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Executive summary
Introduction
We need to rethink the way we deliver care. The needs of our population are changing and locally,
as well as nationally, greater integration of services is a priority in delivering better care to our
patients.
We have been working together with our partners North East London Foundation Trust (NELFT),
local General Practitioners (GPs), colleagues in social care, as well as Waltham Forest and Redbridge
Clinical Commissioning Groups (CCGs), Waltham Forest Council and Redbridge Borough Council to
drive forward this integration agenda. We have worked together to develop proposed clinical
models that deliver better outcomes and experience for our community, inside and beyond Whipps
Cross Hospital.
Within this context, we also need to redevelop the buildings of Whipps Cross Hospital. Much of the
estate predates the creation of the NHS and the quality of the estate has a negative impact on
patient care and experience. The proposed redevelopment offers us a once-in-a-generation
opportunity to reconsider how we deliver care, both in terms of the care models we offer and the
facilities we use. For this reason, we have been working with our doctors, nurses and other health
and social care professionals, alongside our partners, to develop this health and care services
strategy and do so in such a way that is fitting for the future. The outputs of their clinical working
groups have shaped the emerging models of care set out in this document. The next phase of work is
to develop and refine these further as part of creating an implementation plan, working closely with
patients, staff and partners.
This document sets out the Whipps Cross Health and Care Services Strategy for services in the
context of the proposed redevelopment, with Whipps Cross recently confirmed as one of six
hospitals in the country to benefit from £2.7bn as part of the Government’s Health Infrastructure
Plan. We are clear that a new hospital will continue to deliver the same core services as today,
including Accident and Emergency (A&E) and consultant-led maternity services. However, our
clinicians tell us that these and other services could be delivered differently, in order to improve
services for our population and reduce unnecessary stays in hospital. We want to create a hospital
that is integrated with the community and fit for the future, and much of this work can begin long
before the start of the proposed redevelopment. We will work alongside our patients, staff and
partners to ensure that the models of care envisaged here are translated effectively into a plan for
the whole health and care system.

Context
Whipps Cross Hospital is a large, busy district general hospital in North East London, and is one of
five hospitals within Barts Health NHS Trust. It provides a range of healthcare services including a
24/7 A&E, a consultant-led maternity unit and a trauma unit. It is the main provider of acute
healthcare for people in the London Borough of Waltham Forest and for many people in the
adjoining London Borough of Redbridge and in Epping Forest District in Essex.
The local area has one of the fastest growing populations in the UK, whilst being relatively deprived
and ethnically diverse compared to the rest of England. Our strategy has been guided by the aims of
the NHS Long Term Plan and local commissioning priorities. Where possible, we have built on
existing Barts Health initiatives to drive forward transformation and we have sought to deliver
change in line with the local and national recommendations.
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Case for change
Local clinicians have looked at the likely future demand for services, the current quality and safety of
services and the fitness for purpose of the buildings from which services are currently delivered.
They have agreed that the way we do things needs to change. This is because:


Demand for acute healthcare is increasing due to a mix of demographic and nondemographic factors (such as increasing complexity of patients), making the current model
of care unsustainable



The model of service delivery at our hospital could be improved. It currently suffers from
unclear pathway points into hospital, and a lack of timely diagnosis and care



Poor integration of services with other health and social care providers can lead to a
disjointed user experience – with long waits and the risk of duplicated conversations for
people



Many of the hospital buildings are not fit for purpose for 21st century care, with one of the
largest backlog maintenance challenges in the country – and clinical adjacencies are poor,
compromising the delivery of safe and efficient clinical services

Resolving these issues gives us the opportunity to improve the way we deliver care, but also to build
on what is best about the health and care system of which Whipps Cross Hospital is a part.

Vision and new models of care
Our vision is for Whipps Cross Hospital to:
1. Lead the way as a local hospital for the future, coordinating with our partners to deliver
world-leading services to our diverse population, providing the same core services offered
today, including A&E and maternity services
2. Be renowned for the integrated treatment and care of frail and older people within its
catchment area
This vision will be taken forward with staff, patients and in partnership with other local health and
care providers - in particular GPs, NELFT, and local social care services – and our local CCGs. We also
recognise the immense value that the voluntary sector has, particularly as greater focus is given to
addressing the wider determinants of health. We will work closely with voluntary organisations to
support our community. For us to achieve our vision as a hospital for the future, we have
committed to delivering integrated care, working seamlessly across organisations to drive
improvements in patient outcomes.
The services delivered from Whipps Cross Hospital will continue to be the same core services
delivered today. However, the way in which these services are delivered will change. Service have
been designed using a ‘home first’ approach and reflecting best practice. Clinicians from each
specialist area have worked together to develop the proposed models of care:


Urgent and emergency care will be centred around a gateway streaming function that will
navigate patients into the Urgent Treatment Centre or Specialist Triage Hub run by senior
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clinicians. These facilities will enable more patients to be streamed into services in the
community, more appropriate for their need. For those admitted to hospital, discharge
planning will start as soon as the patient enters the Emergency Department or Acute Hub,
enabled by extended hours for support services. Where possible, patients will be discharged
from the Emergency Department or Acute Hub rather than being admitted. The new urgent
care pathway will reduce the number of people attending A&E, reduce the number of
people in inpatient beds who could be cared for better elsewhere and facilitate quicker
admission to hospital from the Acute Hub, as appropriate.


The planned care model will mean everyone is initially referred to a multi-disciplinary
specialist triage function and dealt with on the same day. Planned and urgent care will be colocated for each specialty. There will be focused services for people with a chronic disease,
supported by a range of services within the community. The new care pathway will reduce
the number of people with long term conditions attending A&E, or being urgently admitted,
and will help patients to self-manage their conditions better. It will also speed up treatment
for people with a planned admission. The delivery of outpatients will be transformed to
prevent needless attendances to hospital, by increasing the number of one-stop and virtual
appointments.

Where possible we have sought to drive improvements in patient safety and outcomes by taking
advantage of the scale of Barts Health, and by integrating primary and community care, to deliver
holistic services.
We recognise there are opportunities for our hospitals to work more effectively together and to
bring some treatments together into single centres.
The principle of developing centres of excellence to improve quality and reduce waiting times across
the health system was endorsed in the Transforming Services Together programme in 2016. Our
recent improved CQC ratings and exit from quality special measures means that the time is now
right to make further progress with developing outstanding surgical services for our patients.
We believe there are opportunities within the Barts Health group to re-organise surgery in order to
greatly improve patient access, outcomes and experience. We also recognise that we need to work
with other providers, primary care and patients to ensure that any decisions take into account the
views of a range of key stakeholders and contribute positively to a stronger, more joined-up
healthcare system.
The expansion of our research and academia presents many exciting opportunities for Whipps Cross
Hospital and the care we deliver. The creation of a new life sciences centre in Whitechapel and the
closer links being created with Queen Mary University of London will allow for greater innovation to
be integrated into patient care. The proposed creation of surgical centres of sub-specialist expertise
would also allow us to expand our research and academia by building on the high level of similar
activity delivered at each hospital. These changes would allow us to understand more about our
patients and to offer a greater number of clinical trials, driving improvements in patient outcomes.
We will also look to integrate the latest in technological changes. We have set out the intention of
offering a greater range of remote care, with the expansion of telephone and video consultation. We
are also looking to empower patient self-care and condition management through technology which
allows patients to monitor their own condition. As the proposed redevelopment of the hospital
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progresses, we will have a clearer idea of the best technologies to support our patients and we will
continue to work to deliver these changes to improve patient care.
Some of the changes proposed (for instance, defining the frailty cohort by need rather than by age)
differ to the current practice that is delivered across Barts Health NHS Trust. This is as an
opportunity to pioneer new processes and ways of working to drive forward improvements in care,
which could be adopted across the Trust.

Requirement from the wider system and enablers
The redevelopment of Whipps Cross Hospital is necessary to realise the full benefits of the proposed
changes. The current layout prevents the implementation of some aspects of new models of care.
For example, the proposed model of emergency care requires greater space at the ‘front door’ of
the hospital. Similarly, having a greater range of disciplines and staff will also require a change in the
space in which we work and use and store equipment. Other developments in the health and care
system will need to include a focus on health promotion and wellness, home and community-based
preventative care and discharge support. This will require a shift in the ways of working across the
system and we are committed to working with our partners to ensure we collectively achieve this.
The successful implementation of the new clinical models will also require a broader programme of
transformation, with several enablers needing to be in place. These include effective technological
support and information sharing, a sustainable workforce operating collaboratively across
organisational boundaries and aligned financial incentives.
Figure 1: The basis for our proposed models of care

Benefits of the strategy
There are clear opportunities to improve the way care is delivered at Whipps Cross Hospital to
address the issues raised in the case for change:
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Our strategy will address inadequacies of the current models of care and will improve
patient safety, clinical effectiveness and patient experience. Changes to the clinical models
to achieve these improvements include access to fast diagnosis and treatment, clearer
pathways for patient care and dedicated specialist triage teams, as well as closer links to
primary and community care.



It will contribute to improving health inequalities in the Whipps Cross area by decreasing
the number of hospitalisations and increasing focus on prevention and early diagnosis.



Our strategy will also support the work being done by our partners outside of the hospital to
address the rising demand for healthcare. From looking at the top quartile peer group
performance of the CCGs local to Whipps Cross (using NHS Right Care) and for Whipps Cross
Hospital (against a peer group of similar hospitals) we can see that due to improved
efficiency of the clinical models and timely diagnosis:



o

1 in 8 hospital admissions could be avoided through improved management in the
community and improved pathways of care

o

1 in 22 first outpatient appointments and 1 in 5 follow-up appointments could be
avoided by improved management and the use of one-stop outpatient clinics

o

People could stay in hospital 1.25 fewer days following an admission due to
improved hospital processes and more pro-active management in the community

Finally, it will improve staff experience, making Whipps Cross Hospital a great place to work.
The job roles we will develop will allow staff to pursue their passion in work and research,
delivering better care to our community.

Changing the way we work will therefore have a significant impact on patients, staff and the wider
community. The redevelopment gives us the opportunity and impetus to unlock the potential that
Whipps Cross Hospital has.

Next steps
This strategy is informing the the size and layout for the future Whipps Cross Hospital. Integrated
care strategies being led by local CCGs, eg in Waltham Forest and Redbridge- will support and enable
the new models of care contained in this strategy.
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1 Introduction
The opportunity to redevelop a hospital comes along once in a generation. Redeveloping a hospital
while the needs of the local population are changing adds to the challenge; but it gives us a unique
chance to design a modern and innovative building, which sustains the transformation of delivering
care well in to the future.
A new hospital will continue to deliver the same core services as today, including A&E and maternity
services. However, the increasingly complex needs of our patients are not being met adequately by
traditional models of care and, nationally, the NHS Long-term Plan has been released in response to
this. In particular, there is national agreement that services must be integrated, working closely to
deliver seamless care to our patients. In addition, our estate is no longer fit for purpose, with many
of the buildings pre-dating the creation of the NHS. In their current form, these building are
inhibiting our ability to deliver the models of care that would best serve our patients and in some
cases are risking the delivery of safe and effective care.
This document sets out the Whipps Cross Health and Care Services Strategy, developed in the
context of the proposed redevelopment, but recognising that a large proportion of this work can,
and needs to be, undertaken now. It has been prepared in collaboration with a wide range of
doctors, nurses and other health and social care professionals from across Barts Health NHS Trust
(the Trust), Waltham Forest and Redbridge CCGs, the London Borough of Waltham Forest and North
East London NHS Foundation Trust. Detailed strategies have also been developed for each clinical
area (and are described in more detail at the Appendix documents):


Medicine



Emergency care and trauma



Surgery



Cancer



Children’s health



Maternity



Gynaecology



Older people’s services



End-of-life / palliative care



Clinical support services

Over 35 workshops have been held, with over 250 staff from Whipps Cross Hospital, from across the
Trust more widely and from our partners contributing to the strategy, supported by an in-depth data
analysis and a thorough understanding of best practice.
The hospital does not work in isolation. It is part of the community and is a major local employer, as
well as the place people turn to when they are ill. It is also part of a wider system of care involving
GPs, local authorities, community and mental health colleagues, the voluntary sector and, of course,
patients, carers and their families. Everyone has a part to play in maintaining the health and
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wellbeing of our population and we know that not everyone should be treated for all their needs
within a hospital. As such, we have developed our strategy within the context of the wider system,
with a wide range of input from health and care partners. Our partners have come together to
support people to be treated in the best place for their need, with Whipps Cross Hospital playing an
active role in treatment inside and outside of the hospital.
This strategy has been brought together with the oversight of the Whipps Cross Redevelopment
Partnership Board, which has senior representation from Whipps Cross Hospital, Barts Health NHS
Trust and our partner organisations:


Waltham Forest CCG



Redbridge CCG



Waltham Forest local authority



East London Health and Care Partnership



North East London Foundation Trust



NHS England/Improvement

A glossary of terms is shown in Appendix A.
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2 Context
2.1

An introduction to Whipps Cross Hospital

Whipps Cross Hospital is a busy district general hospital in North East London with a turnover of over
£200m per year. It has a long history, having been established in 1903. Whipps Cross Hospital is
currently one of five hospitals within Barts Health NHS Trust (the other hospitals being The Royal
London Hospital, St Bartholomew’s Hospital, Newham University Hospital and Mile End Hospital).
The hospital provides a range of healthcare services including a 24/7 A&E, a consultant-led maternity
unit and a trauma unit. We deliver a large range of services to our local population and have based
our strategy on those services which will form the basis of our provision over the next ten years and
beyond. There are a number of services where we do not expect the model of delivery to change, or
where services are currently developing their own network strategy. Where these services are
developing their own standalone strategies, these will be integrated into the Whipp Cross Hospital
strategy, once they are completed.
Each year, we see more than 40,000 attendances at the Urgent Care Centre (UCC) and 110,000
Emergency Department attendances. We care for 80,000 inpatient spells and deliver 385,000
outpatient appointments at the hospital. In addition, around 5,000 babies are born at Whipps Cross
Hospital every year. We employ around 3,000 staff including 550 doctors and 1,300 nurses, and thus
play an important role in the local economy.

2.2

Our local population

We are the main provider of secondary healthcare for more than 350,000 people in the London
Borough of Waltham Forest and for many people in the adjoining London Borough of Redbridge as
well as those people who live in West Essex, as shown in Figure 2.
Figure 2: Population served by Whipps Cross Hospital

East London has one of the fastest growing populations in the UK. The Whipps Cross catchment
population is expected to grow by 11% over the next ten years (to 2029), driven by a greater number
of people choosing to come and live in our community (the 11% is derived from blending the 2017
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GLA and ONS growth projections of Waltham Forest, Redbridge, Tower Hamlets and West Essex and
adjusting for the proportion of patients from each who attend Whipps Cross Hospital). As Figure 3
shows, the demographics of the local population are also changing, and we expect to see growth in
Waltham Forest and Redbridge of the over-65 population by 26%. Although this is slightly below the
London average of 27%, it is well above the national average (22%) and provides a very real
challenge to the local health system.
Figure 3: Projected increases for local population

This growth in those over 65 is especially significant within the Barts Health Group as Whipps Cross
Hospital already sees the highest proportion of older patients. Waltham Forest, Redbridge and West
Essex all have a higher average age than Newham, Tower Hamlets and Hackney. Additionally,
Whipps Cross Hospital treats between 6,000 and 8,000 patients per year at high risk of frailty.
Supporting people to age well is most effectively done at a young age. However, Waltham Forest has
high levels of childhood obesity; 23.5% and 11.3% of children in year 6 and in reception year,
respectively, are obese. Local children also have poor mental health with self-harm related
emergency admissions and long (over three-day) admissions higher locally than in London and
England. In later life, the population has high rates of risk drinking (9,000 adults drink more than 35
units per week), smoking, and diabetes.
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A high proportion of the population of Waltham Forest and Redbridge CCGs are
aged
0-12
and
24-40
Figure
4: Age
profile
of the
local population compared to the national average
Current population profile by age band in Waltham Forest CCG and Redbridge CCG
Waltham Forrest CCG
84
78
72
66
60
54
48
42
36
30
24
18
12
6
0

Redbridge CCG
England

2.3%

1.8%

1.3%

0.8%

CCG

0.3%

0.3%

Average age

0.8%

1.3%

1.8%

2.3%

Size of 65+ population per 1,000

Waltham Forest CCG

35

103

Redbridge CCG

36

123

Tower Hamlets and Newham CCGs

32

68

England

40

180

Source: ONS Clinical Commissioning Groups population estimates, 2017
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Our local population is also ethnically diverse, with 48% of residents in Waltham Forest coming from
a minority ethnic group. There are large communities from Central and Eastern Europe (Waltham
Forest has the 2nd largest proportion of Central and Eastern European migrants of all London
boroughs) and Pakistan. Within Redbridge 35% of people identify as White British, with large Indian
(16%) and Pakistani (11%) populations. In Epping Forest, 95% of residents are White British.

2.3 The local and national context
Our strategy needs to account for Whipps Cross Hospital not working in isolation but as part of the
Barts Health NHS Trust and within the wider local context of the health and care system. We also
need to make sure we are delivering on national guidance and priorities.

2.3.1 Barts Heath NHS Trust
Our strategy sits in the context of the wider Barts Health clinical and organisational strategy and will
play a significant role in its delivery. The core themes that underpin the Barts Health strategy are:
1. Clinical and academic excellence
2. Reducing variation and improving quality
3. Meeting the needs of the whole population
4. Networking service to improve standards
5. Prevention and pathway redesign

2.3.2 Our health economy
Health and care partners across inner north east London (INEL), which comprises City and Hackney,
Newham, Tower Hamlets and Waltham Forest, have come together to form a System
Transformation Board. The Board is working to drive transformation and address system-wide
challenges. The board’s initial priorities are:
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Outpatients – with the aim to reduce outpatient face to face contacts by a third



Urgent care – taking responsibility for the urgent pathway to reduce unnecessary
attendance



Health and well-being of rough sleepers and homeless people – currently being scoped
with local authority and health leads



Clinical configuration and provider collaboration – we will continue to work across INEL
looking at surgical configuration across sites, mental health provision, and improved
utilisation of local capacity and maximised capital opportunities

In addition to the Board’s priorities, our local commissioners are taking forward integrated care
strategies as we move towards becoming an integrated care system in North East London. The
direction of travel for the commissioners was set out in October 2016, and is being built upon in the
integrated care strategies:


To measurably improve health and wellbeing outcomes for the people of North East London
and ensure sustainable health and social care services, built around the needs of local
people



To develop new models of care to achieve better outcomes for all, focused on prevention
and out-of-hospital care



To work in partnership to commission, contract and deliver services efficiently and safely

Driving forward integration is a central part of the strategy of all CCGs in the area. Our partner
organisations are taking the Whipps Cross Hospital redevelopment as an opportunity to accelerate
the integration agenda and their integrated care strategies are aligning to the Whipps Cross
redevelopment work developing appropriate new care models in community settings.
Redbridge CCG, as a part of Barking and Dagenham, Havering and Redbridge CCGs are also
emphasising the need to support primary care to deliver care closer to home and to support their
local hospitals to reduce waiting times for services. Together, the CCGs are collaborating to move
towards an Integrated Care System (ICS), allowing them to better respond to the needs of their
population, whilst addressing their quality and resource challenges.
The East London Health and Care Partnership (which comprises all of the borough councils, NHS
trusts and clinical commissioning groups in east London) has also prioritised making better use of
primary and secondary care infrastructure, including by prioritising the redevelopment of Whipps
Cross Hospital.

2.3.3 National priorities
The NHS Long Term Plan (LTP) was published in January 2019. It set out a national vision and
strategy for the next ten years to improve care for patients:
 Making sure everyone gets the best start in life


Delivering world-class care for major health problems



Supporting people to age well
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All local areas are expected to become ICSs by April 2021. There is a potential to see a significant
decline in the rate of emergency admissions. Greater support will be given to those living
permanently in care homes, with the aim of reducing emergency admissions. People identified as
having the greatest needs will be offered targeted support for both their physical and mental health
needs, which will include musculoskeletal conditions, cardiovascular disease, dementia and frailty.
The LTP implementation framework builds on these priorities, and focuses on:


Transforming out-of-hospital care to deliver fully integrated community-based care



Reducing pressure on emergency hospital services



Giving people more control over their own health and more personalised care



Digitally enabling primary care and outpatient care

This Whipps Cross Health and Care Services Strategy is aligned with the aims of the LTP and local
commissioning priorities. Where possible, we have built on existing initiatives to drive forward
transformation and we have sought to deliver change in line with the recommendations outlined in
GIRFT and Model Hospital.
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3 The case for change
Our clinicians have looked at the likely future demand for services, the current quality and safety of
services and the fitness for purpose of the buildings from which services are currently delivered.
They have agreed that the way we do things needs to change. This is because:


Demand for urgent healthcare is increasing because of an ageing population with
increasingly complex needs, manifesting itself as a growing number of people who have one
or more long-term conditions



The model of service delivery at our hospital could be improved. It currently suffers from
unclear entry points into hospital, and a lack of timely diagnosis and care



Poor integration of services with other healthcare and social care providers leads to a
disjointed patient experience – with long waits, multiple appointments and duplicated
conversations for patients to navigate



Our hospital buildings are not fit for purpose for the delivery of modern healthcare

Resolving these issues gives us the opportunity to rethink the way we deliver care. We also have a
significant opportunity not only to improve hospital services, but to also position a new hospital
within a wider health and well being setting, which will better serve the local population beyond
their hospital care needs.
Despite the challenges that our hospital is facing, we have a lot to be proud of within Whipps Cross
and we want to preserve what is best about the hospital. Staff go above and beyond to deliver high
quality care despite the estate. As a result, our patients value the quality of care that we are able to
deliver. Our staff are our most valuable asset. It is therefore our priority to ensure that we continue
to attract staff, who want to work, train and develop at Whipps Cross Hospital.

3.1

Demand for acute healthcare is increasing, making the current model unsustainable

Local demand for acute healthcare has been rising over the last few years. If nothing changes, we
expect the number of attendances at our A&E to increase by 11% , with an additional 16,800
attendances by 2028/29, and the number of people admitted in emergency to our hospital to
increase by 1,850 non-elective spells and 16,500 bed days by 2028/29.
This projected increase in demand is driven by demographic growth, as well as growing complexity
of patients’ needs. As our population ages, we are treating a greater number of people with multiple
long-term conditions. Providing care for this change in activity is proving challenging. The greater
complexity of patients leads to higher conversion rates from A&E attendances to admissions to
hospital and, if nothing changes, an overall increase in average length of stays and the number of
inpatient spells. As a result, we are seeing increasing pressure on our bed-base within the hospital,
with occupancy levels in the hospital averaging well over 95% for much of this year.
Data shows that people with multiple long-term conditions have a poorer quality of life and
increased likelihood of hospital admission:


Around 34% of our inpatients are people with three or more long term conditions. In
2018/19, these patients were 39% of A&E attendances and used 62% of all inpatient beddays.
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The increase in over-65s during the next ten years will result in a substantial increase in the
number of patients with multiple chronic diseases and conditions. Patients over 65 already
make up 22% of A&E attendances, 55% elective and 69% of non-elective bed-days at Whipps
Cross Hospital.



The length of stay for patients with three or more long term conditions was 3.5 times longer
than the length of stay for those patients without a long-term condition and 2.6 times longer
than those with one or two long term conditions.

This patient cohort requires a flexible model of care that can provide ongoing care and management
to improve quality of life and reduce the likelihood of emergency admissions.

3.2

The model of service delivery at our hospital could be improved

There is a high degree of alignment amongst our staff about how care can be improved. During the
workshops that formed the basis of this strategy, we consistently heard the same opportunities from
our staff about where care could be improved.
Unclear pathways into the hospital were regularly cited as an issue which patients and staff have to
grapple with. For patients, accessing care is difficult, as there are multiple points of entry and it is
sometimes unclear which services are best suited to the patient need. Unclear pathways into the
hospital mean that people do not get to see the right specialist as early as they could. There is also
insufficient specialist input and support into primary and community care so colleagues in the wider
system send patients to hospital to get a specialist opinion. This results in longer waiting times,
attendances and admissions to hospital that could be avoided.
Hospital staff and patients also suffer from a lack of specialist input at an early stage. Once
patients are admitted to hospital, they can be handed over from team to team, delaying the time
required to diagnosis and treatment. Within outpatients, tests are limited to selected days requiring
patients to travel repeatedly to Whipps Cross Hospital. Moreover, first appointments are often used
for unnecessary tasks, such as filling out test referrals, and virtual appointments are often not
offered, as there aren’t the appropriate facilities to do so. Alongside this, waiting times for
outpatient diagnostics are significantly longer than for admitted patients, thus incentivising clinicians
to admit patients, or prolong their stay, to ensure better and timely access to diagnostic tests. In
2018/19, 7% of patients who responded to the Friends and Family Test left negative comments
about long waits and delayed care in the hospital.

3.3

Poor integration of services with other health and social care providers

Local health and social care extends well beyond Whipps Cross Hospital, and currently, not enough is
being done to integrate with other local services. As our patients’ needs become increasingly
complex, there is a requirement to deliver more types of treatment, working more closely together,
so that the services build on each other’s strengths, rather than acting independently. Currently,
poor links with social care result in delayed discharges, and poor coordination with mental health
and community care is not bringing full benefit to our patients.
Delayed discharges: there is limited access to, and lack of availability of, social care support and
services (for example physiotherapy) increasing the number of people in a hospital bed who could
be looked after elsewhere. During 2018/19, patients with a length of stay greater than seven days
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accounted for almost 60% of the total bed days within the hospital. Moreover, patients with a length
of stay greater than 21 days accounted for 16% of the total bed days.
Poor co-ordination of care across the system: there is poor co-ordination across different services
for the local population, particularly for vulnerable groups such as the frail elderly, people with
mental health problems and young people, including a lack of multidisciplinary team working across
the community and hospital. This is partly due to the lack of wider system data sharing, especially
access to patient tests and records across different organisations. A lack of access to mental health
services, as well as limited mental health support and training for hospital staff means that patients
are treated in a hospital without the ideal level of mental health services input.

3.4

The hospital buildings are not fit for purpose

The hospital buildings are not fit for purpose. Over 43% of the hospital estate pre-dates the NHS and
the site has one of the largest maintenance backlogs in the country at £88m, with some £33m
considered ‘high’ or ‘significant’. This leads to several challenges:


Buildings that put the safety of patient and staff at increased risk. For example, narrow fire
escapes, old lifts that break down requiring patients to be transported across uncovered
outdoor walkways, and water systems that do not meet modern standards. The facilities are
a common point of negative feedback from our patients, with negative comments
accounting for 83% of feedback relating to our facilities in the last year of our patients’
Friends and Family Test results.



Inefficient delivery of services leading to lower workforce productivity due to the layout of
the hospital. This includes £2.5m of medical staffing, which is required because of the
configuration of medical wards, including the distance travelled between wards as well as
increased costs for porters and cleaners, who similarly have more ground to cover.



Areas of the hospital that are simply too small to deliver high quality, efficient healthcare.
For example, each inpatient ward is limited to its original 450m2 footprint whilst modern
wards1 (which ensure privacy, dignity and reduce infections) are around 1000m2.



Insufficient capacity for vital support services such as diagnostics. Our clinicians consistently
report issues with getting prompt diagnostic reports, and it was the most common concern
raised by staff during the engagement process.

The proposed redevelopment gives us the opportunity to rethink the way we deliver services, with a
greater focus on clear pathways of care, rapid assessment and diagnostics and co-ordination of care
across the system. This will allow us to increase our workforce productivity with a more efficiently
laid out hospital, optimise co-adjacent services and provide a better service for patients.

3.5

We want to build on what is best about Whipps Cross Hospital today

The findings from our Friends and Family Test clearly show that our patients value the care that they
receive at Whipps Cross Hospital and are overwhelmingly pleased with the caring and committed
nature of our staff. 92% of our patients have a positive response, according to our Friends and
Family Test data, and this is driven by their interactions with staff. In the last year:


2,414 people left positive comments about the compassion of staff
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2,388 people left positive comment about their friendliness



2,000 left comments praising the emotional and physical support they were given

Our staff are the core of our hospital. We want to ensure that any future models of Whipps Cross
Hospital enable our staff to prosper, and that the hospital is viewed alongside Barts Health NHS Trust
as a place people want to work and train at.
It is important that our staff are supported at work and encouraged to drive forward improvements
in our services. Our staff are generally pleased with the quality of the care they are able to deliver, in
line with the other Barts Health NHS Trust hospitals. However, just 63% of our staff feel they are able
to contribute to improvements at work, compared to an average of 71% at our other hospitals.
Figure 5: Barts Health NHS Trust 2018 staff survey results

There is a need to ensure that our staff are given opportunities to contribute in change intiatives and
transformation programmes and that these are harnessed to drive forward improvements in care.
Part of this can be achieved by freeing up staff capacity by allowing them to work more efficiently, so
that there is time that can be spent on transformation and improvement programmes.
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4 Vision for Whipps Cross Hospital
4.1

Our vision

The redevelopment of Whipps Cross Hospital will be more than the rebuilding of a hospital, it will be
a significant transformation in the way we deliver care.
Our vision is for Whipps Cross Hospital to:
1. Lead the way as a local hospital for the future, coordinating with our partners to deliver
world-leading services to our diverse population, providing the same core services offered
today, including A&E and maternity services
2. Be renowned for the integrated treatment and care of frail and older people within its
catchment area
As outlined in the case for change, the needs of our community are changing. Increasingly, we are
seeing more people come to hospital with multiple long-term conditions, this will continue as the
population ages. People with multiple long-term needs are often the most difficult to treat, as
treatments for one of their conditions can interfere with treatment for one of their other conditions.
Multiple health care professionals might need to see these people and it’s important that all of their
needs are considered with each treatment.
At the same time, there is large population of ‘mostly healthy’ people, who only need to access
services occasionally. This population are likely to be less familiar with the healthcare services
available and may prioritise convenience ahead of other factors.
The changing nature of our population and the range of requirements that are placed on our
services, the shortcomings in our existing model of provision (outlined in our case for change), and
the proposed changes to our surgical services have led to the creation of this strategy, and proposed
models of care.

4.2

Working closely with our partners

Our vision extends beyond the walls of Whipps Cross Hospital. Implementing these models of care
will require new ways of working, with much closer ties to our commissioners, GPs, NELFT and other
local providers of health and care services. Our strategy is linking closely with the strategies of these
other organisations.
With that in mind, Whipps Cross Hospital can act as a focal point for health and care services. We
envisage the establishment of an integrated health, social care and wellbeing campus. The campus
has the potential to bring together services, teams and supporting infrastructure, including housing,
leisure and culture, to provide holistic care and well-being services to the local population. A
redeveloped estate will also support local health services to commission, deliver, and innovate
together, removing the obstacles created by traditional organisational boundaries.
We are undertaking this major transformation to establish integrated care in partnership with our
commissioners. We are all driving to provide better healthcare for our community and this strategy
is closely aligned to the priorities of our partners.
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4.3

Care coordination

One of the dominant trends that we have seen in terms of healthcare need is the increasing number
of patients who require treatment for more than one condition. This is particularly the case amongst
elderly patients, who may also suffer from frailty. Being treated for multiple conditions can be
difficult, as treatments for some conditions may be incompatible and the number of different
professionals and medications that one person has to keep track of can quickly become confusing.
Ensuring that patients with multiple needs are treated holistically (for all their needs at the same
time) is a key requirement in driving improvements in quality and experience.
To do this, our patients with complex needs will need enhanced care coordination and a function
that can act as the single point of contact for that patient. Each patient’s care must be managed to
make sure that their appointments align conveniently with each other (as many on the same day as
possible) and that all professionals involved have the relevant information required to maximise the
effectiveness of treatment. Patients and other health professionals should be able to access a care
record which can give details about patient care and show updates to a treatment plan. Introducing
this measure will also support patient education and choice, as the communication with the care
coordinator provides clearer information and options to the patient. This function will provide a vital
role in elective and non-elective services.

4.4

Delivering world-leading surgical services

Surgery saves lives, but is also complex and risky. Patients get the best possible treatment if
surgeons perform large numbers of operations of the same sort. The scientific evidence indicates
that centralising surgery improves outcomes, reduces variations in clinical standards, and shortens
the time patients spend in hospital. For example, experts from the national Getting It Right First
Time programme reviewed surgical services across a number of providers, and recommended closer
networking and developing higher-volume centres in many specialities.
Clinicians tell us that over the next ten years we should develop a network of specialist centres of
surgical excellence that reflect local need and the clinical expertise within each host hospital. It
makes sense to organise our world-class surgical services so that more patients benefit from access
to the very best care when they most need it.
As seen with the creation of the cardiac centre at St Bartholomew’s, the consolidation of specialist
surgical activity to create these centres would drive improvements in the quality of care. Whipps
Cross could become a centre of excellence for specialist surgery for frail and older patients for Barts
Health, whilst still providing a wide range of surgical services for all of its local population. This
increase of similar activity would deepen expertise on site, with senior surgeons on hand 24/7 to
perform surgery, advise and deliver care on the wards where necessary. In addition, these services
would also deepen the academic expertise as we pursue these specific areas of research at Whipps
Cross, in partnership with Queen Mary University London. Deepening this academic expertise would
bring the added benefit of increased clinical trials, resulting in better outcomes for patients2 and
more attractive job prospects for our staff.
As a group, we can potentially offer our patients faster access to more centres of excellence than
any one hospital, while maintaining local facilities for urgent and emergency care. Consolidating
specialist surgery would also benefit staff, by strengthening rotas that are currently stretched owing
to workforce shortages, and improve our research capabilities.
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Taking all these factors into account, our surgeons believe that specialist surgical activity should be
concentrated on one site where possible, in order to support the creation of centres of excellence.
They identified a dozen key surgical service groupings, and mapped their clinical co-dependencies.
This suggests clear, emerging surgical identities for each of the Barts Health hospitals.
Whipps Cross could become a centre of excellence for specialist surgery relevant to the care of the
elderly. This is in line with the Trust’s aspiration that the hospital becomes renowned for the
integrated treatment and care of frail and older people within it’s catchment area.
Newham could host centres of excellence for routine day-case surgery and also specialist women’s
surgery, building on its existing skills in obstetrics and orthopaedics. Expanding these services would
absorb planned surgery from The Royal London and therefore reduce the risk of routine operations
being delayed by complex or emergency surgery.
In addition to the major trauma centre, The Royal London could become a centre of excellence for
all complex, multi-specialty services, including a bespoke centre for the treatment of abdominal and
pelvic conditions, and inpatient surgery for children and young people.
St Bartholomew’s would continue in its role as a world-leading provider of cardiac and thoracic
surgery and a specialist cancer centre.
Alongside these surgery changes, we would continue to develop community-based services at Mile
End Hospital to create a diagnostic and walk-in medical hub, providing the majority of outpatient
chronic pain procedures and cancer diagnostics.
These emerging hospital identities are not mutually exclusive. Whipps Cross and Newham will
continue to serve their local communities, as the first port of call for urgent and emergency care,
and for many routine medical interventions.
Just because Whipps Cross hosts a centre of excellence for the elderly would not stop its doctors and
nurses caring for - and operating on - children when needed, for example. In September 2019 we
published Sustaining Safe and Compassionate Care: the next 10 years outlining our plans and
providing staff and the public with an opportunity to comment on emerging identities.

4.5

Integrating our services

As the largest hospital trust in the country, Barts Health is uniquely placed to build depth of
expertise. Our patients are able to directly benefit from this scale and this can be seen by the
expertise being built in our surgical services across the Trust, our Cancer Centre at St Bartholomew’s,
our Major Trauma Centre and Hyper Acute Stroke Unit at The Royal London Hospital and the Eye
Treatment Centre at Whipps Cross. Our patients are able to access these services easily and this
drives improvements in outcomes for our population. Continuing to take advantage of the scale of
our organisation will be key to the future of services in East London and we will continue to
strengthen these links into the future.
In addition to this, it is crucial that links are strengthened with local services delivered by primary
care, and NELFT (our community care and mental health services provider), social care services, as
well as other third sector health and care providers. Traditionally, interventions delivered by
different organisations have not been well-coordinated. However, in the future, we will deliver care
to patients in a far more integrated and unified fashion. There is an ambition within Whipps Cross to
ensure that staff from other organisations will be able to freely deliver care on site. Equally, the new
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models of care rely on more effective out of hospital care, ensuring that patients can be discharged
swiftly from the hospital, and that they receive appropriate therapies, or mental health support,
depending on need.
This greater integration will allow for better discharge planning, starting at or before the point of
admission to the hospital. Alongside the use of care coordinators and a discharge to assess service,
our patients will also have better support in the community after discharge, with an enhanced
‘Hospital@Home’ service, which would see an expansion of care delivered to patients at their home.
Under such a model, and assisted by improved technology, patients will leave hospital but will
remain under the care of hospital consultants, with remote monitoring allowing for their progress
and condition to be tracked. Treatment will be delivered by an integrated MDT resourced by staff
from multiple organisations. The Trust will explore the opportunity to deliver such a service, in
partnership with local CCGs.

4.6

Making use of our world class research

The research capabilities of our Trust are expanding rapidly. Barts Health has the largest catchment
population of any acute trust in England, and the mixed demographics of our population presents
unrivalled opportunities for research and academia.
Our links with Queen Mary University London are strengthening and our surgical work has laid the
groundwork to involve greater numbers of patients in clinical trials and to deliver in-depth research
into our surgical services. As a large trust, we also benefit from a large life sciences function, which
supports the invention, adoption and diffusion of medical innovation. Barts Life Sciences brings
together healthcare professionals, patients and their families, innovator, industrialists, researchers
and others to drive improvement in patient outcomes and experience. Our life sciences function is
also benefiting from the creation of a new centre in Whitechapel, which will become one of the
most cutting-edge research facilities in Europe.
These developments provide a very exciting future for Whipps Cross Hospital, our patients and our
staff. Maintaining close links with the life sciences function and allowing staff time and space to
participate in research at Whipps Cross Hospital will be a key element of our future model. We view
effective integration of clinical services with academia and research as a pre-requisite of worldleading services. Strengthening these links will provide more attractive and fulfilling job roles for our
staff, whilst also delivering better outcomes from our patients, who will have access to the very
latest treatments and techniques.

4.7

Implementing the latest technologies

Technological advances provide real opportunities to transform the care delivered to our patients.
Maintaining close links to research and academia and the life science centre will allow Barts Health
to remain at the forefront of medical treatments such as genomics and precision medicine. Beyond
these, there are a multitude of opportunities to transform the ways we deliver care to our
population through the use of technology.
There are many ways in which emerging technologies can provide improved care to our patients
which have the opportunity to be implemented in a new hospital building. Several aspirations were
outlined during the development of this strategy, including:
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To ensure that diagnostic technologies are reflective of changing practices, and that the
provision of diagnostic services on site shifts to accommodate these changing practices and
emerging technologies



To expand remote monitoring technologies, where appropriate, which allow hospital staff to
be alerted to any patient who deteriorates outside of the hospital



To support flow within the hospital with patient tracking technologies, such as radiofrequency identification (RFID) technology



To incorporate developments in artificial intelligence into patient care, such as supporting
rapid diagnosis



To encourage patients to use apps which support self management of their health

The care models have not been designed so that they are reliant on these technologies, but so that
they would be enhanced by their addition. Integrating these technologies into care delivered at
Whipps Cross Hospital will require further work and will continue to be examined by our strategy
teams.
Beyond these aspirations, the care models were explicitly designed with the intention to expand
delivery of remote care, which would allow a greater number of patients to access specialists via
telephone or video consultation. This technology is central to our outpatient transformation, as well
as strengthening links between specialities, primary care, secondary care and community care.

4.8

Bridging the gap between hospital and home

We know that extended stays in hospital are detrimental to patient care, with extended length of
stays leading to a deterioration in muscle density and increasing risks of hospital acquired infections.
In addition, long stays in specialised acute beds for patients who no longer require the full suite of
services available can delay access for patients who urgently require these services.
Making sure that patients are able to return to independence as soon as possible and are supported
while they make this transition will be an essential element of the care provided by Whipps Cross
Hospital and the local system in the future. We expect that some patients will still require
rehabilitation in the hospital and the expansion of MDT working on the wards will support this
function.
In addition to this, we want to develop the level of intermediate care delivered, however, the way in
which this is done is still to be refined and will need to be worked through in detail with the local
system. The Trust has committed to exploring the different models for these services in partnership
with NELFT and local commissioners, with a ‘Hospital@Home’ service being one potential solution.

4.9

An exemplar hospital for care of the frail and elderly

Taken together, our services can create a health and care network that delivers a much more flexible
and personalised experience for our patients. In particular, the combination of services and care in
the community will support expertise in the care of the frail and elderly.
Combined with the integration of support service on site, this will allow for the treatment of elderly
patients with complex needs. Redeveloping the estate also allows for the creation of dementiafriendly wards and dedicated facilities to care for frail patients.
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Linking more closely with our partners in primary, community and mental health care will further
support elderly patients - particularly when reduced mobility will require greater care closer to and
within the home. A true centre of excellence for care of the elderly will have to support patients
throughout all contexts, and we will make sure that our specialists link closely with general practice
and community care to deliver their expertise where it can be most effective. The combination of
these new models of care, greater integration of services and new facilities will deliver an
unparalleled set of service for our elderly population.
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5 Proposed Models of Care
To support the achievement of our vision, we have developed proposed models of care. These were
formed after the creation of individual strategies within Whipps Cross Hospital for the following
services:









Acute medicines
Cancer
Cardiovascular
Children’s health
Dermatology
Diabetes and endocrinology
Emergency care and trauma
Gastroenterology and endoscopy









Gynaecology
Maternity
Older people’s services
Palliative care services
Respiratory medicine
Rheumatology
Surgery

The creation of the models of care were based on a series of design principles, which were agreed
following engagement with local leadership. The principles are listed below.

The proposed models of care should:
 Be designed with the patient at the centre, maximising outcomes and equity of access to the
best quality care
 Maximise independence, taking a ‘home first’ approach, where appropriate
 Reflect current best practice in line with the NHS Long-Term Plan, as well as Barts Health NHS
Trust and Sustainability and Transformation partnership (STP) strategic priorities
 Be both deliverable and sustainable, making the best use of the workforce available
 Utilise the most recent innovation and technology, with the future in mind, to support the next
generation of workforce and patients
 Promote prevention, ensuring education and communication streams for patients and families
are readily available, transferring greater responsibility for care to patients

These principles will support our transformation towards integrated care, individualised care,
innovation, multi-team working and standardised processes wherever appropriate. This will be
achieved by transforming the way healthcare is delivered, both within our hospital and across the
wider health and social care system.
Although each specialty will operate slightly differently according to these design principles, they are
all consistent and have been captured in the models listed below:







Urgent and emergency care services
Planned care services
Maternity services
Cancer services
Children’s and young people’s services
Palliative care services

A more detailed look at each of these clinical models and the facilities which will comprise them can
be found in Appendix B: Detail of proposed new clinical models.
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5.1

Urgent and emergency care services

We recognise that for many, the local hospital acts as a place where people can safely and quickly
access care, regardless of their requirements. Although we encourage people to seek alternative
services, where appropriate, we recognise that Whipps Cross holds, and will continue to hold, this
position within the community.
We have designed our future services so that patients are directed to the most appropriate services
for their needs, and receive advice, care, diagnosis and treatment, as fast as possible. Facilities will
be organised based on patient need:


The emergency department will be comprised of ‘majors’ and ‘resuscitation’, seeing only
those patients with life-threatening and serious injuries. This is also attached to a specialist
triage service, which will assess the needs of patients and whether they could be treated
more effectively elsewhere (such as in the same day emergency service, a hot clinic or an
inpatient ward). The specialist triage hub will play a vital role and will ensure that specialists
are able to quickly determine how severe someone’s illness or injury is and send them to the
best place for treatment. This service will mean that when a diagnosis for a patient is not
initially clear, they will be referred to specialist care as quickly as possible. This function will
also provide advice to clinicians from other specialties, allowing their knowledge to reach a
greater range of patients.



The urgent treatment centre is a GP-led service and will see patients with minor injuries and
illnesses. This separation between the emergency department and the urgent treatment
centre means that both sets of patients are seen promptly, and the level of care available is
appropriate for their needs.



The same day emergency care service will support those patients who, under traditional
models of care, would normally be admitted to hospital. Patients with urgent needs access
these services once any requirements for immediate treatment are seen to. Here, patients
with a wide-range of conditions can be assessed, diagnosed, treated and discharged home
all on the same day.

These services can be directly accessed through GP referral or ambulance. When patients arrive at
the hospital without a referral, they will access services through a nurse-led streaming process. The
streaming service can also be supported by other health professionals, including nurse-practioner,
physician-associates and allied health profesionals. From here, patients will be sent to either the
specialist triage service or the urgent treatment centre.
This approach will take advantage of the scale of Barts Health, and the close integration of local
services. Whipps Cross will remain a central part of the trauma network, and will continue to deliver
services that uphold its status as a trauma unit, working with the Major Trauma Centre at The Royal
London Hospital for the most serious cases.
The same day emergency care model relies on extensive integration with local services. The future
estate will facilitate the delivery of services within a large multi-disciplinary setting. This will include
staff from Barts Health, with specialist review as necessary. The facility will be used for assessment,
diagnosis and treatment of surgical and medical patients, with separate facilities for children, early
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pregnancy and mental health. The swift treatment and discharge of this range of patients will
require significant presence of staff from other organisations, including mental health professionals,
and therapists. Having these services delivered on site will allow for patients with a range of health
problems to be treated holistically and will ensure that treatment and discharge can take place
promptly, by taking into account all of a patient’s health requirements.
The integration of hospital services with social care and other services in the community will allow
for more patients to be triaged away from the hospital and into a setting more appropriate for their
need. Patients with minor illnesses and injury can often face long waits as those with more urgent
needs are prioritised. Ensuring that staff are able to clearly signpost other services will allow for
triage and referral to a range of community and primary care services. If patients are admitted to
hospital, or treated within the same day emergency care services, then rapid access to communitybased services on and off site can support their care at home, which will help to reduce readmission
rates.
Figure 6 - Patient journey for urgent and emergency care

5.2

Planned care services

Ensuring prompt treatment is also important for patients with non-urgent needs, and this principle is
a corner stone of our new model for planned care services. As in our new non-elective model, a lot
of emphasis has been placed on the importance of specialist triage to ensure that patients are
treated in the facility most appropriate for their needs, as swiftly as possible.
Everyone, regardless of whether they are a new referral or a patient requiring ongoing chronic
disease management, will initially be referred to a specialist triage function. All referrals and
requests for advice will follow the same process and be dealt with promptly, providing same day
triage, when possible. The specialist triage will coordinate care for outpatients and elective surgery.
Unlike the hub in urgent and emergency care services, the function here can operate virtually, and
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will focus on processing referrals, ensuring that patients are directed to the most appropriate
specialist services as quickly as possible.
As we have outlined an ambition to deliver a greater amount of outpatient care under a one-stop
model, the role of the triage function increases. Making sure that patients have diagnostics and
receive their result on the same day (where possible) will reduce the number of attendances to
hospital. For patients with multiple needs, this will require contact with the care coordinator. Within
this model, we will also increase the number of joint clinics delivered, strengthening the links
between specialties to benefit patients. Similarly, increasing the number of group clinics, where
multiple patients meet with healthcare professionals, before having more individualised
conversations, will allow patients to develop links with each other – creating a supportive
environment.
Figure 7 - Planned care patient journey

Planned care service encompasses a huge range of services, and includes any treatment that doesn't
need to happen immediately and usually involves a prearranged appointment. This can range from a
check-up to manage your diabetes, to a hip replacement. There are a lot of services that are tailored
to specific health needs, for example our Rapid Access Chest Pain clinic, which will be able to identify
patients with heart symptoms and angina, staffed by specialist staff. We will also expand the number
of ‘hot clinics’ which patients will be referred into for next day treatments. These services will all be
accessed in the same way, through GP referral, and their effectiveness is reliant on the existence of
the specialist triage function.
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Inpatient care
Inpatient care will be a central element of both urgent and emergency, and planned care. The
proposed redevelopment outlines the requirement of moving away from the ‘nightingale’ style
wards and increasing the number of single rooms. In general, our wards will have more space per
patient and will be divided up between medical and surgical wards, with separated facilties for
emergency and planned care, where required.
Patients on these wards will benefit from more integrated care, with treatment and recovery
services, traditionally delivered by consultants and nurses, supported by an array of other therapies
and mental health services. We also intend to shift our workforce to include a greater range of
‘generalist’ staff, who are able to care for a greater range of patient conditions, whilst also bringing
in specialist care when required. If a patient’s needs require it, they will also be able to be referred
directly onto a ward, most likely by the specialist triage. We also intend to create dementia-friendly
facilities, where the wards are smaller and quieter, allowing patients with dementia and delirium to
be treated in an environment that feels less clinical.
This model will support patients to return to independence faster after an inpatient stay and
supports faster discharge. Patients will benefit from having multi-disciplinary teams delivering care
on the wards, catering to all of their healthcare requirements.

5.3

Maternity services

Maternity services will revolve around providing women with choice and support as they move
through their pregnancy, whilst ensuring that those with high-risk pregnancies get the additional
support they require. Our services will support women to take control of their births, making sure
they take place in the context they want, whilst being on hand throughout the pregnancy to ensure
mothers stay healthy and are aware of any potential complications.
Most mothers will be seen by midwives, who will guide them through their pregnancy. Midwives will
help to make sure that mothers and babies are healthy during pregnancy and will support with
health counselling and antenatal education. For those pregnancies where either the mother or baby
is at high risk of a health issue before, during or after delivery, we will make sure that there is
additional support from obstetric consultants. These consultants will manage health issues during
the pregnancy and ensure that any emerging health issues are properly managed. In the future, we
want mothers with high-risk pregnancies to also benefit from the support delivered by midwives. For
those with very specialist needs, their care will be transferred to The Royal London Hospital, or Great
Ormond Street Hospital. In these cases, the local teams will still support mothers and will make sure
there is a link to local community services.
We will make sure that all of the health needs for expecting mothers are provided for, and make use
of specialist clinics, such as diabetes, where necessary. We also aspire to deliver greater support
through greater integration with mental health services, and community support, such as
nutritionists. In addition, our Ruby team offers support to vulnerable women, such as women under20, those affected by domestic abuse, or those with a history of substance abuse or with mental
health requirements. The service empowers and supports women throughout their maternity
journey and into parenthood, liaising with other multi-agency professionals to support families and
deliver positive outcomes. It takes referrals from midwives, doctors as well as self-referrals.
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After giving birth, if there are complications for the mother, she will be transferred to the obstetrics
unit for treatment and recovery. If there are mental health concerns that require an inpatient stay,
then both mother and baby will be transferred to a dedicated unit. If the baby requires transitional
care, both mother and baby should be transferred to a transitional care unit. Once discharged,
mothers with specialist needs will have access to ongoing support and will be referred to clinics as
appropriate. All mothers will be offered a post-natal check-up six weeks after birth.

5.4

Cancer services

Cancer treatment at Whipps Cross Hospital will provide diagnosis, systemic treatment, selected
surgical services, an acute oncology service and support as part of the Barts Health Cancer Centre.
Cancer treatment at Barts Health now, and in the future, balances the provision of easily available
care locally with centralised specialist care. The Cancer Centre at St Bartholomew’s delivers specialist
cancer therapies, including those that require highly specialised equipment and staff. Services
delivered at St Bartholomew’s include brachytherapy, radiotherapy and radiosurgery. Our patients
benefit from the combination of the very latest equipment and the depth of expertise available at St
Bartholomew’s; however, Whipps Cross Hospital plays an essential role in the provision of cancer
care within our community.
Patients will be able to come to Whipps Cross Hospital to receive quick diagnosis following a referral
of suspected cancer. As in the planned care services model, where possible, patients will be
diagnosed on the same day as their tests, reducing the understandable stress of waiting for results
after tests of this type. Elsewhere, patients will be informed as soon as possible, with non-cancer
diagnoses taking place virtually, if appropriate, and signposting or referral to services that will
address the concerns that led to suspected cancer.
Cancer diagnosis will take place in hospital, alongside support from community service and
MacMillan Cancer Support. Patients will be given time to ask questions and understand the nature of
their condition, before further tests are run to identify staging, and a treatment plan. We
understand that cancer diagnosis and treatment can be very difficult for our patients and we will
offer greater support, through integration with community services, and through the establishment
of a 24/7 Barts Health Cancer Helpline.
The acute oncology service
Some patients will have to attend hospital and may require admission as a result of complications
with their cancer or their cancer treatment. For these patients, it is essential that they are cared for
by a combination of cancer specialists, medical specialists and, in some cases, surgeons. The acute
oncology service will provide specialist nursing and consultant advice, guidance and treatment for
the cancer-related medical needs of these patients.
The trust has an ambition to develop a consultant role with expertise in both oncology and acute
general medicine. This type of role would support the provision of holistic care for patients with
complex medical needs including cancer.
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5.5

Children and young people’s services

The model for children and young people’s (CYP) services will follow the models laid out above, but
with additional support given where needed.
Parents who are concerned about a child’s emerging health requirements should continue to
consider their GP their first point of contact. In the future, the GPs will have stronger links to
specialist advice and can make referrals into physiotherapy, Child and Adolescent Mental Health
services (CAMHS) and other services if required.
There is an aspiration for the creation of an enhanced community service, which will help to keep
children out of hospital and treated in a context which is better for their needs. This community
service will be comprised of a variety of health care professionals, including nurses, mental health
professionals and will have strong links with GPs and the hospital. Parents will be able to access this
service via telephone if they require advice or guidance relating to their children’s health.
In addition, children and young people with complex needs or severe long-term conditions will be
referred into the care of this service. Each child or young person will be allocated a ‘key worker’ to
co-ordinate their care. This person will act as the point of contact for their care and will liaise with
services to ensure the child or young person’s needs are met.

5.6

Palliative and end of life care

Underpinning these services will be more closely integrated palliative and end of life care services.
Health professionals from across the system who identify a palliative or end of life care need will be
able to refer patients for a comprehensive needs assessment. From here, a full treatment plan,
which includes the preferences of the patient, will be created and managed by a care coordinator.
The MDT responsible for the patient can then manage their needs across a range of contexts,
including at home, or in a dedicated palliative care facility, such as the Margaret Centre, if the
patient has acute requirements.
These changes will allow for patients to be treated more regularly in the setting of their choosing,
and will lead to a decrease in the number of people who are found to have these requirements
following a visit to A&E.
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6 Working in partnership with the wider health and care system
The redevelopment of Whipps Cross Hospital will be necessary to realise the full benefits of the
proposed changes. However, the model of transformed and innovative hospital care that we have
designed is dependent on the system-wide efforts to drive an integrated community-based care and
prevention agenda as per the NHS Long Term Plan. It is important to ensure that people are only
treated within the hospital if it is the most appropriate place for them to be.
The successful delivery of our strategy for Whipps Cross Hospital therefore requires cooperation and
development across the wider system: across primary, community and social care as in Figure 8
below.

The workshops have focused on the whole pathway when redesigning the models
of
care,
with more detail
worked
Figure
8: Comprehensive
health care
model through on the hospital-based component
0

Wellness agenda
Preventative and
personalised care
approach, offered
and actively
encouraged

Structuring care
around patient
needs, engaging
with people well
before they
become ill

1

2

Home/community based care

Identification
of people with
complex needs

Enrolment into
a community MDT
Care Programme

Understanding of
cohort and
individual needs.
Care and support
plan development

Hospital-based care

Patient only attends (+/admission) to hospital
when absolutely required

MDT (including care of the elderly specialist support) provides
proactive support for the person and their carer, based in (or
close to) the home, including a single point of access, rapid
response service, diagnostics, and specialist opinions when
required

Focus of this strategy
Assisting in lifestyle
(and chronic
disease)
management and
risk management

Discharge back to community

3

MDT reaches into the hospital to support
patient discharge and ongoing support back at
home/in the community

4

This includes:


Health promotion and wellness: delivering preventative and personalised care, structuring
care around patient needs, engaging with people before they become ill and assisting with
lifestyle and chronic disease management



Home/community based preventative care: identifying people with complex needs,
enrolling them with a community multi-disciplinary team, implementing a care plan and
proactively supporting people within the community



Discharge support in the community rapid discharge from hospital, supported by a multidisciplinary team within the community
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Elements of this work are already being undertaken through programmes such as the Discovery East
London project. This project is working to establish a linked data set across all health and social care
providers in east London, which will be used to inform the needs of the population, as well as
supporting the prevention agenda and support integrated working.
A shift in ways of working will be required across the system to ensure that the proposed models of
care are as effective and efficient as possible, including:



Using specialist expertise across the system, for example, consultant advice to GPs or
specialist therapist advice on the wards



Developing community multi-disciplinary teams that are well-connected to the hospital, with
clear criteria and guidelines for escalation of issues



Improving mental health provision and further integration with physical health



Ensuring support services, such as mental health liaison, are available 24/7 to the Emergency
Department

These changes will be supported by new contracting models to incentivise integrated working
between organisations, improved digital connectivity to enable integrated working and improved
recruitment and retention of staff. The proposed redevelopment and surrounding campus present a
real opportunity to change ways of working and build better connections and relationships across
co-located teams and services.
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7 The hospital estate and other enablers
7.1

Enablers

The move to the new care models will require a broad programme of transformation, which is
reliant on the enablers shown in Figure 9, to be in place:


Effective technological support and sharing of information between teams and partner
organisations



Sustainable, multi-disciplined and integrated workforce



An estate which enables new ways of working



Aligned financial incentives which support innovation and transformation



Rapid availability of diagnostics and interpretation of tests

Figure 9: Enablers required for new models of care

7.2

Estate that enables new ways of working

The proposed changes to the care pathways will help to address many of the issues outlined in the
case for change. However, it remains the case that the hospital buildings are not currently fit for
purpose. Without redevelopment of Whipps Cross Hospital, the full benefits of the proposed
changes will not be realised.
Work undertaken previously has identified that, under the current ways of working, the estate
layout costs an additional £12.6 million per year compared to an optimal layout. This inefficiency
includes limited space to treat a greater proportion of patients as day cases, or as same-day
emergencies.
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At present, the space available will not allow for some of the new models of care, with the limited
space at the ‘front door’ of the hospital preventing the implementation of the new model of
emergency care. The new models of care will require more integrated space within the emergency
department, which would allow for multidisciplinary support for patients.
There will also be a requirement for a greater range of disciplines to care for patients on the ward.
These staff will all require space to work and store equipment, which is not available within the
current layout. Similarly, the one-stop approach is central to the proposed outpatient
transformation and this will require the housing of multi-disciplinary teams.
Other new ways of working will also have an estate requirement which is not currently available,
such as an increased number of group clinics and virtual appointments, which will require dedicated,
private facilities.

7.3

Information Technology (IT) and free sharing of information

Currently, there is a lack of interoperability of IT systems, particularly with respect to information
sharing between different organisations. For instance, diagnostics which are commissioned by GPs
and undertaken by private providers often cannot be accessed by hospital staff, which leads to
duplication of work and delayed treatment for patients.
Integrated working requires integrated information. Staff caring for the same patient need to all
have access to the same information to drive improvements in care and avoid duplication. As the
number of patients with more than one condition increases, there will be a greater need for multidisciplinary team working and for everyone to have access to all information as required.
The future systems need to be able to support a patient care record that is shared across all carers
and practitioners, and can be updated in real time, regardless of location. They will need to allow
sharing of all-important clinical information, such as outcomes of diagnostic scans and highresolution pictures, to support remote advice and guidance and remote patient monitoring. To
maximise patient independence and ownership of their own care, all patients also need to have
access to this information and understand who else can access it, and why. The work to implement
thi sharing of information is already underway in the form of the East London Patient Record. We
are working with our partners to spread the implementation of the patient record and increase
access within the system.

7.4

Sustainable, integrated workforce

There is a recognition nationally of the workforce challenges that face the NHS; a recent report
published by The Health Foundation estimated a gap of 250,000 staff by 2030. There is also a need
to flex the local workforce to accommodate the changing needs of patients and the new ways of
working. We anticipate new roles being developed over the next few years to deliver care across
existing organisational boundaries.
Integrated care and the new pathways will require close co-working of staff from different
organisations: to be able to meet all the health and care needs of our patients, and to allow all staff
to draw on specialist expertise and services whenever required. Multi-disciplinary team working will
also require our staff to adopt a range of different skills and responsibilities. In local workforce
planning we will need to ensure there is the right balance between general and specialist provision.
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In the future, our workforce will be able to operate freely within and between primary, secondary
and community care. We will ensure that staff from all organisations have access to equipment and
space when they need it to ensure they can effectively care for the patients in whichever context
care is being delivered.

7.5

Aligned financial incentives

Moving to these new ways of working will, in many cases, require activity to be valued and recorded
differently. The emphasis on MDT working will mean that patients receive input from a greater
range of healthcare professionals, including more advice and guidance from specialists. Delivering
care in such an integrated manner means that we must be careful to record the work done by each
of our staff members and ensure that this additional activity, which carries a cost and adds value to
patient care, is recognised and reimbursed by our commissioners.
We anticipate that delivering integrated care within the hospital and ensuring that our consultants
are able to actively support GPs will reduce the level of activity within an acute setting over a
patient’s lifetime. However, ensuring that wrap-around care is delivered effectively can result in a
greater cost up front. Moving to the new models of care will require close working with our
commissioners to ensure that activity is properly costed and does not have an adverse financial
impact.
Similarly, different organisations facing individual control totals will all experience different financial
pressures and will need to be fairly reimbursed for the services delivered to patients. This will be
challenging to the greater integration of care. It is therefore important that we work closely with
commissioners to understand the implications of moving to more virtual appointments and
delivering greater joint working with primary and community care.

7.6

Rapid availability of diagnostics

At present, delays in patient care are often caused by limited access to diagnostic scans and
interpretation of those scans. Patients in hospital beds are being prioritised for access to diagnostic
scans and are often kept in hospital simply to access diagnostics. Informed senior triage needs to
take place at the earliest point possible in patient care, which will require sufficient availability of
accurate diagnostics. The diagnostics also need to be readily available to those referred into the
services by primary or community care, which will significantly strengthen the offer of services
outside of the hospital and prevent avoidable admissions.
Future provision of diagnostics will be responsive to the needs of the patient and ensure rapid and
appropriate treatment. An understanding of the required demand and capacity, as well as emerging
technologies, will be necessary. Clinicians emphasised the need for sufficient provision of
ultrasound, CT scans and X-rays in the near future, with an aspiration to add a PET scanner on site, as
the technology becomes increasingly relied upon. These diagnostic facilities will need to be colocated with ED to ensure that the patients with urgent needs are able to access services rapidly.
Availability of diagnostic imaging is also a challenge faced by the entire Barts Health NHS Trust.
While there is a need for onsite diagnostics to support emergency care, there is potential to increase
access to diagnostics for planned care by utilising capacity at other Barts Health NHS Trust sites.
Beyond imaging, Whipps Cross will continue to drive improvements in its pathology services, taking
care to ensure the future estate facilitates the rapid transport of samples for testing. There is also
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the intention to continue to adopt useful innovations and testing, for example, expanding point of
care testing, as those technologies and modalities are developed further.
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8 Benefits of the strategy
The proposed models of care outlined in this strategy were designed in line with the NHS Long Term
Plan vision to reform hospital emergency care and aim to address the issues outlined in Chapter 3:
The case for change. Once adopted, alongside the required Whipps Cross Hospital redevelopment,
they will deliver a range of benefits: improving the quality of care and patient experience, reducing
health inequalities in the local area, managing demand within sustainable level of activity and
improving our staff experience.

8.1

Improving quality of care and patient experience

The key benefit of the new models of care will be the improvement in quality of care, which
comprises three core areas: patient safety, clinical effectiveness, and the experience of patients.
These will improve as a result of a range of improvements:






Patients on the right pathway of care, treated in the most appropriate setting for their
circumstances


Specialist triage teams to triage, advise and support across elective, non-elective and
end of life models



Care models for each patient cohort will be clearer, with primary care involved early
on in the patient treatment and kept informed and involved during the hospital
treatment

Faster accurate diagnosis and prompt treatment


Access to diagnostics will improve across outpatient clinics, ED and inpatient settings



Use of hot clinics will also improve rapid treatment and will allow for patients to
avoid unnecessary stays in hospital

Ongoing support and care management for complex patients




Better access to primary care and community care




Facilitated by multi-disciplinary teams working in the community, with rapid access
to specialist input whenever required

The local system is currently undertaking a new strategy which will allow for more
patients to be treated outside of the hospital, preventing avoidable admissions

Fewer attendances to hospital


The improved access to care outside of the hospital, as well as increased numbers of
virtual and one-stop outpatient appointments will reduce the number of required
attendances to hospital

Creating stronger links between primary and secondary care, as well as increased diagnostic capacity
will allow for much earlier diagnosis, resulting in more responsive treatment for patients, and will
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decrease the pressure on emergency services. We anticipate that the clearer referral patterns and
improved patient education will also increase the level of screening taking place in the community
and will reduce the number of cancers and other conditions detected at A&E. Again, this will mean
that patients begin treatment at an earlier stage, resulting in better outcomes.
Due to more specialist support provided to primary and other care settings (e.g. through well-staffed
Advice and Guidance for GPs or specialist triage hub), and focus on shared data, improved
communication and agreed escalation routes/criteria for referral across wider system, primary and
secondary care will become more integrated. This will allow specialists to monitor patients remotely
and support follow-up appointments to be based on patient need. Clinicians will also be able to spot
signs of deterioration earlier, leading to an overall improvement of patients’ health.
The broader Whipps Cross Hospital estate (‘campus’) will present a significant opportunity to colocate and better integrate services from other organisations. This will support the health care
delivered and facilitate faster patient discharge – reducing length of stay and leading to improved
patient satisfaction. Co-locating in this way will mean that involving staff from other services will be
easier for patients and clinicians alike and will also allow us to bring a greater range of expertise,
encompassing therapies, primary care and mental health services to our patients.
Finally, the redevelopment of the building presents an opportunity to improve the healthcare
environment and improve patient experience. Redesigning the building will improve exposure to
daylight and fresh air, and result in more privacy for patients when transferred within the hospital,
whilst also providing adequately-sized waiting areas. Importantly, departments and areas will be colocated based on clinical need and will improve patient safety and privacy. Appropriate co-location
will shorten the distances patients have to walk to get to their next appointment or test and will
decrease the probability of missed or late appointments.

8.2

Addressing health inequalities

As stated in the case for change, the local population is one of the most deprived communities, both
within London and nationally. The high level of deprivation comes against a backdrop of a
population which comprises a mixture of young and old and relatively affluent and impoverished.
The mix of ethnicities and languages spoken locally also means that access to services can vary
dramatically from neighbourhood to neighbourhood. Additionally, the challenges faced within
Whipps Cross mean that the care delivered to the local population, in some respects, does not reach
the same standards as elsewhere in the Barts Health catchment area.
This strategy will contribute to closing the gaps in health inequalities locally. The new clinical models
will correct for the shortcomings of the current models. Unclear pathways of care, or limited
information on prevention or reablement are particularly problematic to disadvantaged groups.
Clear pathways, a renewed focus on prevention and ongoing care, and access to MDTs will support
all patients to receive the right care at the right time, in the right place. As a result, we expect to see
an improvement of some health inequality indicators, such as preventable and repeat emergency
hospitalisations.
The hospital and its campus will also operate as a well-being hub, focusing on facilitating easier
access to medical advice and incentivising the local population to more effective self-management
(e.g. uptake of available cancer screening).
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This will be achieved through:


Increased focus on prevention and early diagnosis, including information being offered
within the hospital, primary and community care facilities



More information on patient health self-management, prevention and screening available
on campus and in the hospital



Strengthen links with other community hubs, including places of worship leisure centres and
schools to promote healthy lifestyles for local people



Champion activity programmes for the elderly to support living well in later life

Our work has revealed opportunities to improve access for specific vulnerable groups, in particular
by:


Increasing availability of virtual appointments and improving access for patients with access
and physical movement constraints. The introduction of these measures comes with the
understanding that a technological infrastructure is required to deliver care. We want to
support patients without access to this infrastructure and who struggle to visit the hospital,
as such we will continue to offer face to face appointments and are looking to expand the
level of service provision in the home for targeted populations



Removal of criteria for access to 2-week pathway (e.g. in gastroenterology), thus ensuring no
group of patients is disadvantaged in getting diagnosis in due time

8.3

Tackling demand

Our strategy, in conjunction with the work being done by our partners outside of the hospital, will
also aim to address the rising demand for in-hospital healthcare. The proposed service model, with
the specialist triage at the core, will ensure patients are on the right pathway of care and cared for in
the most appropriate setting possible, minimising time required in the hospital. From looking at the
top quartile peer group performance of the CCGs local to Whipps Cross (using NHS Right Care) and
for Whipps Cross Hospital (against a peer group of similar hospitals) we can see that due to
improved efficiency of the clinical models and timely diagnosis:


1 in 8 hospital admissions could be avoided through improved management in the
community and improved pathways of care



1 in 22 first outpatient appointments and 1 in 5 follow-up appointments could be avoided by
improved management and the use of one-stop outpatient clinics



People could stay in hospital 1.25 fewer days following an admission due to improved
hospital processes and more pro-active management in the community

These assumptions are being tested further as part of the ongoing work to project the activity and
capacity requied for a new hospital, in order to complete the Strategic Outline Case for the
redevelopment of Whipps Cross.
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8.4

Improving staff experience

We are keen for our staff to see the benefits of the proposed models of care, just as much as our
patients will. Not only do we have a duty to create beneficial working conditions for our staff and to
support their health and wellbeing, we also believe that staff who are happy are also more
productive. Delivering better working conditions will benefit recruitment and retention and will
ensure that the next generation of Whipps Cross Hospital and Barts Health staff are as talented and
committed as our current workforce.
The provision of facilities to undertake work virtually will allow our staff to work more flexibly.
Similarly, effective IT systems and integrated information will provide our staff with a fuller
understanding of the patients they are seeing and decrease levels of stress resulting from having to
make decisions with incomplete information.
The plans for future services at Whipps Cross Hospital also outline a greater focus on research. The
Trust’s People Strategy explicitly develops the ambition to integrate clinical and academic work, and
to provide better and more consistent training and education opportunities. The redevelopment
therefore offers a perfect opportunity to create a research hub on site, which will in turn produce a
greater range of career development opportunities for our staff.

8.5

Redeveloping our buildings

The proposed changes to the care models will help to address many of the issues outlined in the
case for change. However, it remains the case that the hospital buildings are not currently fit for
purpose and without redevelopment of Whipps Cross Hospital, the full benefits of the proposed
changes will not be realised.
The redevelopment will allow us to realise several benefits, including:


Replacement of the old ‘nightingale’ wards and expanding the number of single rooms in the
hospital will support infection prevention and lower the risk of ward closures due to
norovirus.



The expansion of space at the ‘front door’ will allow for greater cross-disciplinary working in
the same day emergency care model. There is currently not enough space to deliver this
model of care.



Co-locating services more effectively, such as locating diagnostic services near to ED will
improve patient flow through the hospital, decreasing wait times and reducing length of
stay.



Redesigning outpatients will allow for greater flexibility in the type of clinics delivered,
including virtual appointments, joint clinics and group clinics.
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The proposed health and social care campus at the Whipps Cross Hospital site will further address
the case for change, by bringing together health and social care teams and facilities in one place,
supporting a reduction in demand for urgent care and facilitating early discharge.
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9 Conclusion and next steps
9.1

Work programme

This strategy is the first step of a programme of work to deliver improvements at Whipps Cross
Hospital. Delivering the hospital component of the new models of care can only be fully delivered
through the redevelopment of Whipps Cross Hospital, as well as through a well-developed model of
care and prevention across the wider system.
To take the strategy forward, we need to:


Engage with patients to explain the changes being made and how their experience at
Whipps Cross Hospital will change and to involve them in the next phase of the work to test,
refine and implement the new models of care



Work further with clinicians and Clinical Boards within the Trust to ensure the models of
care are aligned with and/or supported by other clinical services, and develop detailed
implementation timelines and plans for individual specialities



Continue to work with our partners in the system to develop and refine the new models of
care, taking care to share what works and what doesn’t with other providers



Understand how the layout of the hospital can enable the new clinical models of care,
whilst also promoting the type of culture and communication that we are proud of today
and want to preserve



Understand how all services, beyond bedded facilities and assessment space, can be
appropriately sized and laid out relative to one another to ensure optimal efficiency within
the hospital. This will also include identifying how the hospital can be created with a flexible
layout, which can accommodate any changes in the future



Further develop the services which bridge patient care between the hospital and the home,
including what form step-down and intermediate care takes, or whether a ‘Hospital@Home’
service should be created



Describe and begin implementing the improvements that can be, even if partially, adopted
before the new hospital build is finished, including targets and trajectories for improvements

Moreover, we also need to continue with the engagement already undertaken with our
commissioners to ensure our plans integrate with the work to improve the provision of community
and primary care services and that there is a co-ordinated approach to delivery.
There is also substantial opportunity to learn from other organisations across the local health
system, understanding what they have tried, what has worked well, and what hasn’t.
The next phase of work will therefore focus on developing more detailed plans for the hospital
development as well as plans for the wider system of care:
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1. Whipps Cross Hospital redevelopment: In addition to focusing on implementation planning
and further patient engagement, we will translate this strategy into hospital design and
service requirements, alongside a spatial brief and a schedule of accommodation for clinical
and non-clinical facilities.
2. Waltham Forest integrated care strategy: Wider system organisations in Waltham Forest
are taking forward an integrated care strategy for their population. This includes
development of a case for change, and vision for integrated care and strategic priorities in
Waltham Forest. It aims to deliver new care models and models of wellness/prevention.
3. Redbridge integrated care strategy: Redbridge commissioners are working with us to ensure
alignment of activity assumptions and enablers between this strategy and their
transformation programmes.

9.2

Conclusion

Nationally, the NHS is undergoing a period of significant transformation. The Long-Term Plan,
released earlier this year, has set out the agenda for integrating services and delivering care
differently, to suit a population with increasingly complex needs. Locally, we recognise the need to
drive forward this agenda and to deliver new models of care, which operate seamlessly between
teams and organisations. We face the additional challenge of delivering this care from an estate that
is no longer fit for purpose. However, the proposed redevelopment presents a unique opportunity to
combine the redesign of care models with the creation of an estate and facilities that are tailored to
deliver these new care models.
Together with our partner organisations, our staff have designed new models of care for services at
Whipps Cross Hospital that meet the rising demand for healthcare services and deliver
improvements to patient care and experience. The proposed models of care ensure that patients are
streamed to the right services, treated quickly and safely in the setting which is best suited to their
requirements. Although it is widely recognised that the proposed changes need to happen as soon
as possible, this strategy is the first step in a longer process to deliver these new models of care and
a new hospital building.
We will continue to work closely with our partners across health and social care, our staff and our
patients and, together, deliver a hospital for the future.
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Appendix
A. Glossary of terms
24/7
A&E (ED)

Twenty-four hours a day, seven days a week
Accident and emergency department (also known as emergency
department).
Acute care
Acute care refers to active but short-term treatment, usually in a hospital, for
patients with a severe urgent illness or injury
Acute hospital
A hospital offering inpatient surgical and medical patient care for individuals
with an unexpected serious medical problem that needs immediate
assessment and treatment
Acute medicine
Acute medicine is a medical discipline concerned with the immediate and
early specialist management of adult patients with a wide range of medical
conditions who present in hospital as emergencies
AOS
Acute oncology service
CCG
Clinical commissioning group. CCGs are the GP-led bodies responsible for
planning and investing in many local health and care services including the
majority of hospital care and stroke services.
CDM
Chronic disease management. Management of long-term conditions that
usually progress slowly over time. Ongoing care and support to individuals
impacted by chronic health condition.
Clinical coSome services need to be in the same place or supported by other services
dependencies
through a network arrangement. For example, a hyper acute stroke unit
would usually need critical/intensive care support in the same place.
CT scan
CT scans are sometimes referred to as CAT scans or computed tomography
scans. CT scans can produce detailed images of many structures inside the
body, including the internal organs, blood vessels and bones.
CYP
Children and young people
Diagnostic
Services used for investigating and diagnosing health conditions, such as
services
radiology or other imaging techniques, blood or urine tests, endoscopy.
Discharge-toWhere people who are clinically optimised and do not require an acute
assess model
hospital bed but may still require care services are provided with short term,
funded support to be discharged to their own home (where appropriate) or
another community setting.
Assessment for longer-term care and support needs is then undertaken in the
most appropriate setting and at the right time for the person. (NHS England
definition)
GIRFT
Getting It Right First Time. An NHS Improvement programme designed to
improve the quality of care within the NHS by reducing unwarranted
variations.
GP
General Practitioner. GPs are the first point of contact for patients.
GP with Special
A GP who supplements their role as a generalist by providing an additional
Interests (GPwSIs) service while still working in the community.
or GP with an
Extended Role
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(GPwER)
HES
Home First
principle
Inpatient
Integrated Care
Systems (ICSs)

LAs

LOS
LTP
MDT

Model Hospital
Models of care
MRI scan

NHSE

OBD
ONS
OT
PET scanner
PFI
Primary care

Provider
Quartile

Hospital Episodes Statistics (HES) is a data warehouse containing records of
all patients admitted to NHS hospitals in England.
See Discharge-to-assess model.
A person who is admitted overnight to a hospital for treatment or an
operation.
Partnerships (comprising NHS providers, commissioners and local authorities)
that take the lead in planning and commissioning care for their populations
and providing system leadership, work collaboratively to improve health and
care in their area.
Local authorities. In this instance, that means Waltham Forest Borough
Council and Redbridge Borough Council, which are the local authorities with
responsibility for social care and public health.
Length of stay – how long a patient stays in a hospital bed.
NHS Long Term Plan.
Multi-disciplinary team which brings together a range of health and social
care professionals to work together to provide joined-up care for local
people. That might include GPs, mental health specialists, social workers,
nurses and hospital clinicians.
The Model Hospital is a NHS Improvement digital information service
designed to help NHS providers improve their productivity and efficiency.
Models of care are the way that way that health and social care services are
organised, accessed and delivered.
Magnetic resonance imaging (MRI) is a type of scan that uses strong magnetic
fields and radio waves to produce detailed images of the inside of the body.
An MRI scan can be used to examine almost any part of the body. The results
of an MRI scan can be used to help diagnose conditions, plan treatments and
assess how effective previous treatment has been.
NHS England is an executive non-departmental public body of the
Department of Health. It oversees the budget, planning, delivery and day-today operation of the commissioning side of the NHS in England as set out in
the Health and Social Care Act 2012. It holds the contracts for primary care
services and specialised services.
Occupied bed day. Used as a way to count and calculate the number of beds
required.
Office of National Statistics
Occupational therapist
Positron emission tomography scans used to produce detailed 3-dimensional
images of the inside of the body
Private Finance Initiative
Primary care is the main or first point of contact for the patient, usually
through a GP. Other primary care services include community pharmacy,
optometry, dentistry.
An individual or an organisation that gives a service in return for payment,
such as GPs, hospitals and pharmacies.
A statistical term used when a population of people is divided into four
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Stakeholder

STP
Urgent and
emergency care

Whole system

WTE

groups, usually used to show the top or bottom quarter of people in a group.
Anyone with an interest in a business or organisation. Stakeholders are
individuals, groups or organisations that are affected by the activity of the
business.
Sustainability and Transformation Partnership
Urgent and emergency care. Surgery or medical treatment that is not
planned and which is needed for urgent conditions. Examples include surgery
for appendicitis, perforated or obstructed bowel, and gallbladder infections.
It is also known as non-elective care.
Commissioners and providers in a local area acting as a “whole system” to
deliver effective and efficient services across all aspects of health and/or
social care.
WTE. Whole time equivalent: the number of staff required to carry out a
particular function assuming that they all work full (whole) time.
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B. Detail of proposed new clinical models
The urgent and emergency care model
Local clinicians have developed a proposed care model for patients presenting with an urgent health
need. It was designed following and aligning to the NHSE/I national guidance (e.g. moving to a
comprehensive model of Same Day Emergency Care for the A&E department), focusing on providing
the right care, in the right place and at the right time for all patients. The case study of Dorothy in
Figure 10 and Figure 11 below illustrates the impact the new care models have on patient journey in
the future.
Dorothy is an 85-year-old resident from Chingford with dementia and a final-stage kidney disease
who starts experiencing severe abdominal pain.
In the current model (Figure 10), the system is set-up to take care of her acute needs as they arise,
but there are no checks and balances built-in to ensure that Dorothy is on the right pathway. There
is limited engagement with her community or other care teams, leading to potential delays in the
professionals getting all information needed to arrive at the correct diagnosis. This prolongs the
Illustrative
period between the symptom emergence and treatment and increases risk.

Non-elective care pathway (frail): Patient case study – Current model

Figure 10: Urgent and emergency care model for a frail person (Current model)
Accessing care

Urgent/emergency care

Dorothy

GP

A&E

• Dorothy, 85, has
dementia and a finalstage kidney disease
and starts
experiencing severe
abdominal pain

• She visits her GP who
streams her to the
A&E department for
urgent investigation

• Dorothy is assessed
within the A&E
department and
referred to the frailty
acute unit or
ambulatory unit for
further investigations

Within hospital

Frailty Acute Unit /
Ambulatory Unit

Inpatient
wards

• Dorothy is admitted to be
further assessed. She is
finally diagnosed with
acute appendicitis and
immediately referred for
an appendicectomy

• Dorothy has an
appendicectomy carried
out and is discharged
after a couple of days on
the wards to recover

Discharge back to community
• Dorothy is discharged back to
community with a short discharge
note and without a detailed care
management plan

In the future model (Figure 11), it has been identified early that Dorothy could benefit from ongoing
care and support from a multidisciplinary team (MDT). She has been given a specialist contact
number to call in case of an emergency. However, even if she forgets or for any other reason is1
unable to contact her specialist phone line, other teams in the system are able to quickly connect to
her MDT and/or access her care notes and understand her medical history. This speeds up Dorothy’s
journey to diagnosis and treatment. At the same time, if Dorothy is at any stage identified as not
needing specialist care, her MDT will take the lead and work with her to update her care plan and
manage her condition at home.
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Illustrative

Non-elective care pathway (frail): Patient case study – New model
Figure 11: Urgent and emergency care model for a frail patient (Future model)
Identification and
enrolment

Dorothy
• Dorothy, 85, has been
identified as needing
more proactive and
holistic care from MDT

Dorothy
(enrolled in MDT
care)
• Dorothy is enrolled with
the MDT who prepare an
appropriate care and
support plan with her
• She starts experiencing
severe abdominal pain

Pre-primary care
triage

Primary/
comm. care

Front-door
triage

Urgent care

Specialist phone line /
Rapid Response team

Multidisciplinary holistic community-based care

• Dorothy calls an emergency number
given to her by her MDT
• Aware of her care plan and history, the
phoneline sends Rapid Response team
to assess her at home
• Dorothy is identified as at risk of acute
appendicitis and transported to the
SDEC
Phone /
Digital
assessment
• Dorothy calls a
general emergency
number, and is
immediately sent to
the specialist triage

Inpatient care

GP OOH /
Specialist
Triage
• Specialist triage
undertakes additional tests
• Dorothy is identified as at
risk of acute appendicitis
and transported to the
SDEC

• At any stage, if not needing specialist care, Dorothy is
referred back to her MDT team and community care
• Dorothy’s MDT is kept informed and consulted at all
times when she is in hospital care

Same Day Emergency Care
Unit (frailty area)

Inpatient
wards

• Dorothy is admitted to be
further assessed, and
later referred for an
appendicectomy

• Dorothy has an appendicectomy
• Her MDT team is involved from
early on and starts working with
her on her recovery plan

2

The care model is shown in Figure 12 and described below.
Figure 12: Urgent and emergency care model

Unlike today, when patients present to the ED and only some may then be directed to the Urgent
Care Centre, the new model will see most patients with an urgent health care need accessing the
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hospital through the streaming (specialist nurse-led) team who will direct patients to the Urgent
Treatment Centre unless they meet criteria for assessment by specialist triage. Some pre-assessed
patients, who meet a different set of clearly defined criteria, will go straight to the Specialist Triage
Hub (co-located with the ED), or, in a small number of cases directly to the Acute Hub or other
services (if their diagnosis was made and a different need, e.g. frailty, is identified).
All services will aim to see, treat and discharge patients as quickly and appropriately as possible:


Urgent Treatment Centre (UTC): everyone arriving at A&E who does not meet criteria for
specialist triage will be streamed to the UTC. The UTC will be staffed by a mix of primary care
staff and clinical paramedics and will have access to a range of diagnostics including
endoscopy. The expectation will be that many people arriving at A&E will be seen, treated
and discharged from the UTC, with the possibility of very quick transfer to the Emergency
Department (ED) if required.



Specialist Triage Hub: new Specialist Triage will undertake further assessment against a set
of criteria and stream patients to an appropriate pathway. This may include treatment and
discharge, admission to the ‘Acute Hub’ or immediate entry to the ED. Children, people with
mental health needs and early pregnancies will be streamed to separate areas. Specialist
triage will have access to a wide range of diagnostics (including CT and MR imaging, as well
as endoscopy).



Emergency Department (ED): ED will focus on resuscitation and initial management of
unstable patients, establishing the appropriate on-ward care and coordination of care for
patients who are not appropriate for the Acute Hub. As mentioned above, paediatric, mental
health and early pregnancy will have separate facilities, starting from the assessment area /
ED triage waiting room



Acute Hub: will be a 24/7 area set up as a flexible single unit allowing for movement of staff
(and patients) within the Same Day Emergency Care (SDEC) area and staffed by a
multidisciplinary team. It will provide rapid assessment, diagnosis and treatment of patients
with urgent medical and surgical conditions within an 8-hour period (and not requiring an
overnight bed). To set the clinicians’ and patients’ expectations correctly, SDEC will consist
of chairs and spaces for wheelchairs and trolleys (however, the use of trolleys will be limited
to six hours maximum across the hospital, including any time spent on a trolley in the ED).
The Acute Hub will also have access to a range of 24/7 supporting services including
diagnostics and assessment. Where possible, patients will be discharged from the Acute Hub
with a referral for further planned care, and there will be access to a therapeutic team
nearby to support rapid discharge for patients with mental health issues.



Admission to hospital: if required, patients may be admitted to hospital or referred for
further specialist appointments. There will be a focus on early discharge of patients and
trying to avoid admissions where appropriate by:
 Establishing specialist outpatient ‘hot clinics’ to which patients may be referred from
the ED to attend the following day
 Using a ‘discharge-to-assess’ model, especially for frail people
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Discharge: discharge planning will start as soon as the patient enters the ED or the Acute
Hub. Patients will be discharged with the ‘Home First’ principle in mind. This might include
support from GP or community teams, an enhanced package of healthcare provided in the
patient’s own home by an integrated team or step-down care in a community re-ablement
bed. Discharge may also be into other specialty elective services. Extended working hours
for supporting services will be very important to allow timely discharge, especially mental
health services. Social and community care involvement will start as soon as possible,
especially for frail and elderly patients. Expectations about length of stay in hospital will be
made clear to the patient and their families/carers as early as possible.

The proposed urgent and emergency care model will address the case for change by reducing the
number of people attending the ED who could be dealt with more quickly and appropriately in an
Urgent Treatment Centre and making sure patients are streamed to the most appropriate pathway
as soon as possible. It will also facilitate early discharge and reduce the number of people in hospital
beds who could appropriately be cared for elsewhere.
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The planned care / elective care model
Like the non-elective care model, the new services will work more closely and deliver coordinated,
joined-up care. An example of the impact of the changes is shown in the case study of Mohammad,
below, in Figure 13 and Figure 14.
Figure 13: Planned / elective care – current model

Mohammad is 24. He has previously been diagnosed with an eating disorder and has been receiving
support and treatment from local mental health services. Having reached a healthy weight, he has
recently suffered from unexplained weight loss. He is often tired and thirsty and has to use the toilet
very regularly.
In the current model, Mohammad faces multiple visits to hospital, with his blood test likely taking
place on a different day to his diagnosis. Once he is diagnosed, his care is not joined up and he
receives interventions separately. Diabetes can be very dangerous for patients with eating disorders
and ensuring his existing support is informed of this development is crucial.
Under the new model, Mohammad will already be managed by an MDT. Once he notices his
symptoms, they will be able to contact his care coordinator, who will be aware of his current
treatments and will be able to coordinate any future treatments effectively. Mohammad will not
have to go to the GP at this point and will be able to get referred straight into an outpatient
appointment. His care manager will be able to book support from his mental health services on the
same day and they will be able to see him within the outpatient hub, after he has received his
diabetes guidance. A joint clinic can be delivered to ensure that he is clear around the implications of
diabetes on his eating disorder and vice versa. His care record will be able to be seen by his entire
care team, so there is no risk of a miscommunication about his treatment plan, which will be
updated accordingly.
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Figure 14: Planned / elective care – Future model

Figure 15: Planned care / elective care model

Everyone, regardless of whether they are a new referral or a patient requiring ongoing chronic
disease management, will initially be referred to a Specialist Triage Function. All referrals and
requests for advice will follow the same process and be dealt with promptly (same day triage), in
accordance with the NHS Long Term Plan.
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Specialist Triage Hub: to be staffed by a team comprising, at a minimum, a “consultant of
the week/day” (depending on the specialty), other specialists and clinical nurse specialists
and will deal with all referrals and requests for specialist advice from GPs and elsewhere.
Requests will first be sorted by an administration team who will stream requests based on
fixed and clear criteria. The Specialist Triage Hub will order further diagnostics, if required,
and will be able to refer patients to home or community services, if appropriate. There will
also be an opportunity to form connections to GPs with Special Interests (located in the
community), who will serve as a bridge between specialist and primary/community services.



Diagnosis and treatment: one-stop outpatient clinics, day-case unit (co-located with
extensive diagnostics, assessment and treatments) and specialised inpatient beds will all be
closely co-located for each specialty. There will be joint clinics with other specialties, where
required.



Discharge and chronic disease management: once a diagnosis is made and any required
immediate treatment undertaken, the patient will be discharged home or, if necessary,
referred for ongoing chronic disease management (CDM) support. CDM services will be
provided nearer to home where possible but may need to be (at least partially) located
within or close to the hospital. A wide range of support will be provided in the community,
including education for patients (for their own self-management) and for GPs and other
primary and community care staff (to up-skill the workforce). There will be ongoing
communication between the hospital specialists and community, primary and social care
services. Clear criteria will determine when a patient should be referred back to the hospital
specialists.

The proposed planned care pathway will address the case for change by ensuring people are seen
for routine appointments as quickly as possible reducing the likelihood they will need an urgent
admission.
Maternity care model
The maternity care model (also illustrated by the Figure 16 below) will continue to be based on a
risk-stratified approach.
 Booking clinic: All mothers will attend a booking clinic at between 8-10 weeks, either via
self-referral or via a GP referral. The clinic will test for sickle cell disease and thalassemia,
assess the mother’s health and establish her stratification. An initial scan at 11-13 weeks will
be undertaken to screen for trisomy disorders, such as Down syndrome
The risk level of the mother will determine the model of antenatal care from this point onwards. All
mothers will have appointments at 25, 28, 31, 34, 36, 37, 40 and 41 (and an optional one at 16)
weeks:
 Low risk mothers: to be cared for by midwife-led service. Some of these appointments will
be virtual, depending on mother’s birth history and preferences.
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High-risk mothers: to be seen at the ante-natal clinic by an obstetric consultant. Unlike in
the current model, mothers will also have access to midwives, allowing for more support
throughout the pregnancy.



High-risk mothers in specialised care: to be seen at the antenatal clinic at Whipps Cross
Hospital, transferred to Great Ormond Street Hospital or to the Royal London Hospital,
depending on their requirements. To support continuity of care, the responsible obstetrician
may transfer from Whipps Cross Hospital with the mother.



There will be additional support offered to vulnerable women by the Ruby team (access via
self-referrals and referrals from midwives or doctors).

Any pregnancy-related concerns that will require attention outside of the regular appointments will
be dealt through:
 Early Pregnancy Unit (until 18 weeks of pregnancy): access via ED or referral from another
health professional, for issues such as pain or bleeding


Emergency maternity triage (after 18 weeks of pregnancy): assessment will be undertaken
by midwives and obstetricians as appropriate, and referrals to other services will be made
where necessary

For birth: low risk mothers will have an option to deliver at home, in the community or in the
midwife-led unit at Whipps Cross Hospital. High risk mothers will be recommended to deliver at
Whipps Cross Hospital or the Royal London Hospital, depending on their needs.
After giving birth, mothers will be able to go home within six hours, with an option to stay overnight
if they prefer. If there were complications, mothers will be transferred to the obstetrics unit for
treatment and recovery. If there are mental health concerns requiring an inpatient stay or if the
baby requires transitional care, both mother and baby will be transferred to a dedicated unit. The
addition of a dedicated unit for transitional care will be a significant point of difference from today,
and will allow for mothers and babies to have the care and facilities most suited for their needs.
Once discharged, all mothers will be offered a post-natal check-up six weeks after birth by their GP.
Mothers with specialist needs will have access to ongoing support and will be referred to clinics as
appropriate.
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Figure 16: Maternity care model
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Cancer care model
Cancer treatment at Whipps Cross Hospital will comprise diagnosis, systemic treatment and the
acute oncology service (AOS, for patients admitted to hospital with an urgent cancer-related need:
acute complications from cancer diagnosis or cancer treatments, or patients who present as an
emergency with a suspected cancer), as also in Figure 17 below:


Suspected cancer: patients with suspected cancer can be referred into the pathway from
ED, primary care and MDTs (the range of sources of referral may expand as the service
becomes more established). All referrals will go through a senior clinical triage



Initial consultation: outlining the process and next steps, with a nurse and to take place
virtually if possible



Initial diagnosis: preferably taking place at the same time as initial consultation, in a new
model one-stop outpatient clinic. If multiple diagnostics are required, they should be all
booked on the same day. All patients will be able to see a consultant to discuss the
outcomes on the same day. A referral from the AOS will go directly to the diagnosis stage,
bypassing the initial consultation.



Biopsy: if a biopsy is required, it will be carried out locally (when possible), as soon as
possible



Diagnosis: patients without cancer will be informed virtually to minimise waiting time.
Patients with cancer should have a separate face-to-face appointment.



Treatment plan: can involve a number of providers, depending on the type of cancer1



Follow up: all patients to be offered a follow-up appointment, done virtually where possible.
In case of concerns about re-occurrence of cancer, patients should be fast-tracked into the
diagnosis stage



Support services: patients will be directed to support outside of hospital, e.g. Macmillan
Cancer Support and other third-party services

A new 24/7 phone line will be available to cancer patients as well as professionals to remove the
need for patients to self-present to ED. It will offer guidance about chemotherapy treatment and
acute complications. This service could operate across the whole Barts Health NHS Trust.

1

Whipps Cross Hospital will deliver chemotherapy (although these treatments will be produced at St Bartholomew’s) and a number of
selected surgical procedures. Patients may be referred to other Barts Health sites in line with surgical transformation work outlined in
‘Sustaining Safe and Compassionate Care – the next ten years’. St Bartholomew’s will provide all radiotherapy and brachytherapy within
the Trust. For other specialist treatments, patients may be referred to another provider, in most cases either Guys and St Thomas’
Hospital, University College London Hospital or The Royal Free Hospital.
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Figure 17: Cancer care model

Children and young people’s care model
Local clinicians have designed the children’s and young people’s care model as follows (also in Figure
18 below):


Access: For patients with ‘one-off’ requirements or those that do not currently have a care
plan, initial contact should be with a GP who will have access to specialist input (via a phone
or text message). The GP will be able to make appropriate referrals if physiotherapy, CAMHS
or another clinical intervention is required. Parents will be able to access a new enhanced
community service via telephone for further advice and guidance.



Enhanced community service: Patients with complex needs and/or severe long-term
conditions will be referred to the enhanced community service and will be allocated a care
manager to coordinate their care and act as the key point of contact for their care. In cases
of crisis, the hospital will liaise with the care manager and involve them in the treatment
plan discussions.



Specialist triage (consultant-led initially, but may be led by other professionals, eg specialist
nurses, in future): to be accessed by phone or virtually and can be centralised across Barts
Health NHS Trust. The new form of triage would refer patients to outpatient care (rapid
access clinic or one-stop clinic) when further diagnostics are required.



Outpatient care: predominantly provided via the one-stop model by MDTs located in a
single location, aiming to prevent need for multiple visits and decrease the requirements on
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the time of both CYP and their parent(s). Diagnostics and consultations should take place as
part of the same visit. Joint clinics could be delivered, where required. The rapid access clinic
will be reserved for those with more urgent diagnostic requirements. Patients would be
referred into inpatient care, to other services (for instance CAMHS or physiotherapy) or to
the community specialist nurses (for CYP with complex needs where integrated and highly
personalised approach is required).


Inpatient care: should be reduced to minimum required. CYP that require monitoring and
further treatment will be admitted onto either a short-stay paediatric assessment unit (for
stays of < 48 hours) or into a ring-fenced inpatient paediatric ward.



@home service/virtual ward: @home service will be able to deliver care such as
intravenous antibiotics at home, for a period of up to two weeks and will be open referrals
from any paediatricians. The scope and staffing model of this service for children is yet to be
explored. CYP would remain under the care of the hospital paediatrician during their
treatment. Once this is finished, the service would liaise with the CYP’s GP or care manager,
as appropriate.

Figure 18: Children and young people’s care model
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End of life / palliative care model
End of life (or palliative) care has been identified as an important area of focus. The current
provision suffers from insufficient involvement of multi-disciplinary teams (MDTs) and need for
improvement in terms of community services and hospice @home offer. The lack of hospice services
in the area manifests itself in Waltham Forest and Redbridge being CCGs with one of the highest
proportion of people dying in hospital, rather than any other setting (home, hospice or care home).39
Clinicians and other health and care staff have developed the following proposed pathway shown in
Figure 19 below.

End-of-life (EoL) and palliative care model

Figure 19: End-of-life/palliative care model
1

2
Identification of EoL/
palliative care needs1

Needs and
preferences
assessment

Primary and
community care
MDTs
Care home

Person

Inpatient

3

4
Specialist
triage

Holistic end-oflife / palliative
care2

5
Terminal care

Specialist EoL/ palliative
care triage (possibly
Barts Health-wide)
Holistic
assessment of
person’s needs
and preferences

Inpatient
Margaret Centre
services

Terminal care
in the most
appropriate
setting

A&E / AAU
Outpatient

6

Continued support at home or in the community2

Social
services

Primary and
community care

Hospice,
including
day service

Mental
health
support

MDT(s) /
Case
managers

Care
home

Hospice @home
service / Virtual
hospice ward

Supportive services for family and carers,
including: spiritual / bereavement support,
funeral services, MH services

• Community staff can refer into the palliative / EoL care model using a Trusted Assessor model
• Establishment of case managers would help speeding up discharge and support good care planning
• Directory of services should be available for the specialist triage team to enable navigation and referral to the best care setting for the patient
1.
2.

End of life defined as at least the last year of life
Holistic assessment and care and support planning can take place in different locations
2

Any person will be identified as soon as possible when suitable for the “end-of-life model”. This
should be at least within the last year of life. After then, the patient will be expected to go through
the following stages or services:


Holistic assessment of person’s needs and preferences: Once a patient has been identified
as having palliative / end-of-life care needs, a person's individual care plan should be
prepared, supported by an MDT (but led by the patient), taking into account all relevant
specialty input.



Specialist palliative care triage hub (run 24/7): Any new referral (or any acute referral from
the community MDT) will go to the specialist palliative care triage hub. This will be a
centralised point for triage (potentially trust-wide across all Barts Health hospitals) providing
advice to clinicians, and triaging patients into an appropriate setting, thanks to their realtime view on capacity across the wider system.
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Continued support at home or in the community: The community MDT will monitor the
existing patient cohort (for instance, via case managers), co-ordinating care for patients
identified as having palliative and end of life needs. If patients require specialist palliative
care, ideally, they will still be able to be cared for at home or in other community setting
with appropriate support (eg hospice @home).



Inpatient / Margaret Centre services: If patients require specialist palliative care in an acute
setting, they may be cared for on their hospital ward (with the Palliative Care Team moving
to the patient, rather than the patient having to move to another ward or bed) or within a
smaller acute specialist palliative care unit.



Terminal care will be provided in the most appropriate setting for the individual, taking
account of their unique needs and preferences.

The proposed care model will bring a range of benefits. An early identification of palliative care
needs will significantly reduce the number of patients identified in A&E and will improve patients
and their families’ experiences. The possibility to care for patients with palliative care needs on
other wards will decrease number of disruptive transfers and improve patient safety.
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C. Our strategic priorities and implications for Barts Health
Across the hospital, and the wider system, we have identified common issues, which provide the
biggest opportunities to improve current care models (see Section 3.1 for further detail):
1. Unclear pathways into and within the hospital – leading to unwarranted variation in
outcomes
2. Insufficient specialist input and support into primary and community care
3. Lack of timely care and access to diagnostics
4. Delayed discharged due to limited access to and lack of availability of social care and support
(including mental health)
5. Poor co-ordination of care across the system and a lack of wider system data sharing
Staff were keen to address these issues, and consistently, across specialties, the same interventions
were suggested. As a result, these interventions have been adopted as strategic priorities:


Clearer pathways and escalation routes, agreed across all staff, as well as partner
organisations



Senior specialist triage at the beginning of the pathway (for both planned and emergency
patients), which could be conducted remotely at the physical point of entry to the hospital,
and specialist co-ordination throughout the pathway (including providing advice and
guidance to primary and community care staff)



Access to timely diagnostics across planned and emergency care, reducing waiting time to
diagnosis and treatment and related delays in patient care



Multidisciplinary teams, with defined roles and trusting relationships and promoting
specialist skills and expertise, are accessible to patients (especially those with complex
needs) and professionals, and support proactive management of patients’ needs in the
community



Individualised and co-ordinated care, where patients with complex needs are supported by
a dedicated case manager. Proactively identifying patients with complex needs will ensure
patients are effectively cared for. This will be a crucial element of many pathways,
particularly for frail people and children



Outpatients transformation, delivering one-stop and virtual appointments wherever
possible



Appropriate digital solutions which resolve current difficulties in data sharing, particularly
between organisations. Shared care records and patient tracking on site are potential
solutions to help improve the speed in transitions of care



Embedded learning, teaching, research and academia within the system, with a clear focus
on outcomes measurement to evaluate performance and drive improvement
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Sufficient mental health support across the hospital, particularly for patients with
dementia, new mothers, young adults aged 16 to 25 and people admitted to hospital who
also have mental health problems

These interventions cut to the heart of the issues with the current models of care and have been
central to the development of our new models of care. They represent a shift change in how care is
delivered, with improvements in quality, efficiency and sustainability all supported by the
introduction of these interventions. Importantly, these measures cannot be undertaken by Whipps
Cross Hospital alone and rely on effective interfaces with the wider system.
Our service will also link closely with local networks of care, both within and beyond Barts Health.
Close links to the Major Trauma Centre and maternity service at The Royal London Hospital, surgical
centres at each of our sites, and the cancer centre at St Bartholomew’s will allow us to bring the
depth of expertise in our organisation to our patients. Beyond Barts Health, we will work closely with
specialised services, where required, including the North East Cancer Network, and other providers
such as Great Ormond Street Hospital. We will also take advantage of local support in the
community, by working closely with primary care networks, community and mental health services,
social care, our two local hospices as well as other public and voluntary sector partners. This will
ensure that patients are able to benefit from care close to the home, where appropriate, and highly
specialised care when needed.

D. Clinical Senate feedback
The ELHCP Clinical Senate have reviewed this document and made three broad points of feedback to
consider as the health and care services strategy progressed towards implementation. To the extent
possible this feedback has been reflected in this document, though more importantly the feedback
will be taken onboard as this strategy moves forwards.
Specific service points to consider referencing
These included: reference to mental health and the mother and baby unit; the importance of
psychological therapies; the opportunity for wider professionals to be involved in the front door
streaming as part of an MDT rather than just nurse led (eg AHPs). Pharmacy was also flagged in
terms of a reference to the transformation plans that all trusts have been asked to do.
Emphasis on enablers
There is a need to emphasise that the assumptions in the strategy will require a big shift in the way
community and social care services are geared up to support the out of hospital aspirations (for
which work is, as was discussed, actively underway), the need for IT and shared records to be
invested in, the training implications for the workforce of working in a different way (eg around
MDTs).
Emphasis on STP involvement
There are aspects of the models that colleagues across the STP have been involved in implementing,
successfully or not, over a number of years. Thus it is important that as we progress towards
implementation that we learn from these successes or failures.
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