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Foreword

The National Health Service (NHS) is one of the greatest health systems in the
world, guaranteeing services free at the point of need for everyone and saving
thousands of lives each year. However, we know we can do much better . The
NHSis primarily an illness service, helping people who are illto recover 8 we want
to move to a service that focuses on keeping people well, while providing even
better care when people do become ill. The NHSisa maze of different services
provided by different organisations, making it hard for users of services to know
where to go when they have problems. We want to simplify this, ensuring that
people have a clear point of contact and integrating services across health and
between health and social care. We know that the quality of care varies across
North West (NW) London and that where people live can influence the outcomes
they experience . We want to eliminate unwarranted variation to give everyone
access to the same, high quality services. We know that health is often
determined by wider issuessuch as housing and employment & we want to work
together across health and local government to address these wider challenges .
We also know that as people live longer, they need more services which increases
the pressureson the NHSat a time when the budget for the NHSisconstrained .

NHS England has published the Five Year Forward View (FYFV),setting out a vision
for the future of the NHS Local areas have been asked to develop a Sustainability
and Transformation Plan (STP)to help local organisations plan how to deliver a

better health service that will address the FYFVO T r iAp Imefdmproving peopl e

health and well being, improving the quality of care that people receive and
addressing the financial gap . Thisis a new approach across health and social
care to ensure that health and care services are planned over the next five years
and focus on the needs of people living in the STParea, rather than individual
organisations .

Clinicians across NW London have been working together for several years to
improve the quality of the care we provide and to make care more proactive,

shifting resources into primary care and other local services to improve the
management of care for people over 65 and people with long term conditions .
We recognise the importance of mental as well as physical health, and the NHS
and local government have worked closely together to develop a mental health
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strategy to improve wellbeing and reduce the disparity in outcomes and life
expectancy for people with serious and long term mental health conditions . The
STPprovides an opportunity for health and local government organisations in NW
London to work in partnership to develop a NW London STPthat addresses the
Triple Aim and sets out our plans for the health and care system for the next five
years whilst increasing local accountability . It is an opportunity to radically
transform the way we provide health and social care for our population, maximise
opportunities to keep the healthy majority healthy, help people to look after
themselves and provide excellent quality care inthe right place when it's needed .
The STPprocess also provides the drivers to close the £1.4bn funding shortfall and
develop a balanced, sustainable financial system which our plan addresses.

We can only achieve this if we work together in NW London working at scale and
pace, not just to address health and care challenges but also the wider
determinants of health including employment, education and housing. We know
that good homes, good jobs and better health education all contribute towards
healthier communities that stay healthy for longer . Our joint plan sets out how we
will achieve this aim, improve care and quality and deliver a financially
sustainable system. We have had successes so far but need to increase the pace
and scale of what we do if we are going to be successful. We have listened to the
feedback we have received so far from our patients and residents and updated
6us plan in particular around access to primary care and the delivery of mental
health services. We will continue to engage throughout the lifetime of the plan .

Concerns remain around the NH S @reposals developed through the Shaping a
Healthier Future programme i.e. to reconfigure acute care in NW London . All STP
partners will review the assumptions underpinning the changes to acute services
and progress with the delivery of local services before making further changes

and NHSpartners will work jointly with local communities and councils to agree a
model of acute provision that addresses clinical quality and safety concerns and

expected demand pressures. We recognise that we d o n &gree on everything,

however it isthe shared view of the STPpartners that this will not stop us working

together to improve the health and well-being of our residents.
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I. Executive Summary:

Health and social care in

NW London

IS not sustainable

In NW London there iscurrently significant pressure on the whole system. Both
the NHS and local government need to find ways of providing care for an
ageing population and managing increasing demand with fewer resources.
Over the next five years, the growth in volume and complexity of activity will
out-strip funding increases. But this challenge also gives us an opportunity .
We know that our services are siloed and d o n fielat people holistically . We

We are focused on helping to get people well, but do not spend enough
time preventing them from becoming illin the first place . The STPgives us the
opportunity to do things much better .

The health and social care challenges we face are: building people centric
services, doing more and better with less and meeting increased demand
from people living longer with more long -term conditions . In common with the

have duplication and gaps; we have inefficiencies that mean patients often

have poor experiences and that their time isnot necessarily valued . NHSFYFV,we face big challenges that align to the three gaps identified :

) ) ) A 20% of people have along term  condition !
A Adults are not making healthy choices ; (Rl ) £
A 50% of people over 65 live alone 2

A Increased social isolation p . o . .
A Poor childrends health A a1r9828% oflc ildren live in households with no adults in
A 21in's chiidren agetﬂ 5%re overweight 4

Health &

Wellbeing employment 3

A Unwarranted variation in clinical practise A Over 30 % of patients in acute hospitals do not need to be in an acute setting and should be

Care & and outcomes cared for in more appropriate places ®
. A Reduced life expectancy for those with A People with serious and long term mental health needs (e.g. schizophrenia) have a life
Quality mental health issues expectancy upto 20 years less than the average ©
A Lack of end of life care available at home A Over 80% of patients indicated a preference to die at home but only 22% actually did 7
A Deficits in most NHS providers ; ) ) ) ) : )
P A If we do nothing, there willbe a £ 1.4bn financial gap by 2021 in our health and social  care

A Increasing financial gap across health
and large social care funding cuts

A Inefficiencies and duplication driven by
organisational not patient focus

Segmenting  our population helps us to Dbetter
understand the residents we serve today and in the
future, the types of services they will require and where
we need to target our funding . Segmentation offers us
a consistent  approach to  understanding our

system and potential market failure in some sectors

A Local authorities face substantial financial challenges
reductions between now and 2021

Finance &
Efficiency

with on -going Adult Social Care budget

% Increase

= [uture Population (2030)
Please note that segment numbers are for adults

only with the exception of the children segment

Current Population 8

population. across NW  London . Population One or more Cancer Serious and Learning Advanced Children Socially
segmentation  will also allow us to contract for long -term long term disability dementia / Excluded
outcomes in the future . conditions mental Alzheimer's Groups

health needs

Y

37,500 7,000
43,300 9,000

NW L o n d opodukstion faces a number of challenges
as the segmentation below highlights . But we also have
different needs in different boroughs, hence the
importance of locally owned plans. We also need to
be mindful of the wider determinants of health across
all of these segments ; specifically the importance of
suitable housing, employment opportunities, education
and skills, leisure and creative activites - which all
contribute to improved emotional, social and personal
wellbeing, and their associated health outcomes .

Q

C

Nearly 3,500
people
recorded as
sleeping rough
in the Three
Boroughs

17,000 438,200

5,000

mall 1216000 338,000
mal 1,264,000 458,000
—

26,000 463,200

53%




I. Executive Summary:

The NW London Vision 0 helping people to be well and live well

Our vision for NW London is that everyone living, working and visiting here  turn a reactive, increasingly acute -based model on its head, to one where
has the opportunity to be well and live well 8 to make the very most of patients take more control, supported by an integrated system which
being part of our capital city and the cultural and economic benefits it proactively manages care with the default position being to provide this
provides to the country . care in areas close to p e o p | heries, wherever possible. Thiswill improve
health & wellbeing and care & quality for patients .

Our plan involves 6 f | i pthpei histgri@ approach to managing care . We will

Our vision of how the system will change and how patients will experience care by 2020/21

In-patients / residents of supported accommodation

| only go to hospitalwhenitis planned and necessary
| amin hospital forthe minimumtime required
| am quickly and safely discharged from hospital with the right accommodation suppornt

Pro-active availableto me
care residential | feel part of my community and have strong relationships
care | have my independence in my care home and can make choices about my health and
wellbeing
People with complex health needs

| have systems in placeto get help at an early stage to avoid crisis

| feel safe and supportedin my own home
Primary & | know where to access expert supportwithout going to hospital

Community care | always knowthe main personin charge of my care and can go to them with

questions atany time
My carer has theirneeds recognised andis given supportto care for me

Generally healthy

| know howto look after myselfto reduce the chance of fallingill

| feel supported by my peers to keep myselfwell

| knowwhereto access information and supportinthe community
| am supportedto achieve my own goals

| feel part of my community

| can easily access the services | require

Current system: Reactive care often responding  Future system: proactive care focusing on self-
to crises, under resource and capacity pressures  care, wellbeing and community interventions

Through better targeting of resources our transformation plans will improve determinants of health such as housing and skills,which will improve the
the finances and efficiency of our system, with the more expensive health & wellbeing of our residents.

hospital estate and skillsused far more effectively . Thiswill also allow more

investment into the associated elements of social care and the wider



I. Executive Summary:

How we will close the gaps

If we are to address the Triple Aim challenges, we must fundamentally transform our
system. In order to achieve our vision we have developed a set of nine priorities which
have drawn on local place based planning, sub-regional strategies and plans and
the views of the sub-regional health and local government Strategic Planning Group .
Having mapped existing local and NW London activity, we can see that existing
planned activity goes a long way towards addressing the Triple Aim. But we must go
further to completely close these gaps .

At a NW London level we have agreed five delivery areas that we need to focus on
to deliver at scale and pace . The five areas are designed to reflect our vision with DA1
focusing on improving health and wellbeing and addressing the wider determinants

management of long term conditions ; and DA3 focusing on a better model of care
for older people, keeping them out of hospital where appropriate and enabling them
to die in the place of their choice . DA4 and DAS focus on those people whose needs
are most acute, whether mental or physical health needs. Throughout the plan we try
to address physical and mental health issuesholistically, treating the whole person not
the individual illnessand seeking to reduce the 20 year disparity in life expectancy for
those people with serious and long term mental health needs . There isa clear need to
invest significant additional resource in out of hospital care to create new models of
care and support in community settings, including through joint commissioning with
local government

of health ; DA2 focusing on preventing the escalation of risk factors through better

Net

Triple Aim Our priorities Primary Delivery areas Target Pop. (no. Saving Plans
Alignment* (DA) & pop. segment) (Em)
Support people who are mainly healthy to All adults: 1,641,500
stay mentally and physically well, enabling DA 1 At risk mostly healthy
and empowering them to make healthy Radicall adults: 121.680 a. Enabling and supporting healthier  living for the population
choices and look after  themselves acicay) Children: 438 200 11.6 of NW London o o
upgrading PR e o b. Keeping people mentally well and avoiding social isolation
R prevention Learning Disability: c. Helping children the gét the best start in” life
Improving _ _ nd wellnei 7,000
I mprove childrends mengal apd/pRYyeligeing Socially Excluded
health & health and well -being
Wellbeing DA 2 al eeliv?:ring thg \?_trat?gic Commissioning Framework and Five
A g R B B ear Forwar lew Tor primary care
Reduce health inequalities and disparity in S LTC: 347,000 b. Improve cancer screer!?ing 0 merease early diagnosis and
outcomes for the top 3 killers: cancer, Eliminating Cancer: 17,000 faster treatment
heart diseases and respiratory illness unwarranted D 13.1 c. Better outcomes and support for people with common

variation and

\ ) Severe Physical mental health needs, with a focus on people with long term
improving LTC

Disability: 21,000 Ehysical health conditions

O O~ WON B

management d. Reducing variation by focusing on Right Care priority areas
L . e. Improveself-management and Opatdi ent e
Reduce social isolation
Improving DA 3
i T o a. Improve market management and take a whole systems
care & Reducing unwarranted variation in the Achieving +65 adults: 311,500 approach to commissioning :
. management of long term conditions 3 better Advanced b. Implementaccountable care  partnerships )
quality diabetes, cardio vascular disease and outcomes and Dementia/ 82.6 & "ijg{?gg in’t"‘e’zg{ggg%’&sgoig‘ijs'tgﬁ’g';fs'fa:gfare L
respiratory disease experiences Al zhei mer &s 000 approach across NW London
for older e. Improve care in the last phase of life
people
Ensure people access the right care in the
right place at the right time
DA 4 482.700 a. Implementthe new model of care for people with serious
Improvin . H and long term mental health needs, to improve physical
Improve the overall quality of care for P 9 Serious & Long Term and mental health and increase life expectancy
o prove < quality of outcomes for Mental Health, b. Focussed interventions for target populations
Impl’OVIng peogle in their last phase of life and children Common Mental 11.8 c. Crisssupport services, including
T enabling them to die in their place of &adults with llinesses, Learning Concordatd . . . ~
prOdUCUVlty choice mental health Disability d. I mplementing 6Future in Mindé t
. needs health and wellbeing
& closmg the Reduce the gap in life e_xpectanc?/
fi ial between adults with serious and long term
Inancial gap mentlal _health needs and the rest of the DA 5
population ) a. Specialised commissioning to improve pathways from
Eg\fgrg.'agflewe All: 2.079.700 ) %rirlr)ary r::ar7e é& support consoligatg)n of specialised services
. . . ; 12,079, . . Deliver the 7 day services  standards
Improve consistency in patient outcomes high quality 208.9 c. Reconfiguring gcute services
and experience regardless of the day of sustainable d. NW London Productivity ~Programme
the week that services are accessed

acute services

* Many of our emerging priorities will map across to several delivery areas. But we have sought to highlight where the main f ocu s of these Delivery Areas are in this diagram



I. Executive Summary:

Existing health service strategy

ThisSTPdescribes our shared ambition across health and local government to create
an integrated health and care system that enables people to live well and be well:
addressing the wider determinants of health, such as employment, housing and
social isolation, enabling people to make healthy choices, proactively identifying
people at risk of becoming unwell and treating them in the most appropriate, least
acute setting possible and reabling people to regain independence  whenever
possible. When people do need more specialist care this needs to be available
when needed and to be of consistently high quality with access to senior doctors
seven days a week . Too often people are being brought into hospital unnecessarily,
staying too long and for some dying in hospital when they would rather be cared for
at home .

The health system in NW London needs to be able to meet this ambition, and for the
last few years doctors, nurses and other clinicians have come together as a clinical
community across primary, secondary and tertiary care to agree how to transform
health care delivery into a high quality but sustainable system that meets pat i en
needs . Thisisbased on three factors :

Firstly, the transformation of general practice, with consistent services to the whole
population ensuring proactive, co -ordinated and accessible care . We will deliver this
through primary care operating at scale through networks, federations of practices or
super-practices, working with partners to deliver integrated care (Delivery Areas 1-3).

Secondly , a substantial upscaling of the intermediate care services available to
people locally offering integrated health and social care teams outside of an acute
hospital setting (Delivery Area 3). The offering will be consistent, simple and easy to
use and understand for professionals and patients . Thiswill respond rapidly when
people become ill, delivering care in the home, in GP practices or in local services
hubs, will inreach into A&E and CDU to support people who do not need to be there
and can be cared for at home and facilitate a supported discharge from hospitals
as soon as the individual ismedically fit. The services will be fully integrated between
health and social care .

Thirdly, acute services need to be configured at a scale that enables the delivery of
high quality care, 7 days a week, giving the best possible outcomes for patients
(Delivery Area 5). As medicine evolves, it benefits from specialisation and innovation .
The benefits of senior clinical advice available at most parts of the day are now well
documented to improve outcomes as it enables the right treatment to be sdelivered
to the patient at the right time We know from our London wide work on stroke and
major trauma that better outcomes can be achieved by consolidating specialist
doctors into a smaller number of units that can deliver consistently high quality, well
staffed services by staff who are experts in their field . Thisalso enables the best use of
specialist equipment and ensures staff are exposed to the right case mix of patients
to maintain and develop their skills In 2012 the NHSconsulted on plans to reduce the
number of major hospitals in NW London from 9 to 5, enabling us to drive
improvements in urgent care, maternity services and c hi | d rcagen. 8 The major

hospitals will be networked with a specialist hospital, an elective centre and two
local hospitals, allowing usto drive improvements in care across all areas .

Our STPsets out how we will meet the needs of our population more effectively
through our proactive care model . We also have increasing expectations of
standards of service and availability of services 24/7, driving financial and workforce
challenges . We will partially address the financial challenges through our NW London
Productivity Programme, but even if the demand and finance challenges are
addressed, our biggest, most intractable problem isthe lack of skilled workforce to
deliver a 67 day s e r v iurder &he current model across multiple sites. The health
system isclear that we cannot deliver a clinically and financially sustainable system
without transforming the way we deliver care, and without reconfiguring acute
services to enable usto staff our hospitals safely in the medium term.

The place where this challenge is most acute is Ealing Hospital, which isthe smallest
District General Hospital (DGH) in London . We know that the hospital has caring,
dedicated and hardworking staff, ensuring that patients are well cared for. We wish
to maintain and build on that through our new vision for Ealing, serving the
community with an A&E supported by a network of ambulatory care pathways and
centre of excellence for elderly services including access to appropriate  beds. The
site would also allow usto deliver primary care to scale with an extensive range of
outpatient and diagnostic services meeting the vast majority of the local
popul atrioutne dealth needs. Due to the on-going uncertainty of the future of
Ealing Hospital the vacancy rate is relatively high, and there are relatively fewer
consultants and more junior doctors than in other hospitals in NW London, meaning
that it will be increasingly challenging to be clinically sustainable in the medium
term. As Ealing currently has a financial deficit of over £30m as the costs of staffing it
safely are greater than the activity and income for the site, the current clinical model
is not financially sustainable . This means it makes sense to prioritise the vision for
Ealing in this STPperiod .

A joint statement from six boroughs is at Appendix A. Ealing and Hammersmith &
Fulham Councils do not support the STPdue to proposals to reconfigure acute

services in the two respective boroughs . Both councils remain fully committed to

continuing collaboration on the joint programmes of work as envisaged in STP
delivery areas 1to 4.

The focus of the STPfor the firsttwo years isto develop the new proactive model of
care across NW London and to address the immediate demand and financial
challenges . No substantive changes to A&Es in Ealing will be made until there is
sufficient alternative capacity out of hospital or in acute hospitals .

There is a similar vision for Charing Cross Hospital . Here, again, we plan to deliver
ambulatory care, primary care to scale and an extensive range of diagnostic
services. However at Charing Cross, during this STPperiod, there are no planned
changes to the A&E services currently being provided .



I. Executive Summary:

Finances

Our population segmentation shows that we will see larger rises in the
populations with increased health needs over the next 15 years than in the
wider population . Thisincreased demand means that activity, and the cost
of delivering services, will increase faster than our headline population
growth would imply. NHSbudgets, while increasing more than other public

budgets face cuts of around 40%. If we do nothing, the NHSwill have a
£1,113m funding gap by 20/21 with a further £298m gap in social care,
giving a system wide shortfall of £1,410m.

Through a combination of normal savings delivery and the benefits that will
be realised through the five STPdelivery areas, the financial position of the

sector budgets, are constrained and significantly below both historical health sector isa £15.1m surplus, and the social care deficit is £35m, giving
funding growth levels and the increase in demand, while social care an overall sector deficit of £19.9m.
Table: North West London Footprint position in 20/21
Do Nothing Oct 16 (247.6) (529.8) (131.6) (188.6) (14.8) - (1,112.4)  (297.5) (1,409.9)
Business as usual savings (CIP/QIPP) 127.8 341.6 102.7 - - - 572.1 108.5 680.6
DA 1-5 - Investment (118.3) - - - - - (118.3) - (118.3)
DA1-5 - Savings 302.9 120.4 23.0 - - - | 446.3 62.5 508.8
Additional costs of delivering 5YFV - - - - - (55.7) i (55.7) - (55.7)
STF - funding 24.0 - - - 14.8 55.7 94.5 19.5 114.0
Other - - - 188.6 - - 188.6 72.0 260.6
TOTAL IMPACT " 3364 4620 1257 188.6 14.8 - 11275 2625  1,390.0
Final Position Surplus/(Deficit) 88.8 (67.8) (5.9 - - - | 15.1 (35.0) (19.9)

Schemes have been identified which support the shift of patient care from
acute into local care settings, and include transformational schemes across
all points of delivery . The work undertaken by Healthy London Partners has
been used to inform schemes in all Delivery Areas, particularly in the areas
of children's services, prevention and well-being and those areas identified
by 'Right Care' as indicating unwarranted variation in healthcare outcomes
These schemes, as well as improving patient outcomes, are expected to
cost less & requiring £118m of investment to deliver £303m of CCG
commissioner savings and £143m of provider savings.

In addition, the solution includes £570m of business as usual savings (CIPs
and QIPP), the majority delivered by the acute providers, which relate to
efficiencies that can be delivered without working together and without
strategic change . Each of the acute providers has provided details of their
governance and internal resources and structures to help provide
assurance of deliverability .

The financial modelling shows a forecast residual financial gap in outer NWL

providers at 20/21, mainly attributable to the period forecast for completing

the reconfiguration changes that will ensure a sustainable end state for
most providers . This could be resolved by bringing forward the acute
configuration changes described in DA5c relating to Ealing, once it can be
demonstrated that reduced acute capacity has been adequately

replaced by out of hospital provision to enable patient demand to be met.

The remaining deficit isdue to London Ambulance Service (NWL only) and
Royal Brompton & Harefield, who are within the NWL footprint but primarily
commissioned by NHSEngland .

In order to support the implementation of the transformational changes,
NWL seeks early access to the Sustainability and Transformation Fund, to
pump prime the new proactive care model while sustaining current services
pending transition to the new model of care .

NWL also seeks access to public capital funds, as an important enabler of
clinical and financially sustainable services and to ensure that services are
delivered from an appropriate quality environment .
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Social Care Finances (l)

Local government has faced unprecedented reductions in their budget reduce demand on the NHS and to support the shift towards more
through the last two comprehensive spending reviews and the impact of proactive, out of hospital care . Thisincludes addressing the existing gap
the reductions in social care funding in particular has had a significant and ensuring that the costs of increased social care that will result from the
impact on NHS services. In addition to this there continues to be a delivery areas setout in this plan are fully funded .

significant level of service and demographic pressures putting further strain

on the service. To ensure that the NHS can be sustainable long term we  The chart below sets out below the projected gap and how this will be
need to protect and invest in social care and in preventative services, to  addressed . The savings are further broken down on the following slide.

350.0
300.0
250.0
200.0
S
“ 150.0
' 25.5
22.0
100.0 15.0
19.5
50.0 35.0
35.0
0.0
Funding gap  Out of hospital Achieved Applying CT  STP LA savings Savings via joint Share of health Recurrent STF Out of hospital Residual gap (5)
gap through ASC precept and commissioning  savings (2) funding (3) mitigations (4)
MTFS/ MTP other 1)

The following assumptions and caveats apply :

The residual gap of £35m by 20/21 will be addressed through further joint working between health and social care . An initial estimated cost pressure of £35m
illustrates the likely shift from hospital activity into adult social care, which isto be addressed through a robust business case process. £19.5m isassumed to be
funded by STFon a recurrent basis, leaving an unresolved recurrent gap of £35m.

(1) Further detailed work isrequired to model the benefits of joint commissioning across the whole system as part of Delivery Area 3;

(2) The share of savings accruing to Health are assumed to be shared equally with local government on the basis of performance ;

(3) Assumed that £19.5m will be recurrent funding from 2020/21through the STHund ;

(4) Further work is required to identify the impact on social care of the Delivery Area schemes, and to develop joined up health and social care business
cases. Where the Delivery Area schemes result in a shift of costs to social care, itisexpected that these would be NHSfunded ;

(5) The residual gap of £35m by 20/21 isassumed to be unresolved but both Local Government and NHScolleagues will be working collaboratively to identify
how to close this gap, so asto put both the health and social care systems on sustainable footing .

NB Confirmation of what the final on-going sources of funding will be from 2020/21 isbeing sought .
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Social Care Finances ( 2)

The table below sets out how the savings accruing to local authorities from joint work with Health on the Delivery Area business cases will be delivered
through the investment of transformation funding :

: : Savings for Total Benefit for
STnggery iaév(':n %EL?; LG /PH benefit for Health**
(EM) LG (EM)
Public Health & prevention DA1 - 2.0 2.0 2.2
Demand mapagemt_ent& DA2 ) ) ) 6.1
community resilience
Caring for people with DA3 ) ) ) 51
complex needs
Accommodation based DA3 77 ) 77 20
care
Discharge DA3 3.4 - 3.4 9.6
Mental Health DA4 35 2.9 6.4 5.0
Vulnerable DA1 3.0 3.0 6 -
Joint commissioning DA3 22.0 - 22.0 TBC

The following assumptions and caveats apply :

To deliver the savings requires non -recurrent transformational investment from the NHS Sustainability and Transformation Fund of an estimated £110m over 3
years (£21m in 17/18, rising to £34m by 20/21) into local government commissioned services. The financial benefits of the actions above represent projected
estimations and are subject to further detailed work across local government and health .



I. Executive Summary:

16/17 key deliverables

Our plan is ambitious and rightly so & the challenges we face are considerable and we will also plan and start to implement work that will have a longer term impact .

the actions we need to take are multifaceted . However we know that we will be Our focus out of hospital in 2016/17 will therefore be on care for those in the last

more effective if we focus on a small number of things in each year of the five year phase of life and the strengthening of intermediate care services by scaling up

plan, concentrating our efforts on the actions that will have the most impact . models that we know have been successful in individual boroughs . In hospital we will
focus on reducing bank and agency spend and reducing unnecessary delays in

We have an urgent need to stabilise the system and address increasing demand hospital processes through the 7 Day Programme .

whilst maintaining a quality of care across all providers that is sustainable . For year 1

we are therefore targeting actions that take forward our strategy and will have a We are working together as partners across the whole system to review governance

quick impact . To help us achieve the longer term shift to the proactive care model and ensure this work isjointly -led .

Areas with impact in 2016/17

DA1 i. Establish a People's Health and Wellbeing Charter, co -designed with patient and community representatives for i. A shared understanding of public and professional responsibility for use of

Commissioning and Provider organisations to promote as core to health and social care delivery

ii. Co-designing the new Work and Health programme so that it provides effective employment support for people with

learning disabilities and people with mental health problems

services

ii. Maximising opportunities working jointly to support people with mental health

problems, resulting in benefits to the health system and wider local economy

Increased accessibility to primary care through extended hours and via a variety of channels (e.g. digital, phone, face Delivering extended access for Primary Care, 8am 3 8pm, 7 days a week,
to-face) leading to additional appointments available for patients out of hours, every
week, as well as a reduction in NELs and A&E attendances
ii. Enhanced primary care with focus on providing more proactive and co -ordinated care to patients ii. Unique, convenient, efficient and better care for patients as well as s upporting

sustainability and delivering accountable care for patients
iii.

Comprehensive diabetes performance dashboard at practice and CCG level iii.

Improve health and wellbeing of local diabetic population

iv. Delivery of Patient Activation Measure Year 1 targets as part of the self care framework iv. Enable more patients with an LTC to self -manage
DA3 i. Single 7 day discharge approach across health, moving towards fully health and social care integrated discharge by i. Circa 1 day reduction in the differential length of stay for patients from outside
the end of 2016/17 of the host borough °
ii. Training and support to care homes to manage people in their last phase of life ii. 5% reduction in the number of admissions from care homes, when comparing

Quarter 4 year on year 10
Full impact to be scoped but this is part of developing a fully integrated older
person's service and blue print for a NW London model at all hospital sites
iv. Improved patient care, more effective case finding and risk management for
iv. Deployed the NW London Whole Systems Integrated Care dashboards and databases to 312 practices to support proactive care, supports care coordination as integrated care record provided
direct care, providing various views including a 12 month | ongnasmagleiveval view of all the patientsd health
data. ACP dashboards also deployed

iii. Develop and agree the older persons (frailty) service for Ealing and Charing Cross Hospitals, as part of a fully integrated ii.
older persons service

DA4 i. All people with a known serious and long term mental health need are able to access support in crisis 24/7 from a i.  300-400 reduction in people in  crisis attending A&E or requiring an ambulance i
single point of access (SPA)
ii. Reduction in crisis contacts in A&E for circa 200 young people

i Launch new eating disorder services, and evening and weekend services. Agree new model oOtier freed model
DA5 i. Joint safer staffing programme across all trusts results in a NW London wide bank and reductions in bank and agency i. All trusts achieve their bank and agency spend targets
expenditure All trusts support each other to achieve their control totals
ii. Paediatric assessment units in place in 4 of 5 hospitals in NW London, Ealing paediatric unit closed safely ii. Circa 0.5 day reduction in average length of stay for children 12, Consultant
cover 7am to 10pm across all paediatric units B
iii. Compliance with the 7 Day Diagnostic Standard for Radiology, meeting the 24hr turn -around time for all inpatient
scans iii. We will achieve a Q4 15/16 to Q4 16/17 reduction of 0.5 day LOS on average

for patients currently waiting longer than 24hrs for a scan. This will increase to a
1 day reduction in 17/18 4



1. Case for Change:

Understanding the NW London footprint and its population
right services to our residents

is vital to providing the

Over 2 milliomeople

Over #Abnannual health
and care spend

8 local boroughs

8 CCGs and Local
Authorities

The NW London

Footprint

Over 4005P practices

10acute and specialist
hospitals

2 mental health trusts

2 community health
trusts

NW London is proud to be part of one of the most vibrant, multicultural
and historic capital cities in the world . Over two million people live in the
eight boroughs stretching from the Thames to Watford and which include
landmarks such as Big Ben and Wembley Stadium. The area is also
undergoing major infrastructure development with Crossrail, which will
have a socio economic impact beyond 2021.

It is important to us 0 the local National Health Service (NHS), Local
Government and the people we serve in NW London 0 that everyone
living, working and visiting here has the opportunity to be well and live
well & to make the very most of being part of our capital city and the
cultural and economic benefits it provides to the country .

In common with the NHSFive Year Forward View we face big challenges

in realising this ambition over the next five years:

A Some NW London boroughs have the highest life expectancy

differences in England . In one borough men experience 16.04 year life

expectancy difference between most deprived and least?

21%of the population isclassed as having complex health needs

NW L o n d o h6864 employment rate of 71.5% was lower than the

London or England average 2

A Ifwe do nothing, there will be a £1.4bn financial gap in our health and
social care system and potential market failure in some sectors

o 3>

The challenges we face require bold new thinking and ambitious
solutions, which we believe include improving the wider determinants of
health and wellbeing such as housing, education and employment,
people supported to take greater responsibility for their wellbeing and
health, prevention embedded in everything we do, integration in all
areas and creating a truly digital, information enabled service.

We have a strong sense of place in NW London, across and within our
boroughs . In the following pages of our Sustainability and Transformation
Plan (STP)we set out our case for change, our ambitions for the future of
our places and how we will focus our efforts on a number of high impact
initiatives to address the three national challenges of 6 h e a landh
wel | bedcnagadd qu al iantdydd& ,i nandcper oduct i vi t yd



1. Case for Change:

Working together to address a new challenge

To enable people to be well and live well, we need to be clear about our
collective responsibilities. As a system we have a responsibility for the health
and well-being of our population but people are also responsible for
looking after themselves. Our future plans are dependent upon
acceptance  of shared responsibilities .

2016/17 we will produce a Pe o p | Hedélte & Wellbeing Charter for NW
London . This will set out the health and care offer so that people can
access the right care in the right place at the right time. As part of this
social contract between health and care providers and the local
community, it will also set out the 6 o f ffrenm @eople in terms of how they
will look after themselves .

Working in partnership with patient and community

Responsibilities of our residents

A To make choices in their lifestyles that enable
them to stay healthy and reduce the risk of
disease

representatives, in

Responsibilities of our system

A To provide appropriate information and preventative interventions to enable residents to
live healthily

ATo deliver person -centred care, involve people in all decisions about their care and support

ATo use the most appropriate care setting A To respond quickly when help or care is needed

ATo access self -care services to improve their
own health and wellbeing and manage long -
term conditions

A To provide the right care, in the right place, to consistently high quality

AReduce unwarranted variation and address the 06R

A To access support to enable them to find A To consider the whole person, recognising both their physical and mental health needs

employment and become more independent A To provide continuity of care or service for people with long term health and care needs

ATo help their local communities to support
vulnerable people in their neighbourhoods
and be an active part of a vibrant community

ATo enable people to regain their independence as fully and quickly as possible after
accident or illness

A To recognise when people are in their last phase of life and support them with compassion

To support these responsibilities, we have a seriesof underlying principles which underpin all that we do and provide uswith a common platform .

Principles underpinning our work

AFocus on prevention and early detection
A Individual empowerment to direct own personalised care and support A Subsidiarity & where things can be decided and done locally they will be
A People engaged in their own health and wellbeing and enabled to self A Care professionals will work in an integrated way

care A Care and services will be co  -produced with patients and residents
A Support and care will be delivered in the least acute setting appropriate AWe will focus on people and place, not organisations

for the patientés need A Innovation will be maximised
A care will be delivered outside of hospitals or other institutions where AWe will accelerate the use of digital technology and technological

appropriate SrlErees

A Services will be integrated



1. Case for Change:

Understanding our population

In NW London we have taken a population segmentation approach to understand the changing needs of our population . Thisapproach
we collectively design services and implement strategies around these needs.NW London has:

isat the core of how

In order to understand the context for delivering health and social care for the population, itis critical to

consider the wider determinants of health and wellbeing that are significant drivers of activity.

AHigh proportions living in  poverty and
overcrowded households

AHigh rates of poor quality air across
different boroughs

AOnly half of our population are
physically active

A 2.1 million residents and 2.3 million registered patients in
8 local authorities

A Significant variation in wealth

A Substantial daytime population  of workers and tourists,
particularly in Westminster and Kensington & Chelsea

A A high proportion of people were not in born in UK (>50%
in some wards)

Quality primary care
supporting physical,
psychological &
social needs
,cultural & eny o
e,

Wider determinants of health

Volunteering & aduit

learni e

A A diverse ethnicity , with 53% White, 27% Asian, 10% ANearly half of our opportunifes s bl A""",:’:’J's"iﬁ;' scle
Black, 5% Mixed, with a higher prevalence of diabetes 65+ population are

A A high working age population aged 20 -39 compared living alone

An environment
which promotes
physical activity

increasing the
potential for social
isolation

A Over 60% of our

Supportto stop
smoking

with England
A Low vaccination coverage  for children and  high rates of
tooth decay in children aged 5 (50% higher than

England average)

A State primary school

children with high levels of

obesity

Population Segmentation for NW London 2015 6303

Mostly
healthy

1 1,216,000 adults
in NW London
are mostly

One or more
long -term
conditions

"»

11 338,000 adults in
NW London
have 1 or more

Cancer

1 17,000 adults in
NW London
have cancer

Serious and
long term
mental
health needs

q

1 37,500 adults in
NW London
have serious

adult social care
users wanting more
social contact

Learning
disability

Y

1 7,000 adults in
NW London
have learning

Severe
physical
disability

1 21,000 adults in
NW London
have severe

In work that is health

promoting

Advanced

dementia /
Alzheimer's

1 5,000 adults in
NW London
have advanced

Adapted from Dohigren & Whitehead, 1991

Children

1 438,200 children

in NW London
1 21% of the

Socially
Excluded
Groups

1 Westminster has
the highest
recorded

Promotion of positive
parenting

Segmenting  our
helps us to better
the residents we serve today
and in the future, the types of
services they will require and

population
understand

where our investment is
needed . Segmentation offers
a consistent approach to
understanding our population

across NW London. NW
L o n d o pdpudation faces a
number of challenges as the

healthy LTC 1 0.8% of the and long term disabilities physical dementia population population of segmentation (Ieft) highlights .
1 58% of the total 1 16% of the population mental health 1 0.3% of the disabilities 1 0.2% of the 1 14% of care rough sleepers But we also have different
population population 1 4.5% of care needs population 1 1% of the population spend in NW of any local i )
11 24% of care 11 22% of the care spend in NW 1 2% of 1 8% of care population 1 2% of care London authority in the needs in different boroughs,
spend in NW spend in NW London population spend in NW 1 18% of care spend in NW country hence the importance of

London

In 2030:
1 4% more adults
1 31% more +65s

London

In 2030:

1 35% more adults

1 37% more spend
in NW London

In 2030:

1 53% more adults

1 50% more spend
in NW London

1 7.5% of care
spend

In 2030:

16% more adults

11 21% more spend
in NW London

London

In 2030:

1 29% more adults

1 35% more spend
in NW London

spend in NW
London

In 2030:

1 29% more adults

11 26% more spend
in NW London

London

In 2030:

9 40% more adults

1 44% more spend
in NW London

In 2030:

1 6% more
children

1 3% more spend
in NW London

1 There are nearly
3,500 people
recorded as
sleeping rough
inthe 3
Boroughs

locally owned plans.

Please note that segment numbers are
for adults only with the exception of the

children segment




1. Case for Change:

The NW London Vision d helping people to be well and live well

Our vision for NW London is that everyone living, working and visiting here  turn a reactive, increasingly acute -based model on its head, to one where
has the opportunity to be well and live well 8 to make the very most of patients take more control, supported by an integrated system which
being part of our capital city and the cultural and economic benefits it proactively manages care with the default position being to provide this
provides to the country . care as close to, or in p e o p | heorées, wherever possible. Thiswill improve

Our plan involves 6 f | i pthpei histgri@ approach to managing care . We will health & wellbeing and care & quality for patients .

Our vision of how the system will change and how patients will experience care by 2020/21

In-patients / residents of supported accommodation

| only go to hospitalwhenitis planned and necessary
| amin hospital forthe minimumtime required
| am quickly and safely discharged from hospital with the right accommodation suppornt

Pro-active availableto me
care residential | feel part of my community and have strong relationships
care | have my independence in my care home and can make choices about my health and
wellbeing
People with complex health needs

| have systems in placeto get help at an early stage to avoid crisis

| feel safe and supportedin my own home
Primary & | know where to access expert supportwithout going to hospital

Community care | always knowthe main personin charge of my care and can go to them with

questions atany time
My carer has theirneeds recognised andis given supportto care for me

Generally healthy

| know howto look after myselfto reduce the chance of fallingill

| feel supported by my peers to keep myselfwell

| knowwhereto access information and supportinthe community
| am supportedto achieve my own goals

| feel part of my community

| can easily access the services | require

Current system: Reactive care often responding  Future system: proactive care focusing on self-
to crises, under resource and capacity pressures  care, wellbeing and community interventions

Through better targeting of resources to make the biggest difference, itwill allow more investment into the associated elements of social care and the
also improve the finances and efficiency of our system, with the more wider determinants of health such as housing and skills,to improve the
expensive hospital estate and skillsused far more effectively . Thiswill also  broader health and wellbeing of our residents.



1. Case for Change:

Understanding p e o p | necils

While segmentation across NW London helps us to understand our population we also recognise that each borough has its own dis tinct profile. Understanding

o
0
D
v
o
0

(excluding Chlamydia aged < 25) rate in England

:A  The main cause of death is cardiovascular

disease accounting for 31% of all deaths 3 r H . .
9 0 : & Chelsea . EA Westminster also has one of the highest rates of

Kensington

homelessness and rough sleeping in the country

our popul ationds needs both at a NW London and a bor oitagves*l evel is vital to creat
Hillingdon has the second largest area of :A Harrow has one of the highest proportions of those aged 65 A Brent is ranked amongst the top 15% most - :
: Londondés 32 boroughs : ! and over compared to the other boroughs in NW London i deprived areas in the country :
:A By 2021, the overall population in : A More than 50% of Harrowds pop u {8 aTthé populatiorsis ybungp with 36% agek a n d
! Hillingdon is expected to grow by 8.6% to : minority ethnic (BAME) groups it between 20 and 39 :
: 320,000 : A Cardiovascular disease is the highest cause of death in Harrow, : EA Brent is ethnically diverse with 65% from :
{A Rates of diabetes, hospital admissions for ,‘ :  followed by cancer and respiratory disease i BAME groups
alcohol -related harm and tuberculosis are all 5\‘5 A Currently 9.3% of Reception aged children being obese (2013/14) 3’5 A Itis forecast that by 2030 15% of adults in Brent will
: higher than the England average : % increasing to 20.8% for children aged 10 to 11 years old in year 6 i have diabetes :
EA There is an expected rise in the over -75-year- & ;’r,\. .......................................... .:,.........................................}..'...: EA Children in Brent have worse than average levels g
old population over the next 10 years and it is ; : & : of obesity 6 10% of children in Reception, 24% of :
expected that there will be an increase in : ; ¥ : childrenin Year 6 :
rates of conditions such as dementia : Y ::' :
x‘ . :; e T e e e T e e e e e e e e e e et e e -

§A Ealing is London's third largest borough . Harrow
EA Itis estimated that by 2020’ there will be a E ::' S s e e neies .
! 19.5% rise in the number of people over EA Westmlnst(_ar has a dayt_lme populatlc_)n three
65 years of age, and a 48% rise in the Hillingdon Brent times t_he_5|ze of the resident populatlon_ :
3 number of people over 85 ] . A The prl_nC|paI.cause of premature death in
{A Ealing is an increasingly diverse borough, i i Westminster is cancer, followed by
i with a steady rise projected for BAME dooreromam Ealing " cardlovascula_r disease : :
groups at 52% s . _ SiA In 2014, Westminster had the 6th highest reported
: Westminster new diagnoses of Sexually Transmitted Infections :
E T e T -

EA In Ealing, cancer caused 1573 deaths during

2011-13. Over half (51.4%, 809) of cancer Hounslow el i
...... T e T e eeeeeennnndd & Fuham @
iA Hounslow serves a diverse population of ~ § . iA Kensington & Chelsea serves a diverse
{253,957 people (2011 Census), the fifth . i  population of 179,000 people and ~ has a
! fastest growing population in the country £ N\ Ve large working age population and a
A Hounsl owds population is expected to rise % i small proportion of children (the smallest in
{ by 129 between 2012 and 2020 R I A LA vt ot | i
: E : - o r 0 i on
iA EOUTSO:_OW has 5'%”“;'C5|‘(”t'2’hm0$ d‘éathls frgm i A Hammersmith & Fulham is a small, but a densely - at?roac\)dt eareados populatiod
: eart disease and stroke than the Englan : : 3 f ; 3 o :
: average : : ]Eopulate(f OB GO L0 residents with two in : :A  The principal cause of premature death in the :
:A  Due to a growing ageing population and the : ive people born abroad . . : : area is cancer :
! improved awareness and diagnosis of : EA More than _90% of contact_s Wl_th the_ health service : A There are very high rates of people with serious :
individuals, diagnosis of dementia is expected i i take place in the community, involving general ! i andlongterm mental health needs in the area
E to increase between 2012 and 2020 by 235 % E E practice, pharmacy and Community services i usEsEsssEEEEsEsEsEsEsSESESESSsSEEESESSEAESESESEEESSsEEEEEEEsEEEEEEEEE -
:A  The volume of younger adults with learning : :A  The principle cause of premature and avoidable death in

disabilities is also due to increase by 3.6% Hammersmith and Fulham is cancer, followed by CVD



1. Case for Change:

Health and Wellbeing Current  Situation

The following emerging priorities are a consolidation of local place based planning, sub-regional strategies and plans and the views of the sub-
regional health and local government Strategic Planning Group . They seek to address the challenges described by our ‘as-is' picture and Our vision for health
deliver our vision and 'to-be' ambitions using an evidence based, population segmentation approach .Theyhave been agreed by our SPG and wellbeing:

Our a s-isé Our to -be é Our Priorities

My life is important, | am
part of my community

People live healthy lives and | have opportunity,
/l] . Of ol e 2long torm et and aresuppored Supportpeoplewno 10 ¥19E
T (. e, independence and g{zymr:éwéﬂiﬁzy °
e - denressiunand [] wellbeing with increased hvsicall I
: . . e levels of activation, through physically well, As soon as | am
,,,,,,, aniity never [] ww tarqeted patient enabling and _ _
|3 gy, st =0 5 communications 5 cmpowsrng hem o | ol
: ] - H
L il b ; o ; Y reducing hospital g%ﬁseze::g)llook available
e UL, "th"quWLundunersea admissions and reducing
. - = after themselves
=2 B ormore portions offuitand veg per day demand on care and

support services
The care and support |
receive is joined -up,
sensitive to my own
needs, my personal

[ beliefs, and delivered at
. ichidrenoged 4% e, [] Children and young people the place thatés
- Jorsare ﬂvemmgm.-" R : have a healthy start to life . me and the people that
ﬂf[}hlmlﬂﬂ under o have i and their parents or carers | mprove C hi matter to me
tﬂl]lh tecay. ﬂﬂml]ﬂfﬂﬂ tl] are supported 8 reducing mental and physical
) ' o ; health and well -
. R - . admissions to hospital and bei
"""" demands on wider local eing _
U Df childrenare ||V|ﬂﬂ I []f Gh"dfﬂﬂ hHVB 0y services hl\/ly wellbeing anld ;
H " : appiness is value
][] 28 / s conductdisorer - patonaly A o Bpported to
....ﬂﬂ.".'lS nenpiment . stay well and thrive
People with cancer, heart Reduce health | am seen as a whole
1500 people under 75 die each year from cancer, heart disease or respiratory illness inequalities and person & professionals
diseases and respiratory illness. consistently experience disparity in outcomes understand the
high quality care with great for the top 3 killers: impact of my housing
If we were to reach the national average of outcomes, we clinical outcomes, in line cancer, heart situation, my
could save 200 people per year. with Achieving World -Class diseases and networks,
Cancer Outcomes. respiratory illness employment and

income on my health
and wellbeing



1. Case for Change:

Care & Quality Current

Our a sisé

" 0f sacial care users dont
[] ave as much socal
L Ofpeopleover S e RS ontatas ey woud e
-5 ive along . RS

T There are evidenced risk factors for .~

mental iness, especially forthose
with LTGS - including adversity

People with long term conditions use
75% of all healthcare resources .

Over 30% of patientsin an acute hospital
bed right now do not need to be there .

3% of admissions are using a third of
acute hospital beds.

Over 80% patients indicated a
preference to die at home but 22%
actually did.

People with serious and long term
mental health needs have a life
expectancy circa 20 years less than the
average and the number of people in
this group in NW London is double the
national average.

Mortality is between 4 -14% higher at
weekends than weekdays .

W N

Situation

QOur to -be é

People are empowered and
supported to lead full lives as active
participants in their communities o
reducing falls and incidents of

mental ill health and preventing
escalation of mental health needs

Care for people with long term
conditions is proactive and
coordinated and people are
supported to care for themselves

GP, community and social care is
high quality and easily accessible ,
including through NHS 111, and in
line with the National Urgent Care
Strategy

People are supported with
compassion in their last phase of
life according to their  preferences

People are supported holistically
according to their full range of

mental, physical and social needs in
line with The Five Year Forward View

For Mental Health

People receive equally high
quality and safe care on any
day of the week, we save
130 lives per year

Our Priorities

Reduce social isolation

Reducing unwarranted

variation in the management

of long term conditions &
diabetes, cardio vascular

disease and respiratory disease

Ensure people access the
right care in the right place
at the right time

Improve the overall quality of
care for people in their last
phase of life and enabling them
to die in their place of  choice

Reduce the gap in life
expectancy between adults
with serious and long -term
mental health needs and
the rest of the population

Improve consistency in patient
outcomes and experience
regardless of the day of the
week that services are
accessed

QOur vision for care
and quality:

2

Personalised, enabling
people to manage their
own needs themselves
and to offer the best
services to them. This
ensures their support and
care is unique .

Personalised

!

Localised where
possible, allowing for a
wider variety of
services closer to
home. This ensures
services, support and
care is convenient .

!

Delivering services that
consider all the
aspects of a
health bad wellbeing

and is coordinated

across all the services
involved. This ensures
services are efficient .

Centralising services
where necessary for
specific conditions
ensuring greater
access to specialist
support. This ensures
services are better .

per.



1. Case for Change:

Overall Financial Challenge 6 Do Nothing

Our population segmentation shows that we will see larger rises in the  budgets face cuts of around 40%. If we do nothing, the NHSwill have a
populations with increased health needs over the next 15 years than in the  £1,113m funding gap by 20/21 with a further £297m gap in social care,
wider population . Thisincreased demand means that activity, and the cost giving a system wide shortfall of £1,410m.

of delivering services, will increase faster than our headline population The bridge below presents the key drivers for the revised 20/216 da ot hi n¢
growth would imply. NHSbudgets, while increasing more than other public scenario, as shown on the previous slide. The table below the bridge shows
sector budgets, are constrained and significantly below both historical the profile of the 6 d n ot h iscegado over the five year period .

funding growth levels and the increase in demand, while social care

Profile of the 'Do nothing' movement in financial position 2015/16 to 2020/21

400

100 J (©29)

-600 +

(458) (1,410)

(189)
-1100 -
(298)

(15)

-1600 -

15/16 underlying Allocation growth Growth/cost Provider - net cost Specialised Sodial Care challenge Primary Care challenge  End point: 20/21
position pressures/investment pressures Commissioning
- CCGs challenge

?fofi'e Olf tne” 6D Ob Not h providers (403) (493) (579) (661)
inancial challenge by
organisation outturn CCGs (77) (140) (198) (248)
17/18 to 20/21 Spec Comm (44) (90) (138) (189)

Primary Care @ 12) (19) (15)

Total NHS (525) (735) (934) (1,113)

Social Care (74) (148) (223) (297)

Total Health & Social Care (599) (883) (1,157) (1,410)



2. Delivery Areas:

How we will close the gaps

If we are to address the Triple Aim challenges, we must fundamentally transform our
system. In order to achieve our vision we have developed a set of nine priorities which
have drawn on local place based planning, sub-regional strategies and plans and
the views of the sub-regional health and local government Strategic Planning Group .
Having mapped existing local and NW London activity, we can see that existing
planned activity goes a long way towards addressing the Triple Aim. But we must go
further to completely close these gaps .

At a NW London level we have agreed five delivery areas that we need to focus on
to deliver at scale and pace to achieve our priorities. The five areas are designed to
reflect our vision with DA1 focusing on improving health and wellbeing and addressing

factors through better management of long term conditions ; and DA3 focusing on a
better model of care for older people, keeping them out of hospital where
appropriate  and enabling them to die in the place of their choice . DA4 and DA5
focus on those people whose needs are most acute, whether mental or physical
health needs. Throughout the plan we try to address physical and mental health
issues holistically, treating the whole person not the individual illness and seeking to
reduce the 20 year disparity in life expectancy for those people with serious and long
term mental health needs. There is a clear need to invest significant additional
resource in out of hospital care to create new models of care and support in
community settings, including through joint commissioning with local government

the wider determinants of health ; DA2 focusing on preventing the escalation of risk

. . Net
Triple Aim Our priorities Primary Delivery areas Target Pop. (no. Saving Plans
Alignment* (DA) & pop. segment) (Em)
Support people who are mainly healthy to All adults: 1,641,500
stay mentally and physically well, enabling DA 1 At risk mostly healthy
and empowering them to make healthy Radicall adults: 121.680 a. Enabling and supporting healthier  living for the population
choices and look after  themselves acicay) Children: 438 200 11.6 of NW London o o
upgradl_ng PR e o b. Keeping people mentally well and avoiding social isolation
R prevention Learning Disability: c. Helping children to get the best startin  life
Improving _ _ nd wellnei 7,000
I mprove childrends mengal apd/pRYyeligeing Socially Excluded
health & health and well -being
Wellbeing DA 2 al eeliv?:ring thg \?_trat?gic Commissioning Framework and Five
A g R B B ear Forwar lew Tor primal care
Reduce health inequalities and disparity in S LTC: 347,000 b. Improve cancer screer?ing o nerease early diagnosis ~ and
outcomes for the top 3 killers: cancer, Eliminating Cancer: 17,000 faster treatment
heart diseases and respiratory illness unwarranted D 13.1 c. Better outcomes and support for people with common

variation and
improving LTC

Severe Physical mental health needs, with a focus on i
p A . people with long term
Disability: 21,000 thySical health conditions

O O~ WON B

management d. Reducing variation by focusing on Right Care priority areas
L . e. Improveself-management and Opatdi ent e
Reduce social isolation
Improving DA 3
i T o a. Improve market management and take a whole systems
care & Reducing unwarranted variation in the Achieving +65 adults: 311,500 approach to commissioning :
. management of long term conditions 3 better Advanced b. Implementaccountable care  partnerships )
quality diabetes, cardio vascular disease and outcomes and Dementia/ 82.6 & "ijg{?gg in’t"‘e’Pg{ggg%’&sgoig‘ijs'tgﬁ’g';fs'fa:gfacrgrze“"ces
respiratory disease experiences Al zhei mer 6s 0 00 approach e\ W Londan
for older e. Improve care in the last phase of life
people
Ensure people access the right care in the
right place at the right time
DA 4 482.700 a. Implementthe new model of care for people with serious
Improvin . H and long term mental health needs, to improve physical
h I lity of . P! g Serious & Long Term and mental health and increase life expectancy
. Improve the overall quality of care for outcomes for Mental Health, b. Focussed interventions for target populations
Impl’OVIng peogle in their last phase of life and children Common Mental 11.8 c. Crisssupport services, including
T enabling them to die in their place of &adults with llinesses, Learning Concordatd . . . ~
prOdUCUVlty choice men&al health Disability d. Ler:h% !:mg vTeﬁb%i:]gl ng 6Future in Mindd t
g needs
& closmg the Reduce the gap in life e_xpectanc?/
fi ial between adults with serious and long term
Inancial gap mentlal _health needs and the rest of the DA 5
population ) a. Specialised commissioning to improve pathways from
Eg\fgrg.'agflewe primary care & support — consolidation of specialised services
improve consistency in patient outcormes Dol anky Al:2079700 2089 | b Delephes dey sevss standaris
and experience regardless of the day of sustainable d. NW London Productivity ~Programme
the week that services are accessed

acute services

* Many of our emerging priorities will map across to several delivery areas. But we have sought to highlight where the main f ocu s of these Delivery Areas are in this diagram



2. Delivery Area 1.

Radically upgrading prevention and wellbeing
Why this is important for NW London

| am equipped to self
manage my own
health and wellbeing
through easy to
access information,
tools and services,
available through my
GP, Pharmacy or
online. Should | start
to need support, |
Target Population: know where and
Vosty Healty Al when services and
at risk of developing staff are available in
aLTC: 121,680 my community that
All children: 438,200 Contribution will support me to
© Ct'r‘]’j”Q stay well and out of
Financial hospital for as long
= as possible

2020/2021

e,

£11.6m

A 21% of NW Londoners are physically inactive 17
and over 50% of adults are overweight or
obese 18

A Westminster has the highest population of rough
sleepers in the country 1°

A 1in 5 children aged 4 -5 years are overweight
and obese in NW London

A Around 200,000 people in NW London are
socially isolated

NW London residents are living longer but living less healthy lifestyles than in the past, and as a result are developing more long term
conditions (LTCs)and increasing their risk of developing cancer, heart disease or stroke. There are currently 338,000 people living with
one or more LTC,and a further 121,680 mostly healthy adults at riskof developing an LTCbefore 2030

Those at risk are members of the population who are likely to affected by poverty, lack of work, poor housing, isolation and
consequently make unhealthy lifestyle choices, such as eating unhealthily, smoking, being physically inactive, or drinking a high
volume of alcohol . We will support positive choices through sexual health service transformation . Our residents who have a learning
disability are also sometimes not receiving the full support they need to live well within their local community .

In NW London, some of the key drivers putting people at riskare:

A Unhealthy lifestyle choices - only half of the population achieves the recommended amount of physical activity per week 2. 6 of the
8 Boroughs have higher rates of increasing riskalcohol drinkers than the rest of London and c.14% smoke 2.

A Rates of drinking are lower in London than the rest of the UK overall . However, alcohol related admissions have been increasing
across London . In NW London, there are an estimated 317,00006 i n c r erskdir n g Kdeinkexsdover the threshold of 22 units/week
for men and 15 units/week for women) with binge drinking and high riskdrinking concentrated in centrally located boroughs 0.

A An increasing prevalence of social isolation and loneliness, which have a detrimental effect on health and well-being - 11% of the
UK population reported feeling lonely all, most or more than half of the time 5.

A Deprivation and homelessness, which are very high in some areas across NW London . Rough sleepers attend A&E around 7 times
more often than the general population, and are generally subject to emergency admission and prolonged hospital stays®.

A Mental health problems - almost half the people claiming Employment Support Allowance have a mental health problem or
behavioural difficulty 7. Evidence suggests that 30% of them could work given the right sort of help 8.

For NW London, the current trajectory isnot sustainable .Ina 6 d o ot h iscega@io by 2020 we expect to see a 12%increase in resident
population with an LTCand a 13%increase in spend, up from £1bn annually . By 2030, spend isexpected to increase by 37%, an extra
c.£370m a year®.

Targeted interventions to support people living healthier lives could prevent 6 | i f ediseéagek, elday or stop the development of LTCs
and reduce pressure on the system. Forexample, It has been estimated that a 50p minimum unit price would reduce average alcohol
consumption by 7%overall 4.

Furthermore, recent findings from the work commissioned by Healthy London Partnership looking at illness prevention showed that
intervention to reduce smoking could realise savings over five years of £20m to £200m for NW London (depending on proportion of
population affected) 1°.

Thiswork also suggests that reducing the average BMI of the obese population not only prevents deaths (0.2 deaths per 100 adults
achieving a sustained reduction in BMI by 5 points from 30), but also improves quality of life by reducing incidence of CHD, Stroke, and
Colorectal and breast cancer .

aim istherefore to support people to stay healthy . We will do this by :

Developing a number of cross cutting approaches which will amplify the interventions described below and overleaf & embedding
Making Every Contact Count and supporting national campaigns being 2 such examples .

Interventions that are focused on keeping our whole population well and supporting them to adopt more healthy lifestyles 6 whether
they are currently mostly healthy, have learning or physical disabilities, or have serious and enduring mental health needs . Thiswill also
prevent people from developing cancer, as according to Cancer Research UK, cancer isthe leading cause of premature death in
London but 42%are preventable and relate to lifestyle factors 2.

Targeted work with the population who need mental health support & the mortality gap isdriven largely through unhealthy lifestyles and
barriers to accessing the right support. We will work to address the wider determinants of health, such as employment and housing,
where there isgood evidence of impact . Social isolation, whether older people, single parents, or people how need mental health
support affects around 200,000 people in NW London and can affect any age group 5. Social isolation isworse for us than well-known
riskfactors such as obesity and physical inactivity 0 lacking social connections isa comparable riskfactor for early death as smoking 15
cigarettes a day 6.

Enabling children to get the best start in life, by increasing immunisation rates, tackling childhood obesity and better managing mental
health challenges such as conduct disorder. NW L o n d o c¢hiilsobesity rates are higher than London and England - 1 in 5 children
aged 4-5are overweight and obese and at riskof developing LTCsearlier and in greater numbers 3. Aimost 16,000 NW London children
are estimated to have severe behavioural problems (conduct disorder) which impacts negatively on their progress and incurs costs
across the NHS,social services, education and, later in life, criminal justice system?4.



2. Delivery Area 1.

Radically upgrading prevention and wellbeing

What we will do to make a difference

g . . Z Investment
To achieve this in 2016/ 1 éand by 2020/ 2172 €m)
A number of cross cutting approaches and new ways of working will support activity in this area and through working across health and social care, with public health
leadership will help increase our ability to deliver the interventions and outcomes described below:
- Embedding principles of Making Every Contact Count in all services commissioned across Delivery Areas 1 -5
- Supporting and publicising national campaigns and work such as on cancer prevention, mental health stigma and self care
Develop NW London healthy living programme plans to deliver interventions to Together we will jointly implement the healthy living programme plans, supported by NW London
support people to manage their own wellbeing and make healthy lifestyle and West London Alliance. Local government, working jointly with health partners, will take the
choices. lead on delivering key interventions such as:
A Establish a People's Health and Wellbeing Charter, co -designed with patient A Introducing measures to reduce alcohol consumption and associated health risks as well as
and community representatives for Commissioning and Provider learn from and implement  the output from prevention devolution pilots across London
organisations to promote as core to health and social care delivery. A Implement NW London wide programmes for physical activity for adults

X . . A & 35 9
As lgn up a jo W Le n_d om NHS organi satl @np At Q/Vidésﬁrgad Mhsbfm{, & Eo}ﬁg A&ﬂgrdé&llsikﬂeccgntragébﬁoﬁ i &P sBrvices, maternity

to improve the mental health and wellbeing of staff and their ability to and abortion services and early services for early pregnancy loss
support service users.

and make real

The healthy living programme plans will also cover how Boroughs will address As part of the Like Minded programme, we will identify isolation earlier
the integration o

social isolation, building on current local work: heal th without mental healthd approach through
health support as well as establish partnerships with the voluntary sector that will enable more

In 16/17, local government already plans to deliver some interventions, such as: " . . . "
consistent approaches to  services that aim to reduce isolation:

A Enabling GPs to refer patients with additional needs to local, non -clinical B . . 5 . .
services, such as employment support provided by the voluntary and A Ensure all socially |sq|ated residents who wish to, can increase their social contact through
. community sector through social prescribing voluntary or community programmes
Keepmg A Piloting the 6Age of Lonelinessd applic ét iEBSHIre 5}” ﬁ:Ps ”&‘P‘Feﬁhﬁg'ﬁgq ?C‘;?W?r? .Sﬁaﬁ ?31?3'?.?9 %r?chsﬂc'talg' Pci}ated
People sector, to promote social connectedness and reduce requirements for (PRS0 SHFTFaIit SERAEES Ed| TSy EIE SAVIEas E iFEies
Mentally Well health and social care services Implement annual health checks for people with learning disabilities and individualised plans in
and avoiding Signing the NHS Learning Disability Employment Pledge and developing an i i 2 (et S om ElgEmes) 0= cS
. action plan for the sustainable employment of people with a learning disability rovide digitally enabled support to people , including atient Reported Outcome Measures
Social i lan for thi inabl I f le with a | ing disabili Provide digitall bled le , includi Patient R d O M
(PROMs), online communities, digital engagement via online and apps (especially for young

Co -designing the new Work and Health programme so that it provides effective

employment support for people with learning disabilities and people with mental

health problems Providing supported housing for vulnerable people to improve quality of life, independent living
and reduce the risk of homelessness. Also explore models to deliver high quality housing in
community settings for people with learning disabilities

Isolation

people), social prescribing and sign posting to relevant support

Target smoking cessation activities ~ at people with mental illness to support reducing ill -health as
a consequence of tobacco usage.

A I mplement the prevention priorities wit Ai rSBhatetearninyfamthe coedudt disordéi pilod dcross &lli8 EEGs with the aim of replicating

making it easier to access emotional well being and mental health services success and embed within wider C&Y P work
ElesheciallnlcheolS sl iceqneocelolcals A Implement NW London wide programmes for overweight children centred on nutrition TBC TBC
A Pilot a whole system approach to the prevention of conduct disorder, education, cooking skills and physical activity

through early identification training and positive parenting support, focusing
initially on a single borough



2. Delivery Area 2:

Eliminating unwarranted variation and improving

Term Condition (LTC

| know that the care |
receive will be the best
possible wherever | live in
NW London. | have the
right care and support to
help me to live with my
long term condition. As
the person living with this
condition | am given the
right support to be the

expert in managing it. Contribution
to Closing
the
Financial

Gap

2020/2021

Case study 0 Diabetes

Risk of heart attack in a person with diabetes is two to
four times higher than in a person without diabetes.
Diabetes accounts for around 10% of the entire NHS
spend, of which 80% relates to complications , many of which could be
prevented through optimised management. Around 122,000 people are
currently diagnosed with diabetes in NW London.

An 11mmol/mol reduction in HbAlc (UKPDS) equates to a reduction of:

A 43% reduction in amputations

A 21% reduction in diabetes related death

A 14% reduction in heart attack

Multifactorial risk reduction (optimising control of HbAlc, BP and lipids) can
reduce cardiovascular disease by as much as 75% or 13 events per 1000

person years 0 this equates to a reduction in diabetes related cardiovascular
events of 2806 per year across NW London averaged over a five year period

£13.1m

Why this is important_ for NW London

Target
Population:

338,000

9-

A

Our aim is therefore to support people to understand and manage
variation in outcomes for people with LTCsby standardising the management

Evidence shows that unwarranted clinical variation drives a cost of £4.5bn in England . Our STPaims to
recognise and drive out unwarranted variation wherever it exists, across all five delivery areas. Improving
the strength and sustainability of primary care iscritical in tackling unwarranted variations and improving
LTC management and outcomes . Taking action on the key SCFareas of proactive and co -ordination
will equip primary care to do so.

The key focus of this delivery area isthe management of long term conditions (LTCs)as 75% of current
healthcare spend is on people with LTCs NW London currently has around 338,000 people living with
one or more LTCt and 1500 people under 75 die each year from cancer, heart disease and respiratory
illness & if we were to reach the national average outcomes, we could save 200 people per year:

- Over 50% of cancer patients now survive 10 years or more . There ismore we can do to improve the
rehab pathways and holistic cancer care 2

- 146,000 people (current estimation) have an LTCand a mental health problem, whether the mental
health problem isdiagnosed or not3

- 317,000 people have a common mental illnessand 46% of these are estimated to have an LTC!

- 512 strokes per year could be avoided in NW London by detecting and diagnosing AF and
providing effective anti-coagulation to prevent the formation of clots in the heart®

- 198,691 people have hypertension which is diagnosed and controlled & this is around 40% of the

estimated total number of people with hypertension in NW London but ranges from 29.1% in

Westminster to 45.4% in Harrow. Increasing this to the 66% rate achieved in Canada through a

targeted programme would improve care and reduce the risk of stroke and heart attack for

123,383 people

There are ~20,000 patients diagnosed with COPD in NW London, but evidence suggests that this

could be up to 55,000 due to the potential for underdiagnosis ©. Best practices (pulmonary

rehabilitation, smoking cessation, inhaler technique, flu vaccination) are not applied consistently

across care settings

There isa marked variation in the outcomes for patients across NW London & yet our residents expect,

and have a right to expect, that the quality of care should not vary depending on where they live. For

example, our breast screening rate varies from 57%to 75% across Boroughs in NW London .

Self-care is thought to save an hour per day of GP time which is currently spent on minor ailment

consultations . For every £1 invested in self-care for long-term conditions, £3 is saved in reducing

avoidable hospital admissions and improving p ar t i c iqgpadity bfdifé. (If you add in social value, this

goes up to £6.50 for every £1)7. The impact of self-care approaches is estimated to reduce A&E

attendances by 17,568 across NW London, a financial impact of £2.4 m8.

Children and young people with special education needs and disabiliies are a vulnerable group that

can require access to specialist support, often delivered by multi-agency services. Implementing CCG

responsibilities for SENDunder the Children & Families Act 2014 istherefore a NW London priority .

their own condition and to reduce the

of LTCs,particularly in primary

care . We will do this by:

- Detecting cancer earlier, to improve survival rates. We will increase our bowel screening uptake to
75% by 2020, currently ranging between 40-52%.

- Offering access to expert patient programmes to all people
LTC

- Using patient activation measures to help patients take more control over their own care

- Recognising the linkage between LTCsand common mental illness, and ensuring access to IAPT
where needed to people living with or newly diagnosed with an LTC

- Using the Right Care data to identify where unwarranted variation exists and targeting a rolling
programme across the five years to address key priorities .

living with or newly diagnosed with an



