Clinical Strategy

2018 – 2021

1. Introduction

The Trust’s 2015-18 Clinical Strategy set
out a core clinical model that provides
a way of thinking about the purpose of
our services, be that prevention or care
through the various life stages (birth to
death) with a focus on:
S elf- management
Primary Prevention
Secondary prevention
End of life care
Effective use of medicines
Managing ambulatory conditions
Care coordination
This description remains accurate but is
high level and can be difficult to relate to
the day-to-day care CLCH provides.
CLCH is a geographically dispersed Trust
working with multiple cohorts of people
with a range of health conditions and
needs with a variety of different partners.
This strategy acknowledges this diversity
of service provision whilst at the same
time finding common ground that might
be amplified and innovations that could
improve community services.
The Clinical Strategy refresh provides an
opportunity to move from the very high
level definition to something that will
work for clinical leaders, both within and
outside the Trust. The resulting strategy
will make clear our offer to external
stakeholders as well as providing direction
internally to inform supporting strategies
and shorter term operational plans.
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However the context for clinical services
is changing dramatically as influenced by
the move to the integration of health and
social care services for specific populations.
This is being made possible by primary care
beginning to work at scale to provide a
platform for Integrated Care Systems. Other
key policy developments include an emphasis
on prevention and patient self-management.
For these reasons we have refreshed the
strategy and looked again at the model.
This has led us to conclude that a shift is
required in the mental model that is used
to conceptualise the Trust.
This shift is about giving attention to
prevention as well as care, integrating
our services internally and externally and
developing a keen sense of the population
to be served. All of this is enabled by the
best workforce and technology support.
This strategy refresh process engaged
senior clinicians across the Divisions. We
ran two rounds of workshops bridged by
the use of our internal HUB to disseminate
discussion and to enable further reflection.
This method is described more fully in
Appendix 1, at the end of the document.
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2. Definitions

This document sets out the analysis and
the solutions in more detail. It begins with
the changing context and the influences
on thinking about our developing
clinical services. We make comment on
the current way of operating before
describing a vision of our clinical services
for the future. This comes together
in a number of key change areas that
constitute our strategy for clinical services
for the next 3 years.

approximately 3,500 staff who care for
more than two million patients with over
10 million patient contacts per year. We
help people to stay well, manage their
health and avoid unnecessary trips to, or
long stays in, hospital. We provide care
and support for people through every
stage of their lives from health visiting for
new-born babies through to community
nursing and palliative care for people
towards the end of their lives.

Central London Community Healthcare
NHS Trust (CLCH) provides more than 70
different community healthcare services
in London and Hertfordshire. We employ

We provide a broad range of services
across several London boroughs as well
as in Hertfordshire as shown in the
picture below.

Communities
In the specific context of health and
care services, the term ‘community’ can
be used in different ways: to describe
a group of people with similar health
needs (for example, a group of people
with diabetes), or a group receiving
similar health services (for example, a
group of patients receiving the same
diabetes intervention), or a group of
people who shape or provide services.
The local voluntary and community sector
often both supports and represents such
communities, and also provides services
to them.

Community Trusts
NHS community health services provide
support across a range of needs and
age groups, but are most often used
by children, older people, those living
with frailty or chronic conditions and
people who are near the end of their
life. Numerous sources point to both
the number and acuity of patients being
cared for in their own homes increasing
over recent years. Increasing numbers
of people living with complex long-term
conditions means that more people are
likely to need support from community
health services in the future.

Figure 1: Where do NHS community health services fit
within systems that support health and care?

NHS services

Wider services
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3.

T he context for the revision
of our clinical strategy

Our review of current clinical services is
influenced heavily by the strategy laid
out in the Five Year Forward View and
subsequent up-dates and the strategic
plans published by the four Sustainability
and Transformation Partnerships in the
areas that we work in, NWL, NCL, SWL
and Hertfordshire.
In particular we have been mindful
of the emphasis on:
T he need to develop and strengthen
community care provision
T he need to improve services and
outcomes for cancer, mental health
and obesity
T he management of a population’s
health and the prevention of illness
P lace based care around specific
populations

Integrated physical, mental and
social care
Being much more aware of and linked
to community based resources and
assets
Supporting primary care so that they
operate more at scale
Our own Trust’s Strategic Direction (201820) has set out a desire to develop a
place based integrated strategy enabled
by strong leadership, workforce and
technology strategies.
The other key strategies include Lord
Carter’s work on efficiency for community
services prompting us to reduce back
office time and maximise the value of
patient focussed. There is also the Kings’
Fund work on integration of services
providing us with a benchmark for our
levels of service integration.

Increasing numbers of
people living with complex
long-term conditions
means that in the future
more people are likely
to need support from
community health services.
.
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3.1 Primary care development
The national picture
There is an increasing realisation that
to improve patient care and population
health a deeper, more formal collaboration
between practices and other providers is
required. This will improve patient care
and address the pressures facing general
practice, community services and the
wider system. Evidence shows that system
leadership and integration can improve
patient care and reduces costs. To act on
this CLCH has begun conversations with
GP leaders across our geography exploring
how different models of service delivery
could significantly improve the experiences
and outcomes for patients.

Best Practice Example
FROM REACTIVE to PROACTIVE PODIATRIC CARE
Patient Group
Aims

Our vision is to improve services for
patients, the population and the system
by integrating community services and
General Practice potentially through a
number of ways.
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T o develop a vascular pathway spanning acute /
community services which has skill sharing and
education at its core
T o develop packages of care with underpinning
skill sets aligned to best practice
T o assess and improve the morale of podiatrists
across the podiatry services
T he development of a clear programme for
leadership development from band 5 upwards

Achievements

P ackages of care for a range of podiatric
interventions have been completed
 ecruited a leader in NHS Podiatry as a clinical
R
expert (nationally recognised and HSJ awards
winner)

Practices across our geography are
beginning to form large scale general
practices and federations with some
seeking support from existing providers.
The viability of out of hospital services,
including general practice, matters to
CLCH, and to our patients and the
system. The Trust needs to respond to the
opportunity to transform patient pathways
and integrate care to improve quality and
develop a sustainable healthcare system for
the population and our patients.

Podiatric adult patients

 orked with Imperial Trust to identify an
W
appropriate vascular surgeon to champion the
acute/community pathway and assist in setting
up a robust clinical pathway spanning both
organisations
 eveloped a bespoke 2 day clinical development
D
course delivered by University of West London
–includes clinical scenarios, practical examples
and an objective structured clinical examination
(OSCE)
Outcomes

P odiatrists usually first to notice ischaemic
foot changes: The programme will enhance
confidence and competence to assess vascular
changes including critical limb ischaemia
T he ability to make timely decisions as to when
to refer to vascular surgeon leading to minimising
potential loss of limb
Improved continuity of care and patient
experience
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3.2 Workforce
It is essential that we have a robust Clinical
Workforce Strategy supporting our new
Trust Clinical Strategy and the delivery of
our Trust Quality Strategy. The ambitions
of the Trust Clinical Workforce Strategy
have been developed and include:
T o make working in the trust an
attractive career opportunity for all
clinical staff, from support worker
through to Advanced Practitioner
T o enable all clinical staff to gain the
skills and knowledge they require to
deliver the right care in the right place
T o enable and support our clinical
workforce to grow and stay with the
Trust throughout their career in the NHS

In order to support these ambitions,
five key priorities have also been
developed which are:
Keeping our own workforce
Growing our own workforce
Supporting staff to do their best
Flexible and responsive
Leading with pride
As part of the initiatives to support the
workforce, the CLCH Community and
Primary Care Nursing Academy has been
developed and implemented. This plays a
vital role in the integration and preparing
the workforce for changes in ways of
working to support the contribution to the
integrated primary healthcare team agenda.

We need to pool together
patients who have similar
levels of fitness but who
have different conditions.
Let’s have a multidisciplinary team approach
and be revolutionary!
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The Academy is a place where staff from all
areas of community and nurses in primary
care can train, learn, share knowledge
and gain professional support. By learning
together both community nurses and
general practice nurses (GPNs) will gain
a greater understanding of each other’s
roles which in turn will improve both the
pathway for patients, and align skills and
career pathways, specifically in nursing.
The Academy will also be a hub for
apprenticeship training, health and social
carers, clinical skills training and pathways
into primary care nursing and district
nursing as well as a centre of excellence
for professional support and guidance.
The Academy will align skills and career
pathways, specifically in nursing.
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3.3 Quality at CLCH
CLCH prides itself on putting quality at
the heart of everything that it does. It is
how we do the work that is described
here in the clinical strategy. This work is
supported by the CLCH Way which is
the approach the trust uses to support
changes that drive improvement as
described in the Continuous Improvement
strategy 2016-2019. These strategies can
be found on the CLCH Hub.
The Quality Strategy 2017-2020
http://thehub/library/
CorporateDocuments/Quality%20
Strategy%202017-20.pdf
The Continuous Improvement Strategy
2016-2019;
http://thehub/ourteams/medical/
ContImp/Documents/Continuous%20
Improvement%20Strategy%20201619%20-%20FINAL.pdf
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4. How

3.4 Learning culture
The concept of organisational learning
is a metaphor. People’s learning is
affected by structures, routines and
practices which, when put together
becomes organisational learning. This
culture is driven by multiple actions from
the organisational actors that both are
affected and affect the pattern of that
culture. The following behaviours create
the conditions for a learning culture.
Supportive learning environment
Psychological safety to be open
Valuing different viewpoints
Being open to new ideas
Time for reflection
Concrete learning processes
Formal systemic and clear processes
for generation, collection,
interpretation and dissemination
of information
E xperimentation with new products
and services
Intelligence gathering
Identifying and solving problems
Focus on education and training
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Leadership behaviour that reinforce
learning
Leaders who actively question
and listen to employees
Leaders who through their behaviour
show they value differing viewpoints
and time spent on identifying and
solving problems
Learning from experience -learning
from success and failures.
Each behavioural attribute can be found
in areas across the Trust but work is
required to embed these across the
whole Trust consistently.
3.5 Information technology
and informatics
Population health analytics that deliver
change through information, are an
important driver for improving the health
of a population.
Information technology
Digital provision is a core component of a
comprehensive offer of care for patients
and key for integration e.g. shared patient
records, video appointments, digital patient
monitoring, and single point of access.

we see our services currently

The current core clinical model provides
a way of thinking about the purpose of
our services, be they prevention or care
through the various life stages (birth to
death).
The workshops confirmed the predominant
focus of our services is around the 0-12
and over 65 age groups. For children there
are a range of prevention and care services;
for older age groups the emphasis is on
continuing care for longer term conditions
and episodic care for rehabilitation.
Each of our 77 service areas would differ
in the degree to which they:
P rovide prevention and
health promotion

Core clinical model

SEL

F - M A NA G E M E N T
Active
support for
selfmanagement
Primary
prevention/

Care
co-ordination

Managing
ambulatory
conditions

Health
promotion

Core
Community
Services

Effective
medicines
management

Secondary
prevention/

Improving
management of
end-of-life care

Integrate with other services
Deploy technology
They also differ in terms of their mix of
professional skills; some are predominantly
nursing, some are uni-professional teams
of therapists, whilst many have a strong
multi-professional approach including
doctors, pharmacist and psychologists.
In general, our services do not currently
take a population view that is proactive
and planned and that impact on mortality,
morbidity, health and wellbeing for a
given population. Our services are much
more geared to the transaction of care
according to an agreed contract.
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It is clear that we have some very good
examples of practice within the Trust. Each
of the first round workshops highlighted
examples and they came together within
some key themes; for example:
 utcome measurement and goal
O
setting (SALT, MSK,)
 DT and team working (LearningM
Disabilities, Barnet Bedded Service,
End of Life team)
Integration with primary care
(COPD in Merton)
S haring of case notes
(Harrow Integrated Service)
P atient enablement
(Diabetes care, Parkinson’s)

One of the critical conclusions from the
workshops was the degree of variation of
practice within services across geographies
and the lack of understanding of what
does and does not work well. Given the
history of the Trust, it is perhaps not so
surprising that incremental enlargement
has led to certain silos of working and
practice.

Best Practice Example
Patient Group

Lead Clinician

 ete Smith
P
Parkinson’s Disease Nurse Specialist
Other Parkinson’s related partner services include. Community Neuro-Rehab
Team (CNRT), Secondary Care Neuro and Elderly services and Parkinson’s
UK (PUK). Referrals are made between services, joint visits and collaborative
working helps improve care.

Participants identified some key
constraints. The inability to access
common patient information was a
feature of many discussions although
there are areas of the Trust where there is
this kind of integration (e.g. Wandsworth).
Other constraints had to do with current
levels of staffing and the ability to work
swiftly to address issues of recruitment
and retention. A final area was access to
technology to enable mobile working.

Patients are given verbal and written information including a Parkinson’s guide,
drug treatment and an anticipatory care plan which helps patients identify
potential causes of sudden deterioration and actions to take.
Patients and carers are given info and encouraged to join local Parkinson’s
support groups and activities. The monthly Westminster meeting is free and
includes a Yoga session plus an educational activity i.e. a talk from a member
of the CNRT or other health related organisations. Patients are also directed to
other groups run by patients or PUK which are listed below.
Provision of information in this way has helped patients understand and selfmanage their condition better and the simple introduction of the anticipatory
care plan has helped reduce unnecessary hospital admissions. Patients and
carers report feeling better supported and group activities improve social
interaction.

Links with Hospital specialists (COPD)
 pplying research to practice
A
(Heart Failure Team)

Any adult with a confirmed diagnosis of Parkinson’s disease whose
GP belongs to the NHS Central London (Westminster) CCG

Further
Development

In partnership with PUK we plan to start another Parkinson’s exercise group
around the St Johns Wood area.

 ccess to services (COPD 8/8/7 and
A
one stop Sexual Health, Duty Advice
Line Richmond 0-19 Out of Hours
Care Merton Night Nursing)
T he three services showcased in
this document
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5. A

vision of services looking ahead

Looking to the future we wish to see
our clinical services:
 eared to impacting on a defined
G
population’s health and well being
P roactively planning preventive and
reactive services to impact on agreed
general outcomes for health and value
 sing this planning to inform and
U
modify demand and capacity

Integrated externally with our partners
in primary and acute care as well as
social care and mental health to plan
and deliver for patients daily and weekly
Aware and connected to the range of
other community resources that could
improve responses to social issues

6. Our

vision of place

This strategy organises services using geography as the organising
principle acknowledging that services have different geographic
identities. Some will be organised and have a close identity around
populations of 30k to 70k. Other services will be organised at
Borough and cross Borough level but will have connections to local
services.
Place based care
Across Boroughs

Sexual Health

Integrated internally much better for
learning and for supporting patients

Walk-in
Centres

Borough Based
250K

Mental Health
Specialities

Specialist
mental
health

MSK
COPD
Specialist

Social care

Some
Community
Mental
Health

3rd Sector
Podiatry

Community
Nursing

Dietetics

14

CLINICAL STRATEGY 2018 – 2021

Therapies

30-70K
population
Care Team

First point
of care
Practitioners

Learning
Disabilities

Sharing of information
amongst divisions and
clinicians will be useful
– there are many areas
where we can learn from
each other.

Some
voluntary
groups
Children’s
speech and
language

Primary
Care

Long-term
Conditions

Homeless
Services

Social care
Continence
Services

Medicines
Management

Rehabilitation

COPD
Specialist
End of
Life
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Acute
Specialities

Respite
Care

Dental
Services
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7. Our

This identity around Place has two
purposes; the proactive planning and
management of a given populations’
health wellbeing; and to more actively
plan interventions for a specific caseload,
to achieve individual outcomes and to be
productive.

30 – 70k
 emographics (age structure,
D
deprivation levels

Priority setting
Targeting

 ortality and Morbidity (incidence
M
and prevalence of LTCs, special needs
for children etc.)
 ealth status (life expectancy,
H
smokers, drug use etc.)

There are two implications for this
orientation.
The first is a requirement to systematically
source, analyse and present up to date and
accurate data including information on
public health and wellbeing presented at
the level of care delivery. This information is
matched with much better data on service
usage both over time and compared to
other like services. This may be internal or
external, in other words the organisation
continuously uses benchmarking to inform
conversations about improvement.

For planning purposes

 ey indicators of local health (e.g.
K
diabetes indicators across practices)

 ap analysis and
G
investments
Case load planning
 valuation of outcomes
E
at population level

S ervices (health, social care,
voluntary sector)
Local costs data
Referral rates to acute across practices
 &E attendances and admissions
A
across practices

Individual Patient

The second is the development of local
knowledge regarding the local statutory,
non-statutory and community assets that
are presented in an easily available format
and is kept up to date.

Understanding needs

Personal and family status

 lanning interventions
P
(scheduling and
programming)

Assessments

At the proactive planning level, we
need to ensure the right professionals
are brought together face to face or
virtually to share information, to agree
priorities and outcomes and then later
to review progress. This requires a deep
understanding of care delivery within
the identified area and a relentless
focus on building and sustaining
strong relationships within that clinical
community. To enable the clinical
professionals to function effectively
CLCH will need to support these
communities to be able to view and
understand population data using critical
analysis as well as develop professionals
in skills such as health education and
coaching, social prescribing.

Re-assessments
 istory of medications and
H
interventions
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Integration will be enabled through
leadership development, good
organisation development (training
and facilitation of teams) and
technology. The latter is critical in
enabling improved connectivity for
information transfer and meetings.

CLCH provides itself on
putting quality at the
heart of everything it
does. It is how we do the
work that is described in
the clinical strategy.

 valuations against
E
outcomes

Integrated care plan

The levels and type of data that are
required are set out in the table below:

At the level of individual patient service
delivery, integration will be achieved
through multi-disciplinary team meetings
(real or virtual), access to shared patient
information and supported by common
processes of assessment and planning.
Integration might be enhanced through
co-location of services and supported by
case management and care navigation.
We already have some very good practice
around this level of integration but we
need consistency across our services.

For individual care planning
and management

Contact details

Care history

vision for integration

CLINICAL STRATEGY 2018 – 2021
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8.

Best Practice Example
Service

Lead Clinicians

We have identified 5 areas for action.

East Merton Primary Care Home (EMPCH)
and CLCH Merton Cardio-Respiratory Service
 isele Partaker
G
Clinical Operations Lead, CLCH Merton Cardio-Respiratory Service
S ayanthan Ganesaratnam
Clinical Director - South Division

Further
Development

Our strategy for clinical services

The EMPCH is a provider-led project that aims to improve the quality and delivery
of care through working with other providers including education and working
at scale (up to a 50,000 patient population). As part of this, our CLCH Merton
Cardio-Respiratory Service was invited to a network meeting with two EMPCH
GPs. To date the CLCH service and the EMPCH GPs have had three meetings
discussing ideas for joined up work such as:
1. N
 etworking with GPs and Practice Nurses (PNs): to promote open
communication between EMPCH and CLCH, including the ability to attend
GP practice meetings and discuss cases as well as take complex cases to be
discussed at existing consultant clinical supervision sessions attended by CLCH
2. D
 ata: to analyse prevalence for COPD, asthma and heart failure to guide
service provision.
3. C
 ase finding: to reduce the gap between expected and registered prevalence
for COPD, asthma and heart failure and identify suitable cohorts of patients
for interventions such as admission avoidance care plans, cardiac or
pulmonary rehabilitation and medication review.
4. C
 LCH Respiratory and Heart Failure clinics based in primary care: to
improve access and offer opportunities to build professional relationships
between CLCH and EMPCH and sitting in training for PNs. Two CLCH clinics
(Respiratory and Heart Failure) have already been set up in East Merton as
part of this.

1.	
A focus on getting the basics right.
This means having plans in place for
appropriate staffing and skill mix with
technology support to enable mobile
working and to support the planning
and delivery of care for individual
patients. There is a need to fast track
the integration of information systems
or at least have an effective work
around.
2.	
Developing our sense of Place-based
on access to good public health
information and improved data on
resources working with our primary
care providers to agree priorities
and general outcomes. (There are
some areas in the Trust that are more
developed in this regard than others.
The recommendation is to focus on
these as early pilots).
3.	
Understand our community assets,
mapping and publishing them to
support clinical teams to access them in
the delivery of holistic care.

4. Increasing the Trust’s focus on public
health – strengthening links with
public health schools, appointing a
public health champion and each year
agreeing a campaign on an important
disease area.
5.	
Strengthening connectivity – building
shared knowledge, research, learning
and development using improved IT
infrastructure to mitigate the wide
geographical spread of the Trust.
Considering the interoperability of
clinical IT systems that allow connection
across CLCH, GP and acute with some
visibility of social care. We need to
make sure that best practice is known
about and is transferred into practice.
We should be optimising the use of our
Hub to do this alongside planned face
to face exchange.
This clinical strategy needs to integrate
with the strategies being developed for
workforce, ICT and primary care.

5. C
 ardio-Respiratory Primary care Education: to establish a regular
workshop session for primary care/community teams on the diagnosis
and management of respiratory and cardiac conditions.
Further
development
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The CLCH and EMPCH relationship is a work-in-progress and CLCH is planning
to meet up again with the EMPCH GPs to continue on the work.
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10.
9.

Summary

We are talking about a cultural shift for
the Trust in thinking and acting both
locally and across services with the same
strength of drive. The emphasis is on active
collaboration and teamwork at a local level
and across services, enabled by improved
information, leadership and organisation
development. This strategy and the process
used to develop it, have opened up the
discussion but implementation of the
general policy needs team endorsement
through the planning and performance
review process.

 LCH Clinical Strategy
C
plan on a page

What is the vision for change?

Why is this important to our organisation?

To inspire CLCH clinicians to become the stewards of their care
communities

A transformation of community services is required,
(Kings Fund 2018)

How will we measure success?

How will we show progress towards
our Vision?

Community resources working alongside GPs, with quarterly
data on place, analysed using SPC driving operational resource
allocation and annual planning supported by clinical and
systems experts with one annual health prevention campaign

% practices with MDT linked to PCH; % trust with patient level
data at ward level;% teams with joint annual plan; % impact
on chosen disease prevalence; all boroughs have asset maps

What people, teams and processes need to change in order to realise our vision?

These next steps have been collated into
a high level summary captured within the
‘Plan on the Page’, below. This format
has been used to enable teams to keep
updating their plan as time passes.
The agreed document will be shared
with local patient groups and forums and
feedback from those discussions will be
used to update the ‘Plan’ as required.

Redesign of operational clinical staff with improved access to data and knowledge – affects all staff but in particular BI/IT and communications
Learning and development need to support increase in knowledge of QI and critical thinking and data interpretation
Refresh of all clinical staff on public health, patient activation, Making Every Contact Count (MECC), motivational interviewing
Connect and support staff across Place and across service line

What actions will we – the senior team-do to support people through change?
Invest in getting the basics right whilst building capabilities to give clinical staff useful knowledge on local need-we will share this with partners
in Place to support joint working
We will use communication infrastructure to enable staff to connect with others-, viewing that time as valuable to clinicians and managers
We will drive organisational focus on community stewardship

Our vision is to improve
services for patients,
the population and the
system by integrating
community services and
General Practice.

The most important
changes

What is the plan?

Experiments being
planned

Getting basics right

Support small number Primary Care
Homes PCHs

Provide knowledge to staff

Public health campaign annually

Case Study of Merton PCH as a video

Champions and resources for Public
Health and community asset mapping

Colleague Pledge

Meet with Imperial School of Public
Health

Increased professional networks
Focus on high priority areas to develop
change culture based on data

Bi-annual clinical conference

Add Place to business plans
TTT card- Tell the Team
Video conferences –minimum 4 in
January 2019
GP Locality attendance from CLCH
operational teams
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The process of the clinical
services strategy refresh

Appendix 1

It was important to involve senior
professionals in the review of services
and in shaping the changes therefore
two rounds of geographically based
workshops were organised bringing
children’s and adult services together.
The purpose of the first round in
July was to generate an improved
understanding of services and to prompt
exchange of good practice. The external
policy influences were explained and
the clinical leaders began to examine
their aspirations for development within
this changing context. There was then a
period of reflection back in their service
teams supported by web based access to
output and short videos.

Notes

The page was available on the CLCH
Hub site by following the ‘Our Team’
link to find the medical directorate
page and at the following link:
http://thehub/ourteams/medical/Pages/
Clinical-Strategy-Refresh-2018.aspx
The page has within it the summarised
outputs from the co-design events, the
key strategic documents and links to 3
videos of the CEO and medical director
where they discuss the key strategic drivers
that they have noticed and the impact
they believe these changes will have.
The second round of workshops in
September moved the discussion
forward into a simulation of the
implications of having a Place based
population health and integrated care
approach. These processes provided a
series of products to support the strategy
refresh; an iidentification of best practice
currently and of current blockages and
constraints and finally a vision for how
services might work in future.
There is a forum page on the site to
enable on-going dialogue between
clinicians which can be accessed by
clicking on this link: http://thehub/
ourteams/medical/Pages/ClinicalStrategy-Refresh-2018.aspx
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