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In south east London (SEL) we have a history of 

partnership working. This includes collaborations 

between commissioners and providers, across health 

and social care, with the voluntary sector and citizens 

and with education and research institutions and 

networks. The six south east London CCGs have in 

place a well-established collaborative approach, and 

work with all of London'sô 32 CCGs and NHS England to 

enable transformation across the capital, including 

through the Healthy London Partnership (HLP). 

Providers work together as part of formal and informal 

clinical networks, including specialised services 

supported by our Kingôs Health Partnerôs (KHP) 

Academic Health Science Centre. Organisations in the 

footprint also contribute to and use resources developed 

by support infrastructures such as the Health innovation 

Network (HIN) and Collaboration for Leadership in 

Applied Health Research and Care (CLARHC). The 

provider landscape is changing as we welcome the 

development of 15 at scale primary care federations 

covering all of south east London.

Although CCGs were developing a transformation 

strategy previously, the STP process has broadened 

this and has taken it much further by bringing 

organisations together to establish a place based 

leadership and decision making structure (that is, one 

which focuses on the population of SEL rather than the 

individual organisations). The aim of this is to 

collectively identify our priorities and to help ensure that 

health and care services are built around the needs of 

residents. This plan outlines our collective 

understanding of the challenges we face and sets out 

our approach and actions to address them.

To date, we have established: 

Å A single responsible officer supported by a quartet 

leadership drawn from local government, 

commissioners, providers and clinical leadership, 

and a strategic planning board to provide direction 

and oversight

Å Collaborative oversight and decision making bodies 

at various levels.

We continue to work at:

Å Leadership and governance development, including 

development of a MOU

Å A single reporting structure bringing transparency 

across the system

Å The establishment of a ósingle version of the truthô 

setting out our challenges, including our financial 

challenge.

We have committed to improving services for our 

residents within the resources available to us. We 

recognise that the status quo is unsustainable and, in 

order to deliver the transformation required, we need to 

change how we work together to overcome barriers to 

delivering our shared priorities. 

Over the next five years we will:

Å Support people to be in control of their physical and 

mental health and have a greater say in their own 

care

Å Help people to live independently and know what to 

do when things go wrong

Å Help communities to support each other

Å Make sure primary care services are sustainable and 

consistently excellent and have an increased focus 

on prevention

Å Reduce variation in outcomes and address 

inequalities by raising the standards in our health 

services 

Å Develop joined up care so that people receive the 

support they need when they need it

Å Deliver services that meet the same high quality 

standards whenever and wherever care is provided

Å Spend our money wisely, to deliver better outcomes 

and avoid waste

Our commitments

Introduction



3Draft in progress |

Our challenges and priorities
Locally, we face many of the challenges that are 

experienced nationally. The three gaps that are 

identified in the Five Year Forward View are found in 

south east London, and our plan will seek to address 

these. 

We are clear about the challenges people face in 

living healthily and well

The health of our population has improved significantly 

over the last five years, but there is more to be done. A 

detailed case for change has been developed to 

understand the health and wellbeing needs of our 

population. In summary: 

Å We have a vibrant, diverse and mobile population 

with extremes of deprivation and wealth. 26% of 

children are classified as living in poverty, 

concentrated in certain parts of SEL;

Å Premature death and differences in life expectancy 

are significant issues;

Å 75% of over 55s have at least one LTC, while 32% of 

children are overweight or obese;

Å We need to improve the health of the population 

overall. Keeping well, at all ages, is critically 

important.

We have developed a model (below) that segments our 

population into groups depending on their condition and 

level of risk, in terms of both physical and mental health. 

The 50% of our population who are affected by 

inequalities or are putting their health at risk is too high; 

ensuring more of our population are enabled to stay well 

is imperative to prevent our challenges getting worse.

Note: the financial graphic represents spend per patient

While we have made progress we can do more as a 

system to improve our care and quality gap

The quality of care that patients receive too often 

depends on when and where they access services. We 

donôt consistently meet quality and performance 

standards, and some providers are not rated good or 

outstanding by regulators. We donôt always deliver 

services that address people's mental and physical 

health needs in an integrated way. Our services often 

do not detect problems soon enough, which can result 

in admittance to hospital in crisis where earlier support 

could have produced a different outcome. 

Our system is skewed towards hospital care

We donôt invest enough in services based in the 

community which prevent illness or encourage people to 

manage their own physical and mental health. 

As a result, people go to hospital when they could be 

better supported in the community, and can stay in too 

long once admitted. There is an opportunity here to 

provide better value care through our investment in the 

health and care system.

Our system is fragmented resulting in poor patient 

experience, duplication and confusion

Our system is made up of multiple organisations and 

professions which too often work within the confines of 

their own boundaries. This is reinforced through 

fragmented commissioning structures meaning that it is 

difficult to share resources. This impacts care and 

experience. Patients and carers find it frustrating to 

have to navigate different services and to provide the 

same information to different people. Patients often stay 

in hospital longer because joined up arrangements for 

their care in the community on and after discharge have 

not been put in place.

Our services are under increasing pressure

All services in our system are facing increasing 

pressure to deliver high quality care within a constrained 

financial climate. We are delivering in partnership with 

councils who face unprecedented pressures on 

resources. In some cases they are looking to save over 

30% of current expenditure over the next 3-4 years. 

Recruitment and retention of our workforce has become 

increasingly challenging and our estates are not always 

fit for purpose. 

Our use of data and information management and 

technology (IM&T) doesn't currently enable our vision. 

Without a placed based approach to commissioning and 

contracting of care we will not optimise value.

EoL 

(1%)

18,000

3+ LTC 

(9%)

153,000

Early stages of LTC 

(25%)

445,000 residents

People experiencing inequalities or 

putting their health at risk (49%)

870,000

Health and wellbeing group 

(16%)

276,000

People with multiple complex needs where standard 

service are not effective who need personalised care

Costs

http://www.ourhealthiersel.nhs.uk/case-for-change.htm
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Affordability challenge FY20/21

Revenue Expenditure

We are facing a financial challenge of £934m over four years

deliver system savings of £73m. 

Taking into consideration growth 

assumptions over the next 5 years, 

we have calculated the increase in 

bed capacity that would be needed. 

If we do not change our approach to 

delivering care, the projected 

demand would increase so that the 

number of beds needed would be 

enough to fill a new hospital site, 

something which is not possible or 

affordable. It would also require a 

significant increase in our workforce. 

Our priorities must therefore focus 

on managing this increase in 

demand by changing the way we 

work so we can work within our 

current infrastructure. This will be by 

providing alternative high quality, 

good value options that focus on 

outcomes for our population.

Alongside this, the footprint has a 

ódo nothingô capital expenditure 

requirement of £1.1bn over the 

period to 2020/21. Of this, £983m is 

funded from identified sources. The 

approval process is underway for the 

remaining £153m required.

In addition to the NHS challenge 

outlined in the chart above, the 

financial challenge that the councils 

face over the period to 2020 is 

£242m. Across the six boroughs, the 

overall spend on adult social care is 

just over £576m. By 2020 the 

boroughs will need to contain cost 

pressures of £132m2 and are 

planning to make combined budget 

reductions in their adult social care 

budgets of £110m. This means that 

the six councils need to reshape 

social care services to lower costs 

and raise productivity. Each council 

is working to transform services at 

the local level with health sector 

partners. Lewisham, for instance, is 

conducting a ñdevolution pilotò to fast 

forward a number of initiatives so as 

to test some of the savings options 

early in the planning period. In the 

light of the complex patient and 

service user pathways across health 

and social care, there is 

considerable scope for achieving a 

substantial quantum of these 

savings through collaborative work 

across the OHSEL partnership.

1 This challenge includes the requirement for Clinical Commissioning Groups to achieve a 1% surplus each year (one of the business rules set by NHS England).

2 This arises from the aggregate impact of demographic change, legislative change (principally the Care Act) and inflation, which will add a further £132m.

Based on plans, the ódo nothingô 

affordability challenge faced by the 

south east London health economy 

was forecast to be £854m by 

2020/21. Excluding specialised 

commissioning, the affordability is 

forecast to grow from £159m in 

2015/16 to £651m by 2020/211. NHS 

England (Specialised) have 

estimated an additional indicative 

£190m five year affordability 

challenge for specialised 

commissioning, alongside an 

additional challenge of £12m for 

London Ambulance Service.

Since these plans were developed, 

financial performance across the 

footprint has deteriorated by c. £80m 

across a number of organisations 

leading to an additional affordability 

pressure. Taking this into account 

the affordability challenge grows to 

£934m by 2020/21.

The drivers of the affordability gap 

are a growing population that 

accesses health care more often, 

and are ïpositively ïliving longer 

but often with one or more long term 

conditions. Meanwhile, the NHSôs 

costs are rising more than inflation 

across the UK economy (to which 

allocations are linked). The upshot 

of this is that not only is the system 

responding to greater throughput, 

but also that the sum cost of activity 

is growing faster than allocations. 

Even without significant service 

transformation, our providers are 

expected to make substantial 

efficiencies to reduce this challenge. 

By considering previous cost 

reduction programmes undertaken 

by local organisations, we believe 

that óbusiness as usualô efficiencies 

of 1.6% per annum can be achieved 

in this way. These equate to savings 

of £189m relative to the 2020/21 

baseline, reducing the planned 

óstatus quoô affordability challenge to 

£727m. Similarly BAU QIPPs for 

commissioners are expected to
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By transforming our health and social care in south east London, we will optimise the value of our collective action, 

reward providers for the quality and outcomes they achieve and reduce demand to sustainable levels. To 

comprehensibly address these we must prioritise the areas that we think will have the greatest impact to our 

system. Based on our knowledge of our local challenges, and as a result of engagement across the system, we 

have identified the following five priorities:

We have identified five priorities to make our health and care system sustainable in the near, medium and 

long term

Developing 

consistent and 

high quality 

community 

based care 

(CBC) and 

prevention

Investment in CBC is essential to transform our system and move towards lower cost, 

higher value care delivery. Over the next five years we will continue to support the 

development of local care networks (LCNs) to establish coherent, multi-disciplinary networks 

that work at scale to improve access as well as manage the mental and physical health of 

their populations. This will include a shift in focus to prevention, as well as, fully operational 

federations and networks developed to support other practices, and improved resilience in 

their local area; adopting population based budgets and risk-based contracts; and fully 

integrating IM&T across organisations and pathways. Fully operational LCNs will deliver our 

new model of care and the full vision of the Primary Care Strategic Commissioning 

Framework (SCF) ïadopting population based budgets and risk based contracts, supported 

by sustainable at scale delivery of primary care and enabled by fit for purpose estate and 

integrated IM&T across their organisations and the pathways they deliver. 

Improving 

quality and 

reducing 

variation 

across both 

physical and 

mental health

We have identified a range of initiatives across our system to improve consistency

and standards by working collaboratively. Our main areas of focus are:

Å Reducing pressure on A&E by providing high quality alternatives (through CBC), 

simplifying access and developing a truly integrated offer;

Å Collaborating to improve value within planned care pathways, including the development 

of consolidated centres. We are starting with orthopaedics before considering expanding 

to other specialties;

Å Integrating mental health across health and care services adopting the mind/body 

approach.

Reducing cost 

through 

provider 

collaboration

Our acute and mental health providers have identified opportunities for reducing the 

costs of delivering care in five priority areas; clinical and non-clinical support services, 

workforce, procurement and estates. Our immediate step is developing business cases for 

and evaluation quick wins in HR back office, finance back office, procurement unit cost 

reduction and temporary staff. Over the next five years we will continue to explore 

opportunities to expand the program.

Developing 

sustainable 

specialised 

services

We wish to develop a sustainable, world class destination for specialised services that 

meet the needs of patients both locally and across England. Specialised services 

represent £850m of spend across SEL and are a significant part of the health economy, 

providing services at a local, regional and national level ïa third of patients come from 

outside of SEL. The size of this service has an impact on the sustainability of our system, 

both in terms of financial sustainability and the quality of other services. Specialised services 

will review pathways, align services, and explore consolidation to support quality 

improvement and better value for money, especially in drugs and devices. We are supporting 

NHSE to establish a London-wide board, and our mental health providers are working 

together to pilot new approaches to commissioning specialised mental health services.

Changing how 

we work 

together to 

deliver the 

transformation 

required

To deliver this plan we must establish the right governance, secure appropriate 

resources and address system incentives. Crucially our structures must allow us to make 

difficult decisions and investment in transformation for the benefit of the system rather than 

our own organisations. Our immediate priority is developing the appropriate infrastructure to 

deliver our plan, agreeing roles and functions across the system through the creation of a 

MOU and regular leadership events. Drawing on our acute care collaboration Vanguard 

between Guyôs and St Thomasô and Dartford and Gravesham we will build this capability into 

the SEL STP approach.

1

2

3

4

5
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We have worked collaboratively to develop our plan for south east London, and where there is a benefit to the 

system and to our residents we will deliver collaboratively, whilst much will be continued to be delivered locally. Our 

STP doesnôt capture everything that we are doing as a health and care economy. Instead it focuses on five priority 

areas and related areas of focus that we believe will have the greatest impact on our challenges and pressures to 

collectively address the three gaps of health, quality and finance while increasing value. The delivery of these plans 

will be supported by a new cross-organisational governance that will allow us to overcome difficulties and 

collectively manage the transformation required. 

Plan on a page
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care services is 

increasing

The cost of delivering 

health and care 

services is increasing 

There is unacceptable 

variation in care, 

quality and outcomes 

across SEL
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ÅPromote self care 

and prevention

ÅImproved access 

and coordination of 

care

ÅSustainable primary 

care

ÅCo-operative 

structures across 

parts of the system

ÅFinancial 

investment by the 

system

ÅContracting and 

whole population 

budgets

ÅStandardise and 

consolidate non-

clinical support 

services

ÅOptimise 

workforce

ÅCapitalise on 

collective buying 

power

ÅConsolidate 

clinical support 

services

ÅCapitalise on 

collective estate

ÅIntegration of 

mental health

ÅReduce pressure 

on and simplify 

A&E

ÅImplementation of 

standards, policies 

and guidelines

ÅCollaborate to 

improve quality 

and efficiency 

through 

consolidation (e.g. 

the elective 

orthopaedic 

centres)

ÅStandardise care 

across pathways

ÅJoint 

commissioning 

and delivery 

models

ÅStrategic plan for 

south London 

ÅLondon 

Specialised 

Commissioning 

Planning Board

ÅManaging demand 

across boundaries

ÅMental health 

collaboration

ÅEffective joint 

governance able 

to address difficult 

issues

ÅIncorporation of 

whole 

commissioning 

spend including 

specialist services

ÅSustainable 

workforce strategy

ÅCollective estates 

strategy and 

management

ÅNew models of 

collaboration and 

delivery

Our system is fragmented 

resulting in duplication and 

confusion

Developing 

consistent and high 

quality community 

based care (CBC), 

primary care 

development and 

prevention

1

Improving quality 

and reducing 

variation across 

both physical and 

mental health

2

Reducing cost 

through provider 

collaboration

3

Developing 

sustainable 

specialised 

services

4

Changing how we 

work together to 

deliver the 

transformation 

required

5

Cross-organisation 

productivity savings 

from joint working, 

consolidation and 

improved efficiency

(Net saving 

c.£225m)

ÅReduction in A&E attends and non-elective 

admissions

ÅReduced length of stay

ÅReduced re-admissions

ÅEarly identification and intervention

ÅDelivery of care in alternative settings

(Net savings c.£116m)

ÅIncreased 

collaboration

ÅReduced 

duplication

ÅManagement of 

flow

(Need to address 

£190m)

ÅAligned decision 

making resulting 

in faster 

implementation

ÅIncreased 

transparency and 

accountability
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Collectively, our priorities help address the ten questions posed by NHS England in the submission guidance. The 

questions cover the full range of health and care provision so, while our priorities address them all, they are 

supported by local organisational and collective plans that aim to address our challenges and meet national 

standards and requirements. 

Each of our priorities have a different focus and, as a result, address different questions. The contribution of our 

priorities to address the questions is summarised below. Our fifth priority, how we will work collaboratively, will 

enable the delivery of our plans rather than directly addressing a question. As such it has not been included in the 

table below. 

Together our local priorities align with the ten questions that nationally STPs must answer
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Our priority for the next five years is to expand 

accessible, proactive and preventative care for mental 

and physical health problems outside of hospital, which 

offers the best value. Demand for secondary and acute 

care is rising. 

We have developed and adopted a new model of 

integrated community based care that focuses on 

population health and wellbeing, supporting people to 

manage their conditions and increasing prevention and 

early intervention. 

Our work to form networks of CBC providers is already 

enabling us to take action in some major high impact 

areas and we are now looking to support this through 

new contracting models and by ensuring that we have a 

sustainable workforce and appropriate estates.

Our new model of community based care

Over the next five years we will continue to invest in the 

development of our 23 Local Care Networks (LCNs), 

which will incorporate all 246 GP practices. There is no 

standard south east Londoner for us to model our 

service on. As such, we have built our LCNs around 

geographically coherent and self identifying 

communities, supported by scaled up general practice 

using natural boundaries within boroughs. LCNs share 

many of the features of multispecialty community 

providers (MCP) and will bring primary, community, 

specialist teams working in the community, mental 

health and social care colleagues together to manage 

the health and care of local populations of between 

50,000-100,000.

Our approach has been to establish a common set of 

standards that each LCN will adopt while flexing the 

service they provide for their local population. Each LCN 

is working towards: 

Å Building strong and confident communities and 

involved, informed patients and carers who are 

supported to stay independent and self-manage;

Å Delivery of consistently high standards of care, 

including the London Strategic Commissioning 

Framework Specifications, with clear outcome 

measures;

Å Responsive services providing access from 8am ï

8pm seven days a week;

Å Secondary and tertiary prevention focussed on the 

physical health and wellbeing of people with enduring 

and significant mental health problems;

Å Proactive secondary prevention, equitable and timely 

access, effective coordination;

Å A systematic risk stratification and problem solving 

approach that addresses both physical and mental 

health.

Drawing on others from across the health, social care 

and the voluntary sector, LCNs will provide a full range 

of community based services. Ultimately, our ambition is 

that LCNs will be able to integrate the entire community 

based system, driving transformation in areas such as 

housing, as well as traditional players in health and care. 

Currently, this includes the delivery of a number of high 

impact schemes including services such as improved 

step up / step down, and admission avoidance for 

identified members of the population.

LCNs will also develop an integrated approach with 

acute providers identifying services which can be 

delivered locally, as well as making use of acute assets 

and expertise. 

It is recognised that this transformation will require 

investment. CCGs are committed to directing funding 

towards improvements in community based care through 

increases in funding received by the system or as 

savings are achieved elsewhere.

Our target model (below) sets out the expectations of all 

LCNs, such as integration with social care and 

community mental health teams, and the need to work at 

scale to deliver the high impact scheme and sustainable 

change.

Developing consistent and high quality community based care 

(CBC) and prevention

https://www.england.nhs.uk/london/wp-content/uploads/sites/8/2015/03/lndn-prim-care-doc.pdf
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Investing in community based care (CBC)

We know that, in order to realise savings in other parts of 

the system, we will need to invest approximately £62m to 

achieve the initiatives set out in the STP. Alongside this we 

will need to find ways to fund, non recurrently and 

substantially the organisational development that will be 

required to help professionals to work in new and different 

ways. We are assuming an ability to access the full range 

of transformation funding in order to ensure stabilisation 

(e.g. core Primary Care budget needed) and improvement, 

including the opportunities to support improved access, 

resilience, development and care design recently outlined 

in the General Practice Forward View. We will aim to use 

national funding distributed according to the areas of 

greatest need to support delivery of agreed local and Pan 

London objectives and support sustainable and vibrant 

primary care. Some of this investment will generate 

savings in CBC but we anticipate that the main area of 

financial benefit will be in relation to unplanned and 

emergency care. We also anticipate there to be improved 

outcomes for patients, as well as the acute savings.

High impact schemes to be delivered by Local Care 

Networks

While the biggest change in the way care will be delivered 

will come from the ongoing shift to our future model of care, 

LCNs are already beginning to deliver against the high 

impact schemes, tailored to local populations, which 

enhance current provision to make an immediate difference 

to care. LCNs will allow providers and residents to take 

decisions about models of care that represent best value 

from the resources they receive for their populations, by 

their ability to bring together providers to respond to aligned 

system incentives which reward them for the population 

outcomes they achieve together. The below schemes help 

to reduce acute demand, and improve quality by reducing 

variation. In particular they will focus on delivering excellent 

patient experience whilst reducing emergency admissions, 

length of stay and, ultimately per capita cost. Our high 

impact schemes are shown below:

Accessible, timely 

care and 

assessment

Access: All LCNs will therefore offer extended hours to general practice (including 8-8) by drawing 

on the benefits of at scale working.

Å Cancer: Delivery of the recommendations made in the Five Year Cancer Commissioning 

Strategy for London which promotes an increase in screening and education. 

Å Population health management: Through their population health responsibility LCNs will 

proactively target at risk patients, including those at risk of admission. This will include 

identification of those who are at risk and in receipt of social care services, and working in a 

multidisciplinary way to provide support and prevent escalation of need, including 

psychological and psychiatric needs.

Proactive and 

prevention focused 

care

Å Effective prevention: There is a commitment across SEL to drive a radical step change. We 

will support whole system approaches for issues such as obesity, mental health, diabetes, 

smoking and alcohol. One major initiative is the Healthier You: NHS National Diabetes 

Prevention Programme (NHS DPP), an evidence based behavioural intervention programme 

for individuals identified as being at high risk of developing Type 2 diabetes.  In partnership 

with the Health Innovation Network, we aim to deliver over 4,000 places across South London 

CCGs and boroughs in 2016/17. 

Å Re-commissioning of GUM/CaSH services will include adoption of an integrated sexual health 

tariff, an online service offer; shift of basic services to primary care/pharmacy; referral for 

complex GUM/RSH and targeting those groups with highest rates of infections.

Å Self management: We are investing in innovative ways to empower self-management of long 

term health conditions. This includes working with schools to raise awareness of mental and 

physical wellbeing as well as targeted programme to support patients with long term 

conditions

Å Risk stratification: We have implemented risk stratification and proactive care planning to 

identify and target higher risk patients including those in the last year of life. Individuals 

identified will receive personalised care plans and tailored appointments depending on need

Å Alcohol intervention and brief advice (IBA). The Health Innovation Network will  support the roll 

out IBA across health settings, social care and the criminal justice system, along with 

minimum standards which set out how staff can deliver. 

Å Illegal tobacco. Continuing the award winning work of The South East London Illegal Tobacco 

Network (SELITN) 

Co-ordinated and 

effective care 

planning which 

provides continuity

(supported by multi-

disciplinary working)

Å Mental health: Integrated working with mental health and adult social care is among the core 

components of the model

Å Multi disciplinary team working: A high-performing multi disciplinary team will include roles 

such as care navigators to coordinate care for higher-risk patients.

Å Care homes: Enhanced support to vulnerable people in care homes, extra care housing and 

those receiving domiciliary care

https://www.england.nhs.uk/london/wp-content/uploads/sites/8/2014/04/london-5yr-cancer-comm-strategy.pdf
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Commissioning and contracting to achieve 

sustainable, modern and vibrant primary care

Our integrated model of care is organised around our 

populations rather than individual organisations. We 

recognise that to realise benefits we need to develop 

and adopt different ways of commissioning that 

emphasise value and population health. 

It is not proposed to adopt a single commissioning 

model for south east London but instead enable CCGs 

to adopt models that suit their populations. It is expected 

that any contract will focus on:

Å Provision of care on the basis of geographically 

coherent populations;

Å Emphasising prevention, early intervention and 

proactive management, rather than activity;

Å System outcomes and risk sharing across pathways

Å The total cost through the whole patient;

Å Integration between different types of providers.

CCGs have already started exploring different models 

and are committed to sharing learning. We have 

established a workstream to support and facilitate this 

and are also working with LCNs and federations to 

establish appropriate legal forms to take on new 

contracts.

Delivering at scale primary care

At scale delivery of primary care, utilising the registered 

list is at the heart of effective LCNs. Our model retains 

the concept of list-based primary care, but empowers 

GPs to take advantage of the opportunities presented 

by working at scale within the 15 established 

federations. 

We aim to establish a primary care offer that is 

proactive, accessible and coordinated. Transforming 

Primary Care for London provides the framework and 

structure for our plans. 

Vibrant and sustainable general practice

We estimate that to ódo nothingô would require an 

additional 134 GPs and 82 nurses by 2021 at a cost to 

the health economy of approximately £17m. Supply 

forecasts predict a GP supply shortfall of 25% in this 

scenario. To address these pressures we are working 

with HEE and our local vision of the GP Forward View to:

Å Develop roles such as care navigators and physician 

associates who can reduce some of the demands on 

GP time;

Å Establish new ways of working across federations to 

reduce bureaucracy, administration and demand for 

clinical consultation;

Å Create joint posts supporting multiple practices or 

working across health and social care

Working collaboratively through federations

General practices are beginning to work together 

through federations, enabling them to share resources, 

such as staff and estates. Their key aims are:

Å To adopt the most effective approaches to screening 

for mental and physical health and call and recall;

Å To work together to achieve the Primary Care 

Standards for London, including improved access;

Å To develop and recruit to new roles, such as clinical 

pharmacists and care navigators;

Å To achieve economies of scale and efficiency that 

support the long term viability of primary care and 

create clinical capacity.

Enablers

Our Estate will be planned and organised around LCNs. 

Borough-based LCN hubs will be established to ensure 

that services are working well together ïprimary, 

community and secondary care ïaround the needs of 

the patient.

Our strategy is that LCN hubs are located within our 

better quality estate in each borough. While specific 

services will vary, they will house a range of health, 

social care and other services 7 days per week. Some 

hubs may operate as virtual hubs across a number of 

existing good quality facilities, GP practices and hospital 

sites. 

Hubs will be fit-for-purpose, flexible, adaptable, 

accessible and be able to facilitate the shift out of the 

acute hospitals into the community. Where there is an 

absence of good quality estate, we will need to invest, 

potentially funding through proceeds from disposals and 

through accessing Estates & Technology 

Transformation Fund.

Shift to at scale primary care 

working in LCNs

https://www.england.nhs.uk/london/wp-content/uploads/sites/8/2015/03/lndn-prim-care-doc.pdf
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At a high level it focuses on: 

Å Being paper-free at the point of care by 2020;

Å Digitally enabled self care empowering patients in 

the management of their care;

Å Real-time data analytics at the point of care; 

Å Whole systems intelligence to support population 

health and effective commissioning and research 

Achieving financial sustainability and improving 

outcomes will require us to introduce new models of 

care that are fully enabled by technology. Our plans will:

Å Reduce our reliance on traditional face to face 

models of care in primary care and outpatient 

settings in favour of digital alternatives. 

Å Streamline referral, access to diagnostic services 

and the delivery of care in our hospitals by making 

the processes of care delivery paperless at the point 

of care

Å Ensure that every interaction with the patient counts 

by making greater use of algorithmic decision 

support tools for clinicians working in all care 

settings 

Å Improve our ability to provide co-ordinated, pro-

active, care delivery to the most vulnerable people 

by consolidating and connecting up the many 

electronic record systems that exist today.

Many of our patients will continue to receive care from a 

number of different health and care providers some of 

which operate outside our local geography and if we are 

to move from existing models of face-to-face care, we 

will also need to make it easy for patients to make 

greater use of digital services. To this end, we will work 

with other STP footprints in London to óconnect the 

capitalô. Pursuing this common goal will allow us to 

(both) simplify and connect up our existing systems 

infrastructure in a way that supports the way that care is 

delivered to our patients. We have agreed to work 

across SEL to share information between the Local 

Care Record and Connect Care systems and have 

submitted an estates, technology and transformation bid 

to fund this work. 

Moving forward in this way locally provides the pace 

required that will support the clinical transformation in 

SEL. In parallel we will look to collaborate with other 

STP footprints with the aim of interoperability. This may 

mean establishing collective governance and utilising 

national funding sources where we can: 

Å At a local level, we will invest in technology 

leadership and support for change management. We 

will seek to exploit nationally and regionally provided 

technology services wherever we can. 

Å Working regionally, we will seek to connect the 

patient óonceô, and to connect clinicians to all of the 

data that they need to deliver safe and well co-

ordinated care.

We have devised realistic two year targets to within 

the LDR:

Within 1 year

Å To have simplified the process of administering 

information sharing through the use of the pan-

London data controller.

Å To have connected our systems to a pan-London 

information exchange architecture and to have 

enabled the electronic sharing of electronic 

documents. Whilst this will deliver immediate clinical 

benefits it will also reduce postage costs.

Å To be fully utilising e referral and demonstrating 

improvements in cancer treatment targets.

Å To have developed a partnership model for 

informatics delivery that makes best use of specialist 

technology skills both within and across STP 

footprints.

Within 2 years 

Å To have enabled real time information exchange to 

support the care of people at the end of their lives 

and in so doing save (our share) of £150m savings 

potentially achieved through reductions in unwanted 

admissions to hospital.

Å To have connected the patient and allowed them to 

exchange information via connected digital apps of 

their choice. 

Å To have universally deployed digital alternatives to 

face to face care in primary care and outpatient 

settings.

The Local Digital Roadmap (LDR) outlines SELôs digital ambition
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Prevention has become a central tenet of national (and 

international) health and social care policy, recognised 

through the NHS Five Year Forward view with its call for a 

óradical upgrade in prevention and public healthô.  The shift 

to prevention offers the opportunity to develop a shared 

approach across the STP footprint  to invest  in prevention 

to realise multiple benefits in relation to patient care, quality 

of life, health outcomes, health inequalities, and NHS 

financial sustainability.

These benefits and policy drivers have been recognised by 

leaders in SEL. Prevention and community based care 

(CBC) form the foundation of the SEL STP. Although there 

is a reduction in the national Public Health Grant allocations, 

local leaders have recognised that there will need to be 

concerted work together to deliver on our prevention 

priorities in a financially challenging climate, with particular 

focus on 6 prevention priorities  shaped and delivered in line 

with Public Health England (PHE) and Healthy London 

Partnership (HLP) recommendations.

1. Smoking 

The STP commits to a radical step change in community-

based prevention, including the commitment that Local Care 

Networks (LCNs) will take holistic action on smoking. 

Collectively, SEL is delivering a strong tobacco control offer 

and is committed to the implementation  of ñMaking Every 

Contact Count ñas an opportunity to develop a consistent 

approach across the footprint. SEL will look to ensure that at 

national level, PHE and at regional level the HLP have 

developed a number of recommendations to support STP 

areas to develop systemic approaches to smoking 

prevention and to support the shift towards ensuring that 

those that most benefit from smoking cessation specialist 

support have better outcomes.. At an SEL level, partners 

will build on the work of the SEL Illegal Tobacco Network 

and will work to ensure all SEL hospitals are smoke free.

2. Mental Health 

The STP commits that SEL residents will be supported to 

have greater control over care of their mental health, and 

highlights the significance of mental health in meeting its 

commitments overall. There is some positive practice in 

individual boroughs, particularly around prevention with 

children, young people, families and the wider determinants 

of mental health. However, most mental health services are 

treatment rather than prevention focused and there is no 

systemic approach to early intervention or work with specific 

groups. This is an area of opportunity to collaborate at SEL 

level on developing consistent strategic approaches and 

workforce development; e.g. mental health first aid training.

3. Sexual Health

At SEL level, leaders have committed to: adopting an 

integrated sexual health tariff; providing an online service 

offer; shifting services to primary care; and targeting 

prevention and  increased detection to groups with the 

highest rate of infections. 

Contraceptive and screening services are widely available. 

Boroughs are increasingly using online services to empower 

residents to take a greater role in their own health and to 

support óchannel shiftô  for less complicated or asymptomatic 

cases to free up GUM services for more urgent and 

complicated care. We will explore opportunities across SEL 

to reduce duplication; e.g. combining websites and 

developing systemic approaches to effectively targeting 

services.

4. Alcohol

At an SEL level, partners have committed to implementing a 

pan-footprint alcohol identification and brief interventions 

offer across health and social care settings. 

A range of alcohol-related prevention strategies are 

employed across SEL. There are support services available 

but the level of support is varied and embedded at different 

stages of pathways. There have been some positive 

developments, around use of wider powers to influence 

behaviour that SEL will consider systematising along with 

exploring opportunities to develop system-wide health 

messaging. We will look at how licensing can be supported  

to create an environment where alcohol licensing objectives 

are met as well as to promote sensible alcohol limits.

5. Obesity

There is commitment at SEL level to tackle obesity 

holistically through the Making Every Contact Count 

framework and though increased screening to identify 

individuals for targeted interventions such as social 

prescribing and weight management. Each borough offers 

varying degrees of obesity support but there are 

opportunities for a more consistent offer across SEL by 

systematising the use of wider powers, more effective 

partnership working and successful local programmes and 

health messaging. In particular, we  will encourage a 

common  approaching to best practice to training, weight 

management and support for óplace shapingô to create a 

healthier physical environment. We will also encourage 

borough level Big Conversations across the SEL footprint 

with local communities who are most at risk of unhealthy 

weight .

6. Diabetes

As a National Diabetes Prevention Programme Pilot site, 

SEL already has a good offer for diabetes prevention in 

those identified with high risk. Prevention in this instance is 

consistently embedded into primary care, with strong 

examples of patient empowerment.  We will look to build 

and enhance this work through shared learning across SEL 

and beyond to ensure consistency and to maximise  the 

opportunities for multi-disciplinary team  working and shared 

services. We will seek to ensure that there is a coherent 

offer to identify and provide appropriate evidence based 

interventions for people at risk of diabetes both through the 

NDPP and  Health Checks.  

Our CBC plan includes a focused plan around prevention
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Delivering on Prevention through Community Based Care

People in SEL are living longer, healthier lives than ever before. This should be celebrated, however, it is also putting

our health and care services under increasing strain as people are living with more complex health issues, sometimes

as a result of their lifestyle. There is pronounced social inequality in SEL, with approximately 49% of people in SEL

impacted by inequalities and/or are putting their health at risk, and approximately 25% of people in SEL are in the early

stages of suffering from a long term condition. Financial pressures mean that service transformation and increased

capacity can only ever be part of the answer, with this in mind, the SEL STP focusses on prevention as a means of

keeping people healthier for longer and reducing health inequalities. Specifically, public health authorities will work

together with Local Care Networks to:

Å Promote prevention, self-care, prevention and self-management by expanding accessible, proactive, preventative

and self-management care for mental and physical health problems outside of hospital

Å Deliver proactive primary prevention and demand management through secondary prevention, characterized by

equitable and timely access and effective coordination

Å Building strong and confident communities and involved, informed patients and carers

The shift to prevention is required to realise the multiple benefits in relation to patient care, quality of life, health

outcomes, health inequalities, and NHS financial sustainability that Our Healthier South East London want to achieve.

Our Approach

With input from the Healthy London Partnership and Public Health England, and based on population need, SEL has

identified 10 prevention areas that require focus:

We know that SEL has many examples of excellent prevention services, however demand on services is high and

increasing. Therefore, our approach is to build on existing good practice by identifying and scaling up interventions

that are already working locally to reduce demand, with additional improvements drawn from national and international

examples of best practice. For many people, a GP is their first point of contact with the health system and someone

with whom they have developed a long-term relationship of trust. For this reason, we see primary care as fundamental

to the delivery of effective prevention services and will use the expanse of primary care in SEL to support the scaling

up schemes that have been found to deliver benefits.

A detailed mapping exercise was undertaken to:

Å understand current provision (and associated gaps);

Å identify which schemes are likely to have the most significant impact in the priority areas; and

Å identify those interventions that could potentially be scaled up to SEL level.

In SEL we acknowledge that although primary prevention is important, demand management through secondary

prevention ïfor example supporting someone who recently been diagnosed with Type 2 to reverse the diagnosis

through diet and exercise ïis the key to the sustainability of services in the current financial climate. Therefore we aim

to capitalise on all opportunities to improve demand management through secondary prevention.

The following section sets out the findings of the prevention profiling and the key elements of SELôsplan to improve the

quality and consistency of prevention services across the footprint.

1. Smoking and Tobacco Control

2. Mental health

3. Sexual health

4. Alcohol and substance misuse

5. Obesity and physical activity

6. Diabetes

7. Self-management

8. Health and the workplace

9. Dementia and ageing

10. Maternity and early years
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Delivery Overview ïwhat we are doing now and the plans going forward

Based on current prevention profiling, the following table summarises the current offer across footprint prevention

priorities and the high-level plans to improve service delivery across SEL. Please note that further analysis is

required to identify the key areas of impact in term of reducing demand as outlined in the Prevention Delivery Plan

(page 16).

Current Provision Moving forward
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SEL is delivering a strong tobacco control offer.

Most boroughs offer stop smoking service, while

well integrated with primary care, services could

better address links with mental health.

At an SEL level, partners will continue the multifaceted

approach including scaling up Making Every Contact Count

(MECC) framework, increasing maternity smoking cessation

services and continuing the SEL Illegal Tobacco Network.
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There is positive practice in individual boroughs,

particularly around prevention with children, young

people, families and wider determinants. As most

services are treatment focused there is an

opportunity to develop a systemic approach to

early intervention or prevention for specific groups.

Collaboration at SEL level to develop consistent prevention and

early identification approaches with attention for vulnerable

groups. This will also include sharing digital platforms and

workforce development; e.g. mental health first aid training.
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Overall, SEL has a strong approach to sexual

health prevention. Contraceptive and screening

services are widely available and boroughs

increasingly use online services to empower

residents to take a greater role in their own health.

Continuing existing positive practice and using pan-SEL

collaboration to optimise service delivery and reduce

duplication; e.g. combining websites and developing systemic

approaches to effectively targeting services.

4
.A

lc
o
h
o
l 
&

 

S
u
b
s
ta

n
c
e
 

M
is

u
s
e
 

While support services are available in each

borough, the level of support is varied and

embedded at different stages of pathways.

Focusing on the use of wider powers to influence behaviour,

SEL will examine the opportunity to develop system-wide health

messaging. SEL aims to improve outcomes and reduce

spending by moving towards integrated commissioning across

SEL (centred on prevention and early intervention).
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The SEL boroughs provide a variety of services for

weight management and a number provide place

based health promotion for children at schools.

Several programmes exist that support people with

making life style changes and provide (free)

access to physical activity.

Commitment at SEL level to tackle obesity holistically through

MECC and increased screening to support target interventions

e.g. social prescribing and weight management.. Particular

focus will be on integrating weight management with mental

health services and making systematic use of wider

programmes and health messaging. Moving towards

standardised pathways and implementing the NHS óletôsget

moving pathwayôacross SEL.
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s As a National Diabetes Prevention Programme

Pilot (NDPP) site, SEL has a strong offer for

diabetes prevention. Prevention approaches are

consistently embedded into primary care, with

strong examples of patient empowerment.

Continue the NDPP at a SEL level. We will look to build and

enhance the programme through learning from each other, and

elsewhere, to ensure consistency and maximise the

opportunities for multi-disciplinary team working and shared

services.
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Across SEL boroughs there is a variety of self-

management support available, it is generally

concentrated on reducing social isolation, health

promotion in schools and targeted LTC self-

management within primary care.

Over the next 5 years boroughs will share lessons and aim to

create efficiencies by scaling practice and increase availability of

effective self-management education and support.

8
.H

e
a
lt
h
 

a
n
d
 t

h
e
 

w
o
rk

p
la

c
e

Our Healthier South East London is developing a

Healthier Workforce Strategy and internal

commitments include the roll-out of the Healthy

NHS programme. SEL is also supporting other

businesses to adopt healthy workplace strategies.

To implement the Healthier Workforce Strategy and for example

free health checks for staff, and integrate mental health in

workplace prevention across SEL.
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There is good practice in SELôsoffer for older

residents with dementia, especially with regard to

joined-up working across boroughs. For example,

the Pilot Home Treatment Team (HTT) supports

older adults with a mental health crisis across

Lambeth, Southwark and Lewisham.

Continue current cross-borough practice and scaling the existing

success of the Home Treatment Team across all six boroughs.
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There are several programmes available across

SEL that provide prevention for maternal health

and nutrition, social and emotional development in

the early years. SEL is working to improve the

pathway for maternity smoking cessation services.

To implement the SEL business case on maternity smoking

cessation services and widening Lambethôsexperience with

primary prevention with families in GP practices.
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In addition to the 10 priority areas, SEL also aims to improve standards of care for AF and musculoskeletal health 

and improve the prevention, early detection and management of hypertension : 

Å Atrial fibrillation and hypertension: AF and hypertension are mostly addressed as part of general health 

screenings with lifestyle support and medication in primary care. In some boroughs people with AF are 

supported in specific pathways as secondary prevention against stroke. Under the STP, the stroke prevention 

pathways will be shared across the borough and increasing use of self-management and pharmacists to monitor 

hypertension to reduce demand for primary and secondary services. We will also link  to the pan London-wide 

high blood pressure group, supported by the Healthier London Partnership, to share good practice and  

maximise opportunities for whole system approaches to improve the prevention, detection and management of 

high blood pressure.

Å Falls and musculoskeletal health : Community services carry out most preventive action for the frail and older 

population, often taking a holistic approach addressing physical strength, the home environment and engaging 

with carers. Moving forward, OHSEL will develop a Frailty Strategy and has recently started work to standardise 

the MSK orthopedics pathway across SEL. 

High Impact Areas

South East London Public Health authorities and CCGôswill come together under the auspices of the OHSEL

partnership to focus their attention on five high impact areas. This approach builds upon a strong existing track

record of local collaboration. The óhighimpact areasôare defined as the areas in which prevention will have the

biggest impact on public health outcomes and demand for services and where the added value of the pan-SEL

collaboration will be greatest in terms of creating efficiencies in service delivery and achieving outcomes. The

proposed areas and actions are (to be signed-off by Dec 2016):

In addition to improving patient outcomes, prevention and (in particular) demand management through secondary

prevention can deliver significant financial benefits over time for the local health economies. These savings will

primarily benefit health commissioners in the form of reduced A&E attendances and reduced hospital admissions.

Because of pressure on budgets, local government is not currently incentivised, nor financially able to invest in

public health, despite it being the right thing to do to improve outcomes and deliver the required financial savings in

the long-term.

In the short term, we will, ensuring funding is distributed appropriately to optimise the clinical and financial benefits

of preventive action. We recognise that increased investment can only do so much to increase prevention capacity.

Therefore, using the STP as a vehicle, we will realign commissioning incentives for the NHS and local government,

ensuring that resources flow to the area of the health economy where it will have the biggest impact, irrespective of

commissioner. At minimum, this means sharing the risk and reward of commissioning prevention schemes between

health and local authorities. We are also exploring the option of joint commissioning and coalescing around a

shared outcomes framework for prevention. Please see overleaf the SEL high impact prevention scheme delivery

plan, outlining how this will be successfully implemented.

Area Key actions (detailed to be developed as per delivery plan on following page)

Smoking & 

Tobacco Control 

Å Develop systemic approaches to smoking prevention

Å Continue and enhance the SEL Illegal Tobacco Network

Mental health

Å Develop consistent prevention and early identification approaches with attention for 

vulnerable groups.

Å Sharing digital platforms and workforce development; e.g. mental health first aid training.

Alcohol & 

Substance 

Misuse 

Å Systemise use of wider powers to influence behaviour

Å Develop system-wide health messaging

Obesity &

Physical Activity 

Å Implementing the Making Every Contact Counts framework consistently across the 

boroughs

Å Increased screening to support target interventions such as social prescribing and 

weight management programmes.

Å Integrating weight management with mental health services.

Diabetes
Å Enhance the NDPP through learning from each other and elsewhere

Å Integrate public health within CBC multi-disciplinary team working and shared services.
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Delivery plan for prevention

The plan below has been developed to be outcome-driven, in order to deliver on our prevention milestones by 

2021.
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Delivery plan for developing community based care

2016/17 2017/18 2018/19

Federations / 

alliances established

ÅAll local GP practices 

have agreed to an 

alliance and 

recognised as a legal 

entity 

ÅCommissioner offer made to the alliance 

and contract in place in five of six 

boroughs

Å3 to 5 year business plan developed

ÅPopulation based 

budgets and risk 

based contracts 

being established 

LCN integrated 

system leadership 

and management 

ÅLocal Care Networks 

defined. LCN 

leadership team and 

management 

structure in place, 

with clear 

governance and 

decision making 

arrangements

ÅLocal Estates 

Strategies with bids 

and business cases 

for hub development

ÅEnabling strategies embedded across 

networks

ÅIntegrated Care Provider, hosted by 

Oxleas, created to cover MH, CH, and 

adult social care

Accessible care 

standards and 

associated high 

impact schemes 

implemented

ÅReablement 

(including rapid 

response and 

supported discharge)

across mental and 

physical health 

services. 

ÅImproved access to GP practice 

including 8 to 8, seven days a week 

available to all patients in SEL

ÅAble to share medical records across 

federations

ÅSame day access to specialist advice 

and clinics

Proactive care 

standards and 

associated high 

impact schemes 

implemented

ÅActive risk 

stratification

ÅAsset mapping and social prescribing

Åpatient liaison across networks 

addressing mental & physical health 

needs

ÅEnhanced support to vulnerable people 

in care homes, extra care housing and 

those receiving domiciliary care

ÅTraining in motivational skills and health 

coaching

ÅEnhanced call and recall and screening 

for hard to reach groups including those 

with severe mental illness

ÅLocal communities/ 

stakeholders actively 

and routinely 

involved

ÅHealth and wellbeing 

champions across 

networks

ÅPrimary prevention 

and enhanced public 

health programmes

Coordinated care 

standards and 

associated high 

impact schemes 

implemented

ÅActive care registers 

within GP practices

ÅIdentifying people at risk of developing 

LTCs including mental health conditions

ÅPatient/carer 

education 

programmes

Continuity of care 

standards and 

associated high 

impact schemes 

implemented

ÅAll patients have a named GP

ÅFlexible appointment lengths according 

to patient need commissioned

ÅAssigned care professional in final year 

of life

ÅMulti-disciplinary teams established 

within networks

The table below shows our actions over the next five years. From 2019/20 we expect to have full coverage and to 

be realising benefit from our investment. An ongoing programme of organisational development will be needed to 

embed the cultures required to deliver this change.
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To improve care and reduce demand we need to reduce variation. Our programme is developing initiatives across 

key areas of our system where consistency is required and standards can be improved by working together. 

Many of the improvements in our health and care system will come from changes in community based care, but we 

also need to reduce variation in our main pathways of care. The standard of care patients receive is not consistent. 

We donôt always treat people early enough to have the best results and peopleôs experience of care is variable and 

can be better. 

To address this we will work collaboratively between organisations to make changes across our system that will 

improve value and outcomes for patients. 

Improving quality and reducing variation

Reducing pressure on 

A&E and simplifying 

urgent and emergency 

care

A benefit of investing in CBC will be a reduction in demand for A&E through 

increased access to community support and population health management. 

However, when people do need to access services in a crisis it can be confusing. 

Our priority is integrating urgent and emergency care, providing accessible 

alternatives and signposting people to these and supporting people appropriately 

when they have to access A&E. In other areas such as cancer and mental health 

we are exploring options for care navigators and. improving mental health crisis 

care services as well as the acute oncology pathway to reduce demand on A&E. 

Collaborate to improve 

quality and efficiency 

through consolidation

We believe that greater efficiency and quality of care can be delivered by working 

collaboratively across organisations. In areas such as elective orthopaedics there 

is evidence that consolidating services can improve care at a lower cost. We are 

also establishing two cancer centres, one at Guyôs and a smaller centre at Queen 

Maryôs. 

Integrating mental health 

services 

30% of people with a long-term condition also suffer from poor mental health and 

people with severe mental illness do not always receive the best care for their 

physical health needs. We have undertaken pioneering work in this area, e.g. the 

reductions in acute service utilisation demonstrated in the óThree dimensions for 

diabetesô pilot (3D4D). We have initiated a programme of work to explore further 

options for improved integration, and to ensure physical health care for those with 

SMI is optimised.

Standardise care across 

pathways

Where appropriate we are developing standard approaches to managing similar 

conditions. This will include shared referral standards and protocols for managing 

patients. 

Implementation of 

standards, policies and 

guidelines

We aspire to a high quality services and across our pathways we are committed 

to meeting national and regional standards, including as set out in the maternity 

review, the cancer taskforce report and the Mental Health Five Year Forward 

View. We will implement evidence based clinical standards of care consistently 

across providers. We are further expanding the Diabetes Prevention Programme. 

There is extensive work being undertaken to improve pathways. As such, this section focuses on our plans which 

we believe have the most significant impact on addressing our three gaps. 

If we do not change our approach to delivering care, projected demand would increase to the point that we would 

need a new hospital and a significant increase in workforce. Throughout this process we have therefore focused on 

managing this increase in demand by changing the way we work so we can work within our current infrastructure; 

reconfiguration will not manifest through a radical change in estate.

http://www.cancerresearchuk.org/sites/default/files/achieving_world-class_cancer_outcomes_-_a_strategy_for_england_2015-2020.pdf
https://www.england.nhs.uk/wp-content/uploads/2016/02/Mental-Health-Taskforce-FYFV-final.pdf
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Demand for urgent care services continues to increase, 

putting pressure on our infrastructure and resources. 

This is a result of a fragmented system and a lack of 

suitable alternative settings. 

By 2018 we will have established an integrated urgent 

care system, bringing together the whole system, 

including a reprocured 111 service (which will go live in 

June 2017). This will include a single out of hours 

number and access to a clinical hub, and will promote 

the use of alternative services in the community, 

including district nurses and community pharmacy. 

Thereôs an appreciation in SEL, and across the region, 

of the limited information links between U&E Care, 

Integrated Urgent Care (IUC) and the London 

Ambulance Service (LAS). Solutions are required to 

integrate these services digitally . Healthy London 

Partnerships (HLP) has developed Patient Relationship 

Manager (PRM) which is one possible solution to 

enabling integrated urgent care. This is explained in our 

supporting Local Digital Roadmap strategy.

We are creating and promoting effective alternatives to 

A&E by enhancing the capacity and capability of 

community based care. This includes pharmacy and 

extended access in primary care, and are working to 

reduce ambulance conveyance to emergency 

departments through improved integration and the 

development of new models. We will have improved 

access to GP practices, including 8 to 8 seven days a 

week. It is currently anticipated that all patients within 

SEL will have access to this service by 2017/18. We are 

integrating community based care provision to support 

patients to manage their condition and to build links with 

settings such as care homes to reduce avoidable 

admissions by 2017. This will be supported by 

alternative contracts which incentivise prevention.

Avoiding high end need is through crisis intervention. 

As such, we are developing models in primary and 

community care to reduce emergency department 

attends such as specialist advice and ambulatory óhot 

clinicsô. We already have extended primary care 

services in Lambeth and Southwark, which have 

created approximately 200,000 appointments per 

annum, primarily focused on urgent and same day 

appointments, and enable proactive care for their frail 

adult population to reduce avoidable admissions to 

hospital. 

When people do come to A&E, we are improving and 

managing care and signposting users to alternative 

settings. We are increasing access to specialists in 

A&E including access to frailty, paediatric and mental 

health experts and in 2017 all co-located UCC/A&Es 

will have enhanced front door streaming in place.

CORE 24 would be a minimum standard for psychiatric 

liaison, though there are recognized financial hurdles 

that need to be worked through or alternative models 

explored.

We will ensure that those who experience a mental 

health crisis (including children) are addressed 

appropriately wherever they enter the system, through 

interventions including:

Å Specific drug and alcohol services on site to avoid 

patients absconding and re-attending

Å Improved services for under 18s, including specialist 

input at an early stage to avoid long waits for 

children and building on the NICE guidance with 

recommendations for transformation of services from 

the recent óImproving the care of children and young 

people with mental health crisis in Londonô

Å Parallel medical and psychological assessments for 

patients

Å Providing better and earlier mental health 

recognition and onward referral at the front door of 

the emergency department, exploring options to 

achieve the four hour wait target for mental health 

Å By September 2016, options for a pan-London 

section 136 care pathway will have been developed 

in response to the Crisis Care Concordat.

We are currently evaluating short-stay paediatric units, 

and developing a hospital at home and rapid response 

models to manage complex children out of hospital. 

We are enhancing digital access to records and care 

plans as a key enabler to simplify and enhance our 

urgent care system. This includes shared access to 

care plans, interoperable IM&T across settings of care 

and the ability to share information across providers. 

Work is underway to explore how technology and 

sharing of information can prevent A&E attendances 

and admissions supporting the transformation required 

as well as how to make patients active and in control 

through technology.

We are committed to achieving the London Quality 

Standards, with the aim to drive consistent, accessible 

and high quality services across London, including a 

focus on seven day working and achieving this by Q1 

2018/19.

Reducing pressure on A&E and simplifying urgent and 

emergency care services

https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/281242/36353_Mental_Health_Crisis_accessible.pdf



