 

HfL

vision as this 

needs to be done prior to any major acute hospital and local 

hospital designation

•

Improved rehabilitative care

Issues and risks

Benefits

•

Assuring Trusts that participating in this work does not pre

-

empt any decisions on local hospital or major acute hospital 

designation

•

Demonstrating the clinical and financial viability of local 

hospitals is essential to delivery of the 

HfL

vision as this 

needs to be done prior to any major acute hospital and local 

hospital designation

•

Improved rehabilitative care

Issues and risks

Benefits

A.4 

HfL

Project Summary 

–

Local Hospital Feasibility
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