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Healthcare for London PCT Board Report – March 2008 
Version 1.0
Introduction

1. This paper highlights progress on the Healthcare for London (HfL) programme.  It is the second of the bi-monthly HfL PCT Board reports following the report issued in January 2008.  
2. The paper includes updates on the following:
· the Programme Director for Healthcare for London

· the Consulting the Capital consultation 

· the establishment and role of the Clinical Advisory Group

· progress of the first HfL projects.
Programme Director for Healthcare for London

3. David Sissling commenced his role as Programme Director for Healthcare for London on 4 February 2008.  David was previously Chief Executive of Northern Ireland Health and Social Care Authority and before that Chief Executive of the Leicestershire, Northamptonshire and Rutland Strategic Health Authority.  

4. David is currently in the process of meeting individually with all PCT Chief Executives and the wider stakeholder community.
Healthcare for London: Consulting the Capital

5. Healthcare for London: Consulting the Capital  is the formal public consultation on the models of care and delivery recommended in A Framework for Action.  The consultation launched on 30 November 2007 and will end on 7 March 2008.
6. Sixty two thousand full consultation documents and over three hundred thousand leaflets have been distributed.  Each PCT is hosting at least one consultation “roadshow”.
7. As of 3 March 2008 there had been 3,000 responses to the consultation, over 18,000 unique visitors to the consultation website, and 4,200 visitors to the roadshows.  

8. There have been up to four hundred attendees at some PCT roadshows (Brent Cross Shopping Centre) with most attracting over 50 visitors.  The roadshows in Bexley (27 Feb), Bromley (26 Feb), Lewisham (28 Feb) and Greenwich (23 Feb) were run in conjunction with the consultation on “A Picture of Health”.
9. There have been some excellent examples of good consultation, including PCTs commissioning local community and voluntary sector organisations to facilitate events, meetings with community groups and inter-faith breakfast meetings. 
10. In terms of overall engagement with the consultation, health organisations and key stakeholders appear to be relatively well-informed.
11. The general public are less well informed. There has been advertising and editorials in London-wide and local papers but, in the absence of a genuine ‘anti’ campaign, public awareness has been low. The HfL communications team therefore commissioned a final PR and advertising push from 22-29 February to try and raise public awareness further.  Our estimate is that this activity resulted in an additional 10 million opportunities to see.  The activities included:
· 600,000 copies of thelondonpaper printed with a “Chalk and Cheese” campaign highlighting the inequalities of healthcare in London

· Further advertising in The Voice, The Gleaner, on mainline train station digital screens, on LBC and Magic FM
· Presence was created on MySpace, Bebo, Facebook and a bespoke website for young people

· Promotions were held at stations using cheese as a free incentive.

12. Healthlink are on course to meet with thirty traditionally excluded groups.
13. Highlights of the consultation feedback to date are that:
· There is broad support for almost all proposals
· The JOSC has called a large number of witnesses and appear to be constructing a well thought out response 
· GPs and their representatives (despite the recent national media coverage) seem to be more receptive to the federated model of polyclinics and there is good support for polyclinics from the mental health community 

· A HfL conference held on February 14th with London Councils was well received by attendees.
14. The plan for recommendations being agreed at the end of the consultation period is as follows:
· A draft summary Health Inequalities Impact Assessment (HIIA) and Equalities Impact Assessment (EIA) were posted on the website on 3 March

· A draft HIIA and EIA will be made available to the Joint Overview and Scrutiny Committee (JOSC) by 28 March
· Ipsos MORI, the JOSC, and London Health Commission (who have conducted the HIIA and EIA) will report their findings in public on 6 May 2008
· The SHA Board, the Clinical Advisory Group (CAG) and the Patient and Public Advisory Group (PPAG) will have the opportunity to discuss the consultation results and proposals in April and May

· PCT Boards will discuss recommendations at Board meetings on 20, 21, 22 and 23 May 2008
· The Joint Committee of PCTs will discuss and approve recommendations at their meeting on 12 June.
Establishment and role of the HfL Clinical Advisory Group

15. The HfL Clinical Advisory Group (CAG) has now been established and its terms of reference agreed.  
16. The CAG is an integral part of the governance arrangements for the Healthcare for London (HfL) programme.  The recommendations in A Framework for Action were based on clinical evidence and the expertise and experience of clinicians across London.  The CAG will ensure clinical leadership and expertise underpins the HfL programme moving forward.
17. The CAG will inform the development of the HfL programme and support the London Commissioning Group (LCG) and all PCTs in London in commissioning high quality, evidence based, clinically effective services.  

18. CAG members will be expected to act as ambassadors of the HfL programme communicating the rationale for change to relevant audiences and providing leadership on implementation across London.  CAG members will be required to make recommendations which are based on a balanced view of the full picture and not only reflective of their professional group or employing organisation’s individual context.
19. The CAG will play a key role in helping shape the response to the HfL consultation reviewing the outcome of consultation and providing advice to the JCPCT on their recommendations.

20. In the longer term, the CAG will have three specific roles:

· Providing clinical expertise and leadership for specific HfL projects 

· Establishing or engaging with professional networks across London to inform and support the HfL programme 
· Supporting local implementation of HfL.
21. A CAG member will be identified to be the Clinical Director for each specific HfL project.  The Clinical Director will be accountable to the LCG and CAG for the clinical safety and efficacy of the project.  The Clinical Director will be responsible for identifying appropriate clinical representation from the CAG and broader professional networks to provide support and advice to the projects.

22. The full list of CAG members is provided in Annexes A and B. 
Update on the first HfL projects
23. The LCG have 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 but will enable progress to be made as quickly as possible once informed by the outcome of the consultation.

24. The projects approved to date are:

· developing an improved major trauma pathway;
· developing an improved stroke pathway;
· developing a 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 an improved model of care for long term conditions with an initial focus on diabetes.
25. The PCT Chief Executive who is the Senior Responsible Officer for each project, the Clinical Director, and an overview of the background, objectives, benefits, issues and risks for each project is provided in Annex C.
26. Clinical Directors have now been identified for all the current projects to support the Project Managers and Senior Responsible Officers in delivering the projects.
27. The table below provides an overview of the major activities conducted by the current HfL projects up to the end of February 2008.  A Project Initiation Document for the Long Term Conditions (Diabetes) project was approved at the LCG meeting on 3 March.
	HfL Project
	Activities 

	Major Trauma
	· Project Board established and expert panel structure agreed

· Components of pathway and high level definition of trauma developed

· Evidence base and benefits of regional trauma system compiled as a Case for Change Document

· Meetings held with Paediatrics, Burns and Major Incident Planning representatives to establish project scope

· Engaged with DH PbR team, LAS and Specialised Commissioning Group

· Major Trauma conference and agenda arranged for April



	Stroke Pathway
	· Site visits to St. Georges, St. Thomas, Northwick Park, Mayday, Middlesex, Guy’s and Queen’s hospitals for Acute Stroke Care

· Wolfson centre visited to observe current practice around rehabilitation of stroke patients 
· The ‘as-is’ diagnostic visits have included the collection of workforce and infrastructure data, as well as observing good practice and potential barriers to change. These have been presented to and discussed by the project’s expert panel
· Meetings held with LAS, Commissioners, Stroke Association, Public Health, Workforce and LPfIT
· The Project Board has been formed and the expert panel structure agreed, and sourcing of expertise has been initiated through the CAG
· Provisional high level pathway options considered by expert panel
· Clinical stakeholder workshop arranged for March
· Approach to modelling stroke demand agreed 



	Unscheduled Care
	· Project Board established

· Process to identify PCTs to participate in a focused study of unscheduled care systems completed and 6 PCTs confirmed
· Process to tender for consultancy support for the study completed and contract awarded
· Detailed review of PCT unscheduled care systems commenced

· Healthcare Commission (HCC) agreement secured to receive early access to London data from the current Urgent and Emergency Care review, subject to agreement of PCTs and Trusts (80% now confirmed)
· Stakeholder engagement progressed through briefings and meetings



	Polyclinics
	· Commercial Lead appointed
· First Project Board meeting held
· Contract awarded to consultant to develop Commissioning Framework
· Clinical reference group held to consider polyclinic service prospectus

· Guidance for polyclinics pilots developed


	Local Hospital Feasibility
	· Four Acute Trusts engaged to model the impact of potential changes to acute care on existing providers.  Trusts are managing the process effectively, with project leads and teams established

· Format for clinical discussions has been agreed and discussions have commenced attended by CAG members and clinical leads
· Tender issued and awarded for conducting analysis on financial impact of local hospital model and variations for Trusts 
· An initial meeting has been held with CAG leads on women’s and children’s services
· The case mix to be applied for modelling purposes has been agreed.




28. It is imperative that we appropriately resource these projects so that we can implement quickly the decisions made by the JCPCT following the 12 June 2008 meeting.  This is the current focus of the HfL programme office.

29. During March the LCG will be considering potential additional projects that may be commissioned in 2008/09 to support the implementation of HfL.  These may include a project aimed at improving the quality of maternity services.
Recommendations
PCT Boards are asked to note the progress of the HfL programme.

Annex A – Chairs of the HfL Clinical Advisory Group
	Sir Cyril Chantler

Chairman of the Board of the Great Ormond Street Hospital for Children NHS Trust and of the Kings Fund, London


	Trish Morris-Thompson 

Chief Nurse & Professor of Nursing & Midwifery, NHS London



Annex B – Members of the HfL Clinical Advisory Group

	Andrew Mitchell

Consultant General Paediatrician and Associate Medical Director, Great Ormond Street Hospital


	Andrew Shennan

Professor of Obstetrics at King’s College London


	Andy Parfitt 

Clinical Lead and Consultant in Accident Emergency Medicine, St Thomas’ Hospital


	Cathy Warwick

General Manager of Women and Children’s Services and Director of Midwifery, King’s College Hospital



	Celia Ingham Clark 

Consultant General surgeon and the Medical Director, Whittington Hospital in North Central London


	Chris Streather

Renal Physician, Medical Director and the Director of Strategy, St Georges


	Colin Todd
Consultant Radiologist and Medical Director, Kingston Hospital NHS Trust


	Daghni Rajasingham

Consultant Obstetrician,  Guy’s and St Thomas’

	Deborah Colvin

General Practitioner, Hackney


	Debra Lake
Nurse Consultant in Diabetes,  Chelsea and Westminster NHS Foundation Trust


	Denise Chaffer 

Director of Nursing,  Mayday University Hospital



	Elizabeth Robb
Director of Nursing, North West London Hospitals NHS Trust


	Fionna Moore

Consultant in Emergency Medicine, Imperial College Healthcare Trust


	Geraldine Strathdee

Consultant Psychiatrist and Director of Clinical Services, Oxleas N.H.S Foundation Trust


	Hilary Shanahan

Director of Nursing, Greenwich PCT


	Hilary Thomas
Group Medical Director of Care UK


	Jatinder Harchowal 

Chief Pharmacist, Ealing Hospital NHS Trust



	Lesley Johnson
Speech and Language Therapist



	Marilyn Plant
General Practitioner, Barnes



	Matt Thompson

Professor of Vascular Surgery at St George’s, University of London


	Peter Hutton
Professor of Anaesthesia, University of Birmingham 


	Rob George

 
Consultant in Palliative Medicine, Ealing Hospital 



	Rodney Burnham

Consultant Physician & Gastroenterologist,  Barking, Havering & Redbridge NHS Trust


	Siobhan Gregory

Assistant Director of Clinical Practice and Professional Support, Ealing PCT


	Simon Tanner
Regional Director of Public Health



	Sue Roberts

Clinical Director for Long Term Conditions (Diabetes) HfL Project


	Teresa Tate 
Medical Adviser for Marie Curie Cancer Care and a consultant in Palliative Medicine at Barts and the London NHS Trust


	Tom Coffey 
General Practitioner, Wandsworth


	Tom K J Craig 

Professor of Social Psychiatry at the Institute of Psychiatry, King’s College, and the South London and Maudsley NHS Foundation Trust


	Shelley Dolan 
Chief Nurse, Royal Marsden NHS Foundation Trust




Annex C – HfL Projects
The background, objectives, benefits, issues and risks of the initial phases of the first six HfL projects are illustrated below.  
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[image: image3.emf]• Establish the requirements and implications for 

commissioning a regionalised trauma system

• Establish the implications of a regionalised trauma system 

for workforce, training, education, information and IT

• Develop a potential delivery plan for further trauma centres

• Review the evidence base for best practice trauma care

• Development of an economically viable pan-London trauma 

care pathway supported by key stakeholders

• Define what a regionalised trauma system for London will 

look like including requirements and standards of trauma 

centres

Objectives of initial phase of project (to Jun 2008)

• Establish the requirements and implications for 

commissioning a regionalised trauma system

• Establish the implications of a regionalised trauma system 

for workforce, training, education, information and IT

• Develop a potential delivery plan for further trauma centres

• Review the evidence base for best practice trauma care

• Development of an economically viable pan-London trauma 

care pathway supported by key stakeholders

• Define what a regionalised trauma system for London will 

look like including requirements and standards of trauma 

centres

Objectives of initial phase of project (to Jun 2008)

Background

- A Framework for Action identified significant deficiencies in the treatment and care of major trauma in London.  

The review pointed to what was considered overwhelming evidence that severe trauma should be dealt with by a few specialised 

centres and that the UK is almost alone amongst international comparators in not having a system of regional trauma centres.  

Data shows that current mortality for severely injured patients who are alive when they reach hospital is 40% higher in the UK 

than in the US where regional trauma centres exist.

The Royal College of Surgeons have advocated the development of a systematic approach to trauma and the HfL review 

suggested that there should be another two trauma centres in London to complement the Royal London Hospital trauma centre.

Senior Responsible Officer

– Simon Robbins, Bromley PCT

Clinical Director 

– Matt Thompson, St Georges

• Unbundling tariff to accurately reflect costs of major trauma 

care, inter-hospital transfers and acute rehabilitation

• Availability of robust data on number of trauma patients, 

nature and severity of injuries

• Reduction in mortality and severe disability following major 

trauma

• Reduction in length of stay following major trauma

• Improved rehabilitation leading to improved life outcomes

Issues and risks Benefits

• Unbundling tariff to accurately reflect costs of major trauma 

care, inter-hospital transfers and acute rehabilitation

• Availability of robust data on number of trauma patients, 

nature and severity of injuries

• Reduction in mortality and severe disability following major 

trauma

• Reduction in length of stay following major trauma

• Improved rehabilitation leading to improved life outcomes

Issues and risks Benefits

C.1 HfL Project Summary – Major Trauma
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Establish any constraints on the location of 24/7 stroke 

centres e.g. travel times

•

Promote public understanding of stroke issues such as risk 

factors and the importance of the three hour treatment window

•

Develop a single stroke pathway for London

•

Define the operational and clinical requirements and 

standards for the pathway and points of delivery (including 

stroke centres)

•

Agree a clear approach to how different elements of the 

stroke pathway should be commissioned at a PBC, PCT or 

pan

-

London level

Objectives of initial phase of project

•

Establish any constraints on the location of 24/7 stroke 

centres e.g. travel times

•

Promote public understanding of stroke issues such as risk 

factors and the importance of the three hour treatment window

•

Develop a single stroke pathway for London

•

Define the operational and clinical requirements and 

standards for the pathway and points of delivery (including 

stroke centres)

•

Agree a clear approach to how different elements of the 

stroke pathway should be commissioned at a PBC, PCT or 

pan

-

London level

Objectives of initial phase of project

Background

-

Stroke patients in London do not currently receive the high sta

ndard of care that is appropriate.  We are 

seeking to improve the whole stroke pathway from prevention thro

ugh intervention to rehabilitation based on the latest 

evidence of best practice.  

It is now best practice for stroke patients to have a CT scan an

d, if appropriate, be given clot

-

busting drugs within three 

hours of the onset of stoke. It will not be possible for every h

ospital in London to be able to deliver this level and speed of 

care 24/7.  

A Framework for Action 

proposed approximately seven hyper

-

acute centres be established in London as 

centres of excellence in interventional stroke care, providing 2

4/7 scans supported by full neuroscience expertise.  Other 

sites would provide CT scans and interventional stroke care duri

ng the day.

•

Resolving issues relating to PBR tariff that arise as a result 

of the new pathway (e.g. inter

-

hospital transfers from 24/7 

stroke centres)

•

Reduction in incidence rates of strokes

•

Reduction in mortality and disability rates following stroke

Issues and risks

Benefits

•

Resolving issues relating to PBR tariff that arise as a result 

of the new pathway (e.g. inter

-

hospital transfers from 24/7 

stroke centres)

•

Reduction in incidence rates of strokes

•

Reduction in mortality and disability rates following stroke

Issues and risks

Benefits

A.2 

HfL

Project Summary 

-

Stroke pathway

[image: image5.emf]• Establish any constraints on the location of 24/7 stroke 

centres e.g. travel times

• Promote public understanding of stroke issues such as risk 

factors and the importance of the three hour treatment window

• Develop a single stroke pathway for London

• Define the operational and clinical requirements and 

standards for the pathway and points of delivery (including 

stroke centres)

• Agree a clear approach to how different elements of the 

stroke pathway should be commissioned at a PBC, PCT or 

pan-London level

Objectives of initial phase of project (to Sep 2008)

• Establish any constraints on the location of 24/7 stroke 

centres e.g. travel times

• Promote public understanding of stroke issues such as risk 

factors and the importance of the three hour treatment window

• Develop a single stroke pathway for London

• Define the operational and clinical requirements and 

standards for the pathway and points of delivery (including 

stroke centres)

• Agree a clear approach to how different elements of the 

stroke pathway should be commissioned at a PBC, PCT or 

pan-London level

Objectives of initial phase of project (to Sep 2008)

Background

- Stroke patients in London do not currently receive the high standard of care that is appropriate.  We are 

seeking to improve the whole stroke pathway from prevention through intervention to rehabilitation based on the latest 

evidence of best practice.  

It is now best practice for stroke patients to have a CT scan and, if appropriate, be given clot-busting drugs within three 

hours of the onset of stoke. It will not be possible for every hospital in London to be able to deliver this level and speed of 

care 24/7.  A Framework for Action proposed approximately seven hyper-acute centres be established in London as 

centres of excellence in interventional stroke care, providing 24/7 scans supported by full neuroscience expertise.  Other 

sites would provide CT scans and interventional stroke care during the day.

Senior Responsible Officer 

– Dr Rachel Tyndall, Islington PCT

Clinical Director 

– Chris Streather, St Georges

• Resolving issues relating to PBR tariff that arise as a result 

of the new pathway (e.g. inter-hospital transfers from 24/7 

stroke centres)

• Reduction in incidence rates of strokes

• Reduction in mortality and disability rates following stroke

Issues and risks Benefits

• Resolving issues relating to PBR tariff that arise as a result 

of the new pathway (e.g. inter-hospital transfers from 24/7 

stroke centres)

• Reduction in incidence rates of strokes

• Reduction in mortality and disability rates following stroke

Issues and risks Benefits

C.2 HfL Project Summary - Stroke Pathway



[image: image6.emf]• 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 (to Aug 2008)

• 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 (to Aug 2008)

Background

– A Framework for Action demonstrated that the NHS in London needs to improve access to timely 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 services, is a key factor. Many Londoners report dissatisfaction with the 

availability of GP services outside normal working hours. The review identified potential duplication of unscheduled care services 

delivered by different organisations and that the public does not always know which of the many access points is the most 

appropriate for particular needs. It suggested that significantly more face to face care should be provided in community settings 

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 care 

practitioners and others. It also proposes a single non-999 telephone number for urgent care with call handlers determining the 

most appropriate course of action from self-care advice through to transfer to emergency services and ambulance response. 

Senior Responsible Officer

– Rob Larkman, Camden PCT

Clinical Director 

– Marilyn Plant, General Practitioner, Barnes

• 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

C.3 HfL Project Summary – Unscheduled Care


[image: image7.emf]• Develop an outline polyclinics commissioning framework

• Develop a workforce planning model for polyclinics

• Identify and agree with PCTs a minimum of 10 potential 

polyclinic pilots

• Define the range of core and desirable services to be 

provided by polyclinics and the accessibility criteria of 

polyclinics  

• Develop guidance on a range of different delivery models 

for polyclinics e.g. federated, co-located, stand alone

• Develop a commissioner financial model that can be 

applied to different delivery models for polyclinics

Objectives of initial phase of project (to March 2008)

• Develop an outline polyclinics commissioning framework

• Develop a workforce planning model for polyclinics

• Identify and agree with PCTs a minimum of 10 potential 

polyclinic pilots

• Define the range of core and desirable services to be 

provided by polyclinics and the accessibility criteria of 

polyclinics  

• Develop guidance on a range of different delivery models 

for polyclinics e.g. federated, co-located, stand alone

• Develop a commissioner financial model that can be 

applied to different delivery models for polyclinics

Objectives of initial phase of project (to March 2008)

Background

- A Framework for Action set out the need to develop and establish a new model of community based care at a 

level that falls between the current GP practice and the traditional district general hospital. The review proposed establishing 150 

“polyclinics” across London.  The model will encompass both services moving out of hospital settings and also extend the 

traditional NHS offer both through integration with social care, the voluntary sector and other care providers, and the creation of 

new services such as those to promote well being.

Senior Responsible Officer

– Heather O’Meara, Redbridge PCT

Clinical Director 

– Tom Coffey, General Practitioner, Wandsworth

• Addressing concerns of the public and GPs about the 

polyclinic model (e.g. travel time, continuity of GP and patient

relationship, ownership models)

• Serving a critical mass population will enable provision of a 

greater range of more targeted services and to offer 

extended opening hours 

• Integrated one stop shop care for people with long term 

conditions

• Improved health outcomes and reduced health inequalities

Issues and risks Benefits

• Addressing concerns of the public and GPs about the 

polyclinic model (e.g. travel time, continuity of GP and patient

relationship, ownership models)

• Serving a critical mass population will enable provision of a 

greater range of more targeted services and to offer 

extended opening hours 

• Integrated one stop shop care for people with long term 

conditions

• Improved health outcomes and reduced health inequalities

Issues and risks Benefits

C.4 HfL Project Summary – Polyclinics 
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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 (to May 2008)

• 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 (to May 2008)

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

hospitals are also expected to become expert centres for inpatient rehabilitation.

We need to be able to demonstrate the feasibility of different models of local hospitals in terms of both clinical and financial

viability.

Senior Responsible Officer

– Mike Wood, Hammersmith and Fulham PCT

Clinical Director 

– Celia Ingham Clark, Whitttington Hospital

• 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

C.5 HfL Project Summary – Local Hospital Feasibility

[image: image9.emf]•A framework for a common approach to needs assessment, 

data acquisition and analysis as the foundation for model 

development in this and subsequent stages

•A high level needs assessment of diabetes across London

• Agreement on the overall pan-London vision for 

diabetes, centred around the patient

• Key delivery priorities for commissioning diabetes, 

including the principles and generic standards for the 

model and the quality indicators that will be used to 

measure it 

Objectives of initial phase of project (timescale to be confirmed)

•A framework for a common approach to needs assessment, 

data acquisition and analysis as the foundation for model 

development in this and subsequent stages

•A high level needs assessment of diabetes across London

• Agreement on the overall pan-London vision for 

diabetes, centred around the patient

• Key delivery priorities for commissioning diabetes, 

including the principles and generic standards for the 

model and the quality indicators that will be used to 

measure it 

Objectives of initial phase of project (timescale to be confirmed)

Background 

- People with long term conditions (LTCs) are the most intensive users of health services. A Framework for Action

proposes that London-wide best practice care pathways should be developed for the different LTCs as any improvement in LTC 

care will both benefit a lot of people and have a major impact on the NHS. These pathways should incorporate prevention and 

diagnosis, culminating in a web of integrated care centred around the individual.

Out of all of the long term conditions explored in detail in A Framework for Action, diabetes is the only one that shows a predicted 

significant increase in the prevalence rate as well as an absolute increase in numbers of cases. This is due to increases in both 

type II diabetes and type I diabetes, which recent research has shown to be on the rise. The LCG have therefore agreed that 

work on a diabetes model of care should develop as a priority within the Healthcare for London programme. It is hoped that the 

lessons learnt from the Diabetes project will inform the development of other LTC models of care and pathways due to best 

practice for LTC management being remarkably similar across the major disease conditions.

Senior Responsible Officer

– Alwen Williams, Tower Hamlets PCT

Clinical Director 

– Sue Roberts

• Want to be ambitious, challenging and innovative in 

what we do whilst balancing it with work already done 

and existing best practice 

• Management information, including financial and 

performance data, may not be available 

• Don’t gain agreement from all key stakeholders as to 

what should be in a pan-London diabetes model of care

•Reduction in total number of people diagnosed with 

diabetes

•Increase in patient experience with their diabetes care

•Increase in the number of people with diabetes improving 

their knowledge, skills, self esteem and capacity to self 

manage diabetes

•Reduction in number of diabetes patients experiencing 

healthcare problems as a direct result of their diabetes e.g

blindness, kidney disease, amputation

Issues and risks Benefits
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