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NORTH CENTRAL LONDON SECTOR 
JOINT HEALTH OVERVIEW AND 
SCRUTINY COMMITTEE 
 

 Contact: Robert Mack 

Friday 29 November 2013 10:00 a.m.  Direct line: 020 8489 2921  
Barnet Town Hall, The Burroughs, Hendon 
NW4 2ER 

 E-mail: rob.mack@haringey.gov.uk 

   
 
Councillors: Alison Cornelius and Graham Old (L.B.Barnet), Peter Brayshaw and 
John Bryant (Vice-Chair) (L.B.Camden), Alev Cazimoglu and Anne Marie Pearce 
(L.B.Enfield), Gideon Bull (Chair) and Dave Winskill (L.B.Haringey), Jean Kaseki and 
Martin Klute (L.B.Islington),  
 
Support Officers: Andrew Charlwood, Linda Leith, Robert Mack, Peter Edwards and 
Shama Sutar-Smith 
 
AGENDA 
 
1. WELCOME AND APOLOGIES FOR ABSENCE    
 
2. DECLARATIONS OF INTEREST  (PAGES 1 - 2)  
 
 Members of the Committee are invited to identify any personal or prejudicial interests 

relevant to items on the agenda.  A definition of personal and prejudicial interests is 
attached. 
 

3. URGENT BUSINESS    
 
4. MINUTES  (PAGES 3 - 12)  
 
 To approve the minutes of the meeting of 4 October 2013. 

 
5. CANCER AND CARDIOVASCULAR SERVICES RECONFIGURATIONS  (PAGES 

13 - 116)  
 
 To consider proposals to reconfigures cancer and cardiology services in north and 

north east London.  
 

6. SPECIALISED COMMISSIONING    
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 To report on the commissioning of NHS specialised services and, in particular, patient 
pathways and the forward programme for change. 
 

7. DENTISTRY    
 
 To report on the commissioning of NHS dental services, including access to out of 

hours services. 
 

8. RECOVERY OF COSTS BY NHS TRUSTS FROM NON UK NATIONALS    
 
 To report on the approach adopted to the recovery of costs from non UK nationals by 

the following NHS acute trusts; 

• Barnet and Chase Farm Hospitals; and 

• UCLH. 
 

9. CALL TO ACTION  (PAGES 117 - 124)  
 
10. JHOSC SEMINAR    
 
 To report back on the outcome of the JHOSC seminar on the implications of the 

Francis report. (Report to follow). 
 

11. WORK PLAN AND DATES FOR FUTURE MEETINGS  (PAGES 125 - 126)  
 
 
 
19 November 2013  
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NO 

NO 

YES 

NO 

DECLARING INTERESTS FLOWCHART - QUESTIONS TO ASK YOURSELF 
 
 

What matters are being 
discussed at the meeting? 

Do any relate to my interests whether 
already registered or not? 

Is a particular matter close to me? 
 
Does it affect: 
Ø me or my partner; 
Ø my relatives or their partners; 
Ø my friends or close associates; 
Ø either me, my family or close associates: 

• job and business; 

• employers, firms you or they are a partner of and companies 
you or they are a Director of 

• or them to any position; 

• corporate bodies in which you or they have a shareholding of 
more than £25,000 (nominal value); 

Ø my entries in the register of interests 
 
more than it would affect the majority of people in the ward affected by the 
decision, or in the authority’s area or constituency? 
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You can participate 
in the meeting and 
vote 

Does the matter affect your financial interests or 
relate to a licensing, planning or other regulatory 
matter; and 
Would a member of the public (knowing the 
relevant facts) reasonably think that your 
personal interest was so significant that it would 
prejudice your judgement of public interest? 
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NO 

YES 

YES 

You may have a 

personal interest 

Note: If in any doubt about a potential interest, members are asked to seek advice from 
Democratic Services in advance of the meeting. 

 

Do the public have speaking rights at the meeting?  
 

You should declare the interest and 
withdraw from the meeting by leaving 
the room.  You cannot speak or vote 
on the matter and must not seek to 
improperly influence the decision. 

You should declare the interest but can remain 
in the meeting to speak.  Once you have 
finished speaking (or the meeting decides you 
have finished - if earlier) you must withdraw from 
the meeting by leaving the room.   

YES 

You may have a 

prejudicial interest 

Declare your personal interest in the matter.  You can 
remain in meeting, speak and vote unless the interest is 
also prejudicial; or 
If your interest arises solely from your membership of, 
or position of control or management on any other 
public body or body to which you were nominated by 
the authority e.g. Governing Body, ALMO, you only 
need declare your personal interest if and when you 
speak on the matter, again providing it is not prejudicial. 
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North Central London Sector Joint Health Overview and Scrutiny Committee 
 

4 October 2013 
 

Minutes of the meeting of the North Central London Joint Health Overview and 
Scrutiny Committee held at Haringey Civic Centre on 4 October 2013  
 
Present  
  
Councillors Borough 
Gideon Bull (Chair) 
Arjun Mittra 
Graham Old 
John Bryant (Vice Chair) 
Alev Cazimoglu 
Anne-Marie Pearce 
Dave Winskill 
Martin Klute  

LB Haringey 
LB Barnet 
LB Barnet 
LB Camden 
LB Enfield 
LB Enfield 
LB Haringey 
LB Islington 

1. WELCOME AND APOLOGIES FOR ABSENCE 

 
Apologies for absence were received from Councillor Cornelius, Rawlings (Cllr 
Mittra deputising) and Kaseki.   
 
Members of the Committee expressed disappointment at the late postponement 
of the visit to the 111 service and requested that a new date be identified before 
the end of October.  In particular, this would enable it to feed into work that was 
being done by Camden’s health overview and scrutiny committee on out-of-
hours care.   Members also requested that papers for future Committee 
meetings be made available in advance of the meeting and in one tranche. 
 
In respect of the agenda item on Cancer and Cardiovascular Service 
Reconfigurations, the Chair reported that this item had been deferred.  This was 
because NHS England had not been able to approve the case for change in time 
for the meeting.  A meeting had taken place recently with the Chairs of all three 
joint health overview and scrutiny committees (JHOSCS) covering north and 
north east London with officers from the Commissioning Support Unit, who were 
leading on the issue on behalf of NHS England.  It had been reported at the 
meeting that it was likely that a full public consultation would be required.  There 
was a statutory requirement for a joint committee of all the local authorities 
affected to be set up but it had been agreed that consultation, in the first 
instance, would be through the existing JHOSCs.  A larger joint committee of all 
boroughs affected would be set up in the meantime and this would meet at the 
end of the process to agree a composite response. 
 

2. DECLARATIONS OF INTEREST 
 

Councillor Gideon Bull declared that he was an employee at Moorfields Eye 
Hospital but did not consider it to be prejudicial in respect of the items on the 
agenda.   
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3. URGENT BUSINESS 
 
 None.  

4. MINUTES  

 
RESOLVED  

 
That the minutes of the meeting of 19 July be agreed as a correct record. 

 
5. MOORFIELDS EYE HOSPITAL  
 

John Pelly, the Chief Executive of Moorfields Eye Hospital reported on the 
services provided by Moorfields as well as information on its proposed re-
location.  Moorfields was the oldest established eye hospital in the world.  It 
treated a wide range of eye conditions, including both routine and rare 
conditions.  Just over half of the hospital’s activity took place on its City Road 
site with the remainder taking place in 19 different locations in and around 
London.  In some locations, their services supplemented the work of other 
hospitals whilst elsewhere Moorfields ran the full range of ophthalmic services. 
They were also a world renowned centre of research and a teaching centre for 
undergraduate doctors and other professionals.   
 
The site in City Road was now very old with the Children’s Centre being the only 
new part.  The Board had therefore decided to relocate and the Kings 
Cross/Euston area was considered to be the best potential option for the 
hospital to re-locate to.  There were currently a number of options within the 
area that were being considered. 

 
The Vice Chair reported that the NHS organisations had previously not always 
followed through their interest with the developer in the Kings Cross central area 
and this could possibly influence the developers’ attitude to Moorfields.  Mr Pelly 
accepted this but stated that there were nevertheless other options, including 
sites that may come onto the market in the future.  The costs were likely to be 
around £300 million.  Finance would come from a number of sources.  Under 
any scenario, a presence would be maintained on the City Road site.  Future 
plans would be subject to consultation with patients and health overview and 
scrutiny committees. Engagement would be led by the Clinical Commissioning 
Groups (CCGs), who had specific responsibility to engage.  It was possible that 
there might be some double running of services when the new buildings opened. 

 
The Committee expressed its support for the proposals. It noted that the hospital 
was a foundation trust and was therefore able to finance the re-location without 
external involvement, although the plans would need to be acceptable to Monitor 
and the Treasury.  UCL were the hospital’s academic partner and would be 
contributing to the cost.  

 
In answer to a question, Mr Pelly stated that the hospital was looking at where 
its patients came from and whether they could be dealt with at another site.  

Page 4



They had noted that 60% of patients being treated at the City Road site passed 
by another Moorfields facility on their way there.  Work was required to persuade 
patients to go instead access other Moorfields facilities, where they could 
receive the same level of care. 

 
The Committee emphasised the importance of effective engagement in order to 
secure full support for the plans.  A location close to Kings Cross was likely to 
attract more foreign patients.  In answer to a question, Mr Pelly reported that 
Moorfields were likely to both stay and expand their presence on the St Ann’s 
site in Tottenham.   

 
RESOLVED 

 
That the Chief Executive of Moorfields Eye Hospital be requested to report 
further to the Committee on plans for the re-location of the hospital in due 
course. 

 
6. ACCIDENT AND EMERGENCY (A&E)  
 

The Committee considered A&E performance statistics within acute hospitals in 
north central London as follows: 

 
Barnet & Chase Farm:   Janet Mustoe, Dr Tim Peachey and Dr Bal Athwal, 
attended the meeting from Barnet and Chase Farm hospitals.  They reported 
that the trust’s figures covered two separate district general hospitals sites – 
Barnet and Chase Farm.  The Barnet site was the slightly busier of the two.  
There had been challenge in improving performance in quarter 1.  Post Acute 
Care Enablement and a Triage Elderly Assessment Team, which aimed to treat 
elderly people as quickly as possible, were being established on the Barnet site.  
At Chase Farm, around 40% of patients were now treated by GPs. A Rapid 
Improvement Plan, which was led by Enfield CCG Urgent Care Board, was in 
place. 

 
In answer to a question, the Panel noted that there was no hard evidence of 
patients being misdirected to A&E following consultation with the 111 Service.  
However, it would be possible to obtain relevant data on referrals from the 111 
Service.  It was agreed that the Trust would liaise with the 111 Service and 
analyse referral data to confirm that patients were being referred to A&E 
appropriately by the 111 Service. 

 
It was noted that there was some anecdotal evidence that patients preferred to 
attend A&E instead of visiting their GP.  Information was passed to GPs on 
contact between their patients and the 111 Service but this did not specify what 
happened next as a result of the call.  This meant that GPs were not getting a 
full picture of the situation.  It was also noted that Barnet’s performance for time 
to initial assessment was better than some hospitals that had Urgent Care 
Centres.  

 
In answer to a question, it was noted that Enfield Council was working with the 
Trust and NHS community services to improve care for older people and had 
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provided £2 million of funding to facilitate this.  In particular, elderly people were 
now dealt with at the “front door”.  The Trust had also prioritised actions that 
made the most impact in treating them. 

 
Dr Peachey reported that disaggregated data was available for each of the two 
sites that the Trust was responsible for but aggregate data for both sites was 
required to be published.  There were currently challenges in maintaining 
performance on the Barnet site due to ongoing building work. 

 
North Middlesex University Hospital:  David Donegan and Julie Lowe attended 
the meeting from the North Middlesex Hospital.  They reported that the hospital 
dealt mainly with patients from Enfield and Haringey.  A&E operated out of a 
single site.  Additional funding was being invested in it, including the employment 
of additional doctors.  The Trust was part of Haringey Urgent Care Board.   Time 
to decision was currently improving and the Trust was happy with present 
performance. 

 
Ms Lowe reported that the improvements to the hospital that had been 
introduced as a result of the Barnet, Enfield and Haringey Clinical Strategy had 
made it a more attractive option to A&E consultants and it was becoming less 
difficult to recruit.  A large percentage of patients used the Urgent Care Centre 
and there was a need to make sure A&E was used appropriately.  Priority was 
given to blue light calls but the department was big enough to cope with some 
demand from patients who could be treated elsewhere.  Demand for A&E was 
currently static but was expected to increase.  This had been planned for though 
and therefore could be accommodated. 

 
Mr Donegan reported that total time in A&E was currently less than 4 hours for 
98/99% of Urgent Care Centre patients.  Admission avoidance was nevertheless 
important.  The key issue driving the trust’s performance challenge was delayed 
discharges into the community and differences between local authority 
approaches. The Trust worked closely with partners, including adult social care, 
to address this.  Teleconferencing with GPs was being used and it was planned 
to expand this.   

 
In terms of referrals from the 111 service, there was no specific information that 
the trust currently held other than anecdotal.   

 
Royal Free:  Dr Steve Shaw and Kate Slemeck attended the meeting from the 
Royal Free.  There had been a presumed impact from the new 111 service but 
that service now seemed to be “bedding in”.   The Trust had now been compliant 
with waiting time standards for 23 consecutive weeks.   

 
Committee Members commented on the fact that the average for total time in 
A&E had been 239 minutes for all three of the periods quoted in the statistics.  
The Trust acknowledged the fact the figures might appear questionable and 
agreed to check them and report back.  Aside from these figures, Committee 
Members felt that the statistics were good. 
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The Trust reported that urgent care was an integral part of their A&E.  The 
performance of A&E was reflective of that of whole hospital.  Senior presence in 
A&E was particularly important.   
 
Committee Members commented that, despite there being an urgent care centre 
on site, patients had to wait longer to be seen initially at the Royal Free than 
other hospitals but that the time that it took for a decision to be taken regarding 
treatment was significantly better.  The Trust stated that this was due to the 
hospital using a different approach to patients than other trusts.    

 
In terms of the affects of the 111 service, the Trust was of the view that this had 
now settled down.  Camden and Islington CCGs were doing some work on this 
area through urgent care boards. 

 
University College London (UCL):  Dr Jonathan Fielden and Dr Daniel Wallis 
attended the meeting from UCL.  The A&E service had been under pressure, as 
indicated by the statistics.  In particular, the Emergency Department was in the 
middle of a 3 year rebuild to accommodate current and future pressures. There 
had been a significant growth in attendances but this had not been translated 
into a proportionate increase in admissions.  The percentage of patients that 
could have been seen in primary care was relatively unchanged at around 8%.  
The local population was changeable.  It was known that if they went to A&E at 
UCL, they could be seen very quickly by world class clinicians. Evidence 
suggested that it tended to be young people (18-45) who were inclined to prefer 
attending A&E to visiting their GP for a consultation.  Patients also came from a 
wide area across all of london, perhaps due to the convenience of access of 
UCLH, including some who attended on their way to work.  There was concern 
at the continuing increases in attendance and work was being undertaken to 
facilitate a cultural shift, although to date no one had managed to achieve this at 
large scale. 

 
Committee Members highlighted the fact that the figure of 8% for patients that 
could have been treated instead in primary care differed from other figures that 
had been given by NHS bodies, which ranged from 15% to 40%.  The Trust 
responded that it was difficult to be exact.  The criteria that had been used for 
their statistics was patients that were seen and did not require any further 
investigation.  There were probably other categories of patients that could also 
be treated effectively in a primary care setting  

 
Committee Members drew attention to the apparently high figures for the length 
of time to initial assessment.  The Trust reported that there was partly an issue 
with the quality of data and that this had arisen due to IT problems.  The current 
median was 12 minutes and 60% of patients were seen within 15 minutes.  It 
was very rare for there to be a significant ambulance queue as ambulance 
handover statistics showed.  There were also problems with the time to 
treatment figure.  The Trust understood concerns about the figures, particular in 
respect to the most recent quarter.  However, the Trust had met the necessary 
standards for 2012/13 and for quarters 1 and 2 of 2013/14.  Although there had 
been an increase in the number of attendances, these had generally been for 
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minor illnesses and injury.  They were not aware of any tangible increase in the 
number of inappropriate attendances due to the introduction of the 111 service. 

 
Whittington:  Carol Gillen attended the meeting from the Whittington Hospital.  
She reported that the time to treatment had proven to be the biggest area of 
challenge and the focus was currently on improving the statistics for this.  
Quarter 1 had been particularly challenging, with an extended winter season. As 
part of ongoing work, the Emergency Department was reviewing its staffing 
levels and skills mix. The Trust had received NHS winter pressures funding.  It 
was working with partners in Haringey to provide a rapid response to vulnerable 
patients.  This involved joint work being undertaken with district nurses and 
social workers.   

 
There had been a surge in attendances earlier in the year but this had now 
subsided.  A snapshot of activity had been undertaken in September for 
Camden and Islington Urgent Care Boards and it was agreed that this would be 
shared with JHOSC Members.  

 
Committee Members commented that the unplanned re-attendance rate was 
very low.  The Trust responded that this was due to close working with 
community health services and social care. A whole systems approach was 
followed and this had led to real improvements, especially in Haringey. Good 
practice was shared informally, through Urgent Care Boards and UCL partners.  
In Islington, integrated working was being progressed with shared posts and 
budgets.   

 
RESOLVED 

 
1.  That Barnet and Chase Farm hospitals be requested to liaise with the 111 

Service to provide details of referrals and whether patients are being referred 
to A&E appropriately by the 111 Service; 
 

2. That the Royal Free be requested to confirm the validity of their data in 
respect of total time in A&E; and  
 

3. That the Whittington be requested to share their snapshot of A&E activity with 
the Committee. 

 
7. ACQUISITION OF BARNET AND CHASE FARM HOSPITALS BY ROYAL 

FREE  
 

Kim Fleming, from the Royal Free, reported on the potential acquisition by the 
Royal Free of Barnet and Chase Farm hospitals.  The acquisition was intended 
to advance the clinical strategy of the health economy for the next five years.  
There were a number of challenges that needed to be addressed.  There were 
likely to be marked changes in population.  In particular, there was likely to be 
more older people, especially in outer London.  There would also be changes to 
the NHS.  Standards were rising and more care was consultant delivered.  There 
was also likely to be a significant gap in funding by 2018-19.  A final decision 
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would be made in the spring regarding the acquisition.  This would be after the 
final decision on the implementation of the BEH Clinical Strategy.   

 
The only changes that were envisaged to clinical services and their distribution 
between the hospitals that would be part of the trust should the acquisition go 
through would be to the most specialised services.  Most of these had already 
been subject to change or were in the process of changing.  It was recognised 
that the Royal Free Hospital had accessibility issues and it was therefore not 
intended to require patients currently treated elsewhere to go there instead.  The 
benefits of the acquisition would arise from being better able to assist 
commissioners in achieving their objectives, economies of scale and better 
buying power.   

 
Mr Fleming stated that the Royal Free would need to determine the achievability 
of savings from the acquisition in order to decide whether it was a viable 
proposition.  No decision had been made as yet.  The trust was aware of 
changes implicit in the BEH Clinical Strategy.  They were also aware of the 
potential for surplus land on the Chase Farm site but had not made any decision 
about disposal or the ring fencing of receipts.   

 
The Committee noted that the potential transaction had not arisen from any 
financial challenge that the Royal Free might face.   There were gains to be 
made from learning and there had been a number of meetings regarding 
specialities.  The potential benefits to be gained from the acquisition had been 
looked at and the results so far were very positive.  For example, there would be 
easier access to research trials for patients.  

 
Committee Members commented that there was now only 7 weeks until the BEH 
Clinical Strategy went live and the acquisition would now mean the involvement 
of another hospital.  It was unclear what the impact of this would be.  It was felt 
that clarity was needed on exactly what was being proposed and the rationale 
behind it.  Concern was also expressed at how the Committee had found out 
about the proposed changes.  It was felt that there was not yet enough 
information available to form an opinion regarding the potential benefits. There 
was a need for the Committee to be apprised of the strategic factors influencing 
the decision. The Committee had been given the impression that there was little 
alternative for Barnet and Chase Farm hospitals than to go along with the 
acquisition.   

 
Mr Fleming stated that the Trust was happy to respond and participate in 
dialogue.  He was happy to come back to the Committee to discuss the issue in 
greater detail.  It was up to the Royal Free board and Monitor to decide whether 
the acquisition should go ahead.  The alternatives that might be available for 
Barnet and Chase Farm were a matter for their trust board to decide.  Any delay 
in implementing the BEH Clinical Strategy could possibly have implications for 
the timetable for the acquisition. They also felt that the views of commissioners 
needed to be considered as part of this discussion.  

 
Mr Fleming stated that the acquisition, if it went ahead, would likely to be 
completed in April, and therefore it might make sense to have such a discussion 
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ahead of this date.  Overall the clinical benefits of the potential acquisition 
remained clear.  However, there was some caution regarding financial issues. 

 
RESOLVED 

 
That a further detailed item regarding the acquisition of Barnet and Chase Farm 
hospitals by the Royal Free including the strategic factors influencing decision 
making and the potential implications be considered by the Committee at an 
appropriate time and that this include specific input from commissioners. 

 
8. CANCER AND CARDIAC SERVICE RECONFIGURATIONS  
 

The Chair reported that this item had been deferred until the next meeting as the 
case for change had not yet been agreed by NHS England.    

 
9. BARNET, ENFIELD AND HARINGEY CLINICAL STRATEGY - UPDATE  

 
Julie Lowe, Chief Executive of North Middlesex University Hospital and Siobhan 
Harrington, Programme Director, BEH Clinical Strategy reported on progress 
with the implementation of the strategy.  The overall aim of the strategy was to 
provide safer, high quality care.  A joint meeting of the CCGs of Barnet, Enfield 
and Haringey in September had agreed to the changes proceeding this winter.  
The two acute trusts had previously confirmed that they were ready to implement 
the changes.   
 
It was considered that undue delay could jeopardise patient safety.  On 20 
November, the labour ward at Chase Farm would close whilst on 9 December, 
A&E would close to ambulances from 3am, with the Urgent Care Centre opening 
at 9am.  However, the vast majority of patients who were currently using A&E 
would still be able to receive their treatment at Chase Farm Urgent Care Centre.  
Recruitment for additional posts at the North Middlesex Hospital was going well.  
In particular, the Trust has successfully recruited A&E consultants.   
 
Committee Members questioned whether a merger between Barnet and Chase 
Farm and the North Middlesex Hospital (NMUH) might be more appropriate.  
Barnet and Chase Farm hospitals were viewed as not being viable financially as 
stand alone foundation trusts whereas the NMUH was considered to be on its 
journey to Foundation Trust.   It was noted that had been a feasibility study 
conducted some time ago considering the potential viability of a merger of 
Chase Farm and NMUH which concluded that this was not a viable option for 
Foundation Trust.  
 
Committee members expressed concerns that the acquisition of Barnet and 
Chase Farm by the Royal Free could lead to changes to the Clinical Strategy, 
but Ms Harrington confirmed that the Royal Free was committed to implementing 
the Strategy in full.   
 
Ms Lowe reported that the National Trust Development Agency was responsible 
for determining the long term future of Barnet and Chase Farm hospitals and 
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NMUH as they were both currently not foundation trusts.  NMUH currently had 
little involvement with the Barnet site of Barnet and Chase Farm hospitals. 
 
Committee representatives from Enfield stated that their position was already 
well known and that it was the Council’s decision to seek judicial review of the 
decision to implement the strategy.  Ms Harrington stated that she was 
disappointed by the Council’s decision.  There were significant concerns at the 
possible impact on patient safety if the action by the Council led to delays in 
implementing the strategy.  There was commitment from the CCGs and the 
acute trusts to progress the implementation of the strategy to the planned 
timescale. 
 

10. MEETING OF MEMBERS FROM BARNET, ENFIELD AND HARINGEY TO 
CONSIDER ISSUES RELATING TO BEH MHT  

 
Rod Wells and Dave King, from Haringey Needs St Ann’s Hospital, addressed 
the meeting regarding concerns about mental health provision on the St Ann’s 
N15 site.  The number of mental health beds on the site had been reduced in 
recent years from 50 to 35 and they were of the view that expanded mental 
health provision on the site needed to be provided as part of its redevelopment 
as current capacity was inadequate. In addition, they felt that there needed to be 
an integrated child care centre within the plans.  They felt that the Committee 
needed to look closely at mental health services and, in particular, should re-visit 
the issue of the response by Barnet, Enfield and Haringey Mental Health Trust to 
the recent CQC reports at an early stage.  
 
Committee Members stated that mental health trusts were facing continuing 
increases in demand for their services whilst their funding was being reduced 
every year.  There were also differences in the funding levels provided for each 
of the three boroughs that the Mental Health Trust covered.   
 
RESOLVED: 

 
That health scrutiny committees within Barnet, Enfield and Haringey be updated 
in three months time on progress achieved by Barnet, Enfield and Haringey 
Mental Health Trust in responding to issues raised by the Care Quality 
Commission in recent inspections of services. 

12. FORWARD WORK PROGRAMME 

 
The Committee noted that NHS England were ultimately responsible for the 
allocation of GP funding and requested that an item be placed on a future 
agenda on this issue. 
 
RESOLVED: 
 
That the issue of GP funding be added to the work plan for future meetings. 

 
Gideon Bull 
Chair 
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Meeting finished at 13:15 
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NHS NORTH CENTRAL LONDON BOROUGHS:  Barnet, Camden, Enfield, 
Haringey and Islington 

WARDS: ALL 

PRESENTATION TITLE:  Specialist cancer and cardiac service reconfiguration 

PRESENTATION OF:   

Neil Kennett-Brown, Programme Director,  Change Programmes, North and East London CSU 

Clinical representatives from London Cancer North and East and UCLPartners. 

FOR SUBMISSION TO:   

Inner North Central London Joint Health Overview & 
Scrutiny Committee 

MEETING DATE:  

29 November 2013 

EXECUTIVE SUMMARY OF PRESENTATION: 

Background to the proposals 
A 2010 pan-London review found that cancer and cardiovascular services in the capital did not always 
give patients the best chance of survival and the best experience of care. Public engagement on the 
pan-London case for change and model of care was undertaken in 2010 (cardiovascular care and 
cancer care). 
 
Building on the pan-London review, clinicians (working through the academic health science network 
UCLPartners for cardiovascular care and London Cancer North and East the integrated cancer 
system for north and east London and west Essex for cancer care) have looked at how best to 
improve services locally. 
 
As commissioners, NHS England has published a case for change and begun engaging with the 
public, patients and staff to gather views on the clinical recommendations, and to inform the 
development of a business case, and period of any further engagement. The engagement will run 
from 28 October to 4 December 2013. 
 
Cancer pathways 
London Cancer has established a number of cancer pathway groups involving clinicians, GPs and 
patient representatives. By building on the Model of Care, and with an ambition to provide the quality 
of care that patients deserve, London Cancer North and East’s pathway groups have  developed 
clinical recommendations for providing the cancer services across north and east London and west 
Essex. While most cancer care would remain unchanged and would be provided locally, clinicians are 
recommending specialist services for the following five pathways in fewer specialist centres: 

• Brain cancer surgery 

• Head and neck cancer surgery 

• Urological (bladder, prostate and kidney) cancer surgery 

• Stem cell transplants and treatment of acute myeloid leukaemia  

• Oesophago-gastric (upper GI) cancer surgery. 

 

If London Cancer North and East’s recommendations are fully implemented as proposed, the change 
of activity at University College London Hospitals NHS Foundation Trust (UCLH), Royal Free London 
NHS Foundation Trust (Royal Free) and Barnet and Chase Farm Hospitals NHS Trust (BCF) is 
shown on the diagrams below. 
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An overview of the location of all specialist centres for the five pathways under review can be found 
on page 11 of the case for change. 
 
Cardiovascular services 
Separately, clinicians are proposing to improve patient outcomes through integrating specialist 
cardiovascular services. The proposal is for specialist cardiovascular currently offered by both 
University College London Hospital (UCLH) NHS Foundation Trust and Barts Health NHS Trust, to 
come together in a single centre for excellence at St Bartholomew’s Hospital in late 2014.  
 
The services provided at the London Chest Hospital, operated by Barts Health NHS Trust, are already 
planned to move to St Bartholomew’s in 2014 and this new clinical proposal would see the cardiac 
services from UCLH’s Heart Hospital (Marylebone, London Borough of Westminster) also relocated to 
create one centre of excellence.  
 
Most people who are currently referred to The Heart Hospital live in north-central London and most 
people who are referred to The London Chest Hospital live in north-east London. So travelling to an 
integrated cardiovascular centre at St Bartholomew’s Hospital would be a reasonable alternative for 
patients who are currently treated at The Heart Hospital. 
 
Options appraisal  
NHS England (on behalf of commissioners) is considering these proposals and engaging patients, 
clinicians and key local stakeholders on the options for delivering these specialised centres of 
excellence. Part of the engagement is to identify a short-list of options that can be formally appraised. 
This appraisal will develop preferred options which can be formally engaged upon before any 
decisions are taken. 
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Options appraisal meetings have been held with representatives from commissioning, public health 
and patient groups. Clinical and non-clinical appraisal meetings will continue until December 2013. 
 
Scrutiny and decision-making 
NHS England as the lead commissioner will be the decision-making body on any proposals for 
specialised cancer and cardiovascular services. CCGs as commissioners for any non-specialised 
elements of the pathways will be important stakeholders in the process and their formal feedback will 
be used to inform the decision-making process. 
 
NHS England has written to the INEL Joint Health Overview and Scrutiny Committee (as well as 
JHOSCs from Outer North East and North Central London) to consider in respect of which 
recommendations, if any, constitute a substantial variation of services, and the extent of involvement 
under section 242 of the Health Act 2006. If a formal consultation is not required, NHS England would 
still undertake a further period of formal engagement around the commissioner recommendations for 
each pathway.  
 
If a formal consultation is required then in the new Local Authority (Public Health, Health and 
Wellbeing Board and Health Scrutiny) Regulations 2013, where an NHS body/health service provider 
service change impacts on more than one local authority’s area and it has to consult more than one 
local authority, those local authorities must appoint a single joint overview and scrutiny committee for 
the purposes of the consultation for the area affected. In this case, the area affected would be the 
London Boroughs in north and east London plus Westminster, west Essex and Hertfordshire. 
 
NHS England would agree the scale and duration of any formal engagement or consultation with the 
affected boroughs. 
 
Engagement 
The case for change, supporting documents and event details were made available on the NHS 
England website on 28 October 2913. A media release was also issued by NHS England and 
received coverage in the Evening Standard. A news story was also posted on London Cancer North 
and East’s website and UCLPartners website, which pointed to the NHS England webpage. 
 
Letters announcing the launch of the case for change and advising of ways to get involved were sent 
to circa 630 stakeholders, along with a copy of the case for change: 

• local and national Healthwatch  

• local and national cancer and cardiovascular patient support groups 

• Chairs of Health and Wellbeing Boards, Directors of Adult Social Services and Directors of 
Public Health 

• MPs, London Assembly Members and LMCs 

• Chairs of ONEL, INEL, NCL JHOSCs and the OSCs of Westminster, Hertfordshire and Essex 

• CCGs and London adult specialist care providers. 

Five public drop-in events are planned for the engagement. The events were advertised in 15 local 
newspapers (Harlow Star, Epping Forest Independent, Epping Forest Guardian, Romford Recorder, 
Ilford Recorder, Newham Recorder, Waltham Forest Guardian, Barnet Hendon Press, Enfield 
Independent, Enfield Advertiser, Barnet & Potters Bar Times, Camden New Journal, Islington Tribune, 
Islington & Hackney Gazette) during the week commencing 4 November.  All event dates were 
advertised in each publication to give members of the public the option of attending any (or all) of the 
events. 
 

• Tuesday 12 November, 1.30-3.30pm, Harlow Leisurezone Conference Room, Second 
Avenue, Harlow, CM20 3DT 

• Wednesday 13 November, 5.30-7.30pm, Romford Central Library, St. Edwards Way, Town 
Centre Romford, RM1 3AR 

• Monday 18 November, 6-8pm, The Old Town Hall, 29 Broadway, Stratford, E15 4BQ 

• Tuesday 19 November, 3-5pm, Green Towers Community Centre, 7 Plevna Road, Edmonton, 
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N9 0BU 

• Monday 25 November, 6-8pm, Camden Centre, Bidborough Street, London, WC1H 9AU 

 
Five staff events are planned for the engagement and have been promoted via Trusts internal 
communications channels. The events have been located at sites across north and east London with 
staff encouraged to attend any (or all) events. 
 
Outputs, such as attendance numbers and key themes, for the events being held prior to the 20 
November will be presented at the JHOSC meeting. 
 
Timings 

Late 2013 Engagement and business case development 

Early 2014 Formal engagement or consultation 

Mid 2014 Decision by NHS England and CCGs 

Late 2014-2018 Implementation, if approved  

 
Conclusion 

The Committee is asked to note the overview of the clinical recommendations and engagement, and 
is invited to provide formal comment on the clinical recommendations for specialist cancer and 
cardiovascular services. The Committee is also asked to note the request for the Chair to participate 
in a meeting with NHS England and Chairs of the INEL and NCL JHOSC to consider the full 
outcomes of engagement and to consider which, if any, pathways require formal consultation and 
what time period that formal consultation would run. 
 
Attachments include: Case for Change. 
 

CONTACT OFFICER:  
Nadine House 
Communications, Transformational Change 
North and East London CSU 

Neil Kennett-Brown 
Programme Director, Change Programmes 

 
DATE:  15 November 2013 
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Cancer and cardiovascular disease cause

two-thirds of early deaths in London.

If we were to improve local survival rates 

for heart disease and all cancers in line with

at least the rate for England, we could save

over 1,200 lives a year.

So we can and must do better. 

To support this straightforward aim, we

have examined how we provide these

services in north and east London. And we

have developed a vision for how we could

improve them.

Patients want to have health services that

are locally accessible. But when they are

critically ill they want the best specialists,

with the best equipment, to give them 

the best chance of recovery. We share this

view and recommend the development of

two world-class specialist centres in north

and east London, one for cardiovascular

services at St Bartholomew’s Hospital 

and one for cancer services at University

College Hospital. 

By bringing expertise, state-of-the-art

technologies, research and education

together in centres of excellence we can

improve the whole pathway of care. This

means patients who need specialist cancer

and cardiovascular care would have better

outcomes, a better experience of care and

better local services.

The NHS faces a tough financial climate.

These centres of excellence would boost the

local health economy by providing more

cost-effective services, as well as bringing in

money from more research investment and

national and international patient referrals. 

However, for cancer treatments, The 

Royal London Hospital, St Bartholomew’s

Hospital, Queen’s Hospital and the Royal

Free Hospital would also retain and 

develop expertise and services for specific

tumour types, providing the very best

specialist care and facilities. Working as

specialist centres they would provide a

comprehensive system of care, much 

of it close to people’s homes. 

This document sets out why services need

to change to improve services for today’s

patients and future generations. It also gives

expert advice from local clinicians on how

best to do this. The proposals build on

developments across the country and

around the world over the past few years.

They are designed to seize the once-in-a-

lifetime opportunity arising from the new

facility at St Bartholomew’s Hospital and

University College Hospital’s cancer 

centre development. 

We are keen to hear your views on this case

for change. Details of how you can respond

are on page 71. We need to receive your

comments by 4 December 2013.

Dr Andy Mitchell

Medical Director (London Region)

NHS England

Simon Weldon

Director of Commissioning (London Region)

NHS England 

Foreword
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North and east London has some of the

best cancer and cardiovascular experts in

the country but our specialist services are

not organised in a way that gives patients

the best chance of survival and the best

experience of care.

Specialists, technology and research are

spread across too many hospitals to

provide the best round-the-clock care to 

all patients.

In 2010 a clinical review recommended

changes to cancer and cardiovascular

services in London. After discussion with

patients and the public, the review

concluded that fewer specialist high-

volume units would improve clinical

outcomes, accelerate the uptake of new

technologies, achieve greater quality and

optimise efficiency.

Building on the London review and using

clinical evidence, local doctors, GPs,

nurses, health professionals, public health

professionals and patients have looked at

how we could improve cancer and

cardiovascular services in north and 

east London. 

Clinicians want to bring together expertise

to give better care and save more 

lives. To do that, we need to change the

way we deliver specialist cancer and

cardiovascular services:

� For cardiovascular care, clinicians have

told us we should combine services

currently provided at The Heart Hospital,

The London Chest Hospital and St

Bartholomew’s Hospital to create a

single integrated cardiovascular centre.

With The London Chest Hospital closing

next year and The Heart Hospital not

having capacity for the whole region,

clinicians have recommended we locate

the centre in the new building at St

Bartholomew’s Hospital (which is 2.5

miles from The Heart Hospital). The

Royal Free Hospital and the integrated

cardiovascular centre at St

Bartholomew’s Hospital would act as

heart attack centres for the area.

� For five complex or rare cancers,

clinicians have told us we should

provide specialist treatment in four

centres of excellence across the area

with a hub at University College

Hospital. We would continue to

provide services locally for other types

of cancer and general cancer services,

such as diagnostics and chemotherapy. 

This case for change is part of a UK-wide

strategy to bring fairness and excellence to

specialist services1, and to strengthen the

NHS’s status as a pioneer of medical

innovation2. In developing their ideas,

clinicians have been guided by the

Introduction

4

In
tr

o
d
u
ct

io
n

What are specialised services?

Specialist services are those provided in only a few hospitals, to only a few

patients. These services should be located in specialist centres that can recruit 

staff with the right expertise and enable them to develop their skills. So you only

tend to go to these places if you have a condition that needs really specialist care,

perhaps because it is particularly rare or complex.
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Department of Health’s national outcomes

strategies and NHS England’s national

service specifications.

Not all people with cancer and

cardiovascular disease need specialist

treatment, but these changes will improve

the whole pathway of care for everyone.

Specialist centres of excellence are part of an

overall plan to establish better coordinated,

more efficient care. They would work closely

with local hospitals and GPs to ensure

patient care is provided seamlessly.

These specialist centres would be more 

cost-effective and could generate income 

for the NHS through research funding and

international referrals of patients. The 

focus on research and education would 

also give more patients access to the latest

technology and clinical trials, which improve

health outcomes.

NHS England and CCGs would now like

your views on the clinical recommendations

for improving specialised cancer and

cardiovascular services. This will help 

those who commission health care

('commissioners') to develop preferred

recommendations for change. 

1 Department of Health, The NHS Outcomes Framework 2013/14, November 2012. Available at: https://www.gov.uk/government/uploads/system/up-
loads/attachment_data/file/213055/121109-NHS-Outcomes-Framework-2013-14.pdf
2 Department of Health, Innovation Health and Wealth: Accelerating Adoption and Diffusion in the NHS, December 2011. Available at:
https://www.gov.uk/government/news/accelerating-adoption-of-innovation-in-the-nhs

Who is leading this review of cancer and cardiovascular services?

NHS England, the main commissioner for specialised services, is leading the review

of specialist cancer and cardiovascular services, together with a number of local

clinical commissioning groups (CCGs). CCGs are groups of GP practices that

commission most healthcare services for their local population (excluding

specialised services). These include planned hospital care, rehabilitative care,

urgent and emergency care, mental health and learning disability services and

most community health services, including a few associated with these proposals.

Clinicians from across north and east London and west Essex have developed this

vision for cancer and cardiovascular services. Patient representatives have also

been involved in developing the vision. 

All hospital trusts that provide cancer and cardiovascular services have come

together through UCLPartners – an academic health science partnership. 

Academic health science networks are a key part of NHS England’s plan to bring

innovation and research into routine practice in the NHS. UCLPartners supports

the healthcare system that serves over six million people in parts of London,

Hertfordshire, Bedfordshire and Essex. Its member organisations are working

together to tackle the most pressing healthcare challenges faced by the local

population. As well as improving specialist cancer and cardiovascular services,

UCLPartners is also looking at ways to prevent and detect diseases earlier and to

develop care pathways where services are better integrated.

This document summarises the expert clinical advice that teams working across

UCLPartners have given to commissioners. Further information is available in

UCLPartners’ recommendations to commissioners in A case for change in specialist

cancer services and A proposal for clinical change in specialist cardiovascular

services across north and east London.
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Travel and patient choice 

Clinicians know that concentrating

specialised cancer and cardiovascular

services in fewer hospitals would 

increase travel times for some patients,

many of whom are very ill and coping 

with severe symptoms and the 

side effects of treatment. 

Clinicians only want patients to travel

further when it is absolutely necessary for

them to receive better, more specialist

care. Most patients would continue to be

diagnosed and, where possible, receive

their outpatient treatment and follow-up

care at their local hospital. 

Clinicians think the proposals in this

document would greatly improve their

ability to provide the highest quality care

and better outcomes for patients.

The impact of longer travel times for

patients and carers will be carefully

considered as the proposals develop. 

We will be asking patient groups to tell us

what they think and how we could lessen

any problems. Options include better car

parking and taxi services for those in need.

The potential options considered in 

this document are subject to further

analysis and the ongoing assessment 

and investigation of patient benefits,

which involves additional analysis in

compliance with our statutory obligations

and the guidance surrounding them 

(not included or addressed in this

document as not directly relevant to the

clinical case for change).

If you have any comments or 

questions on these issues, email

cancerandcardiovascular@nelcsu.nhs.uk

Who uses these services?

Most of the hospitals that are 

part of this review are located in

north and east London. But many

patients from elsewhere use their

services, particularly those from

west Essex.

We will be discussing this

document's recommendations 

with people from these areas.

Wherever you live, we encourage

you to send us your feedback as

outlined on page 71.

The Macmillan Cancer Centre at University
College Hospital, which opened in April 2012.
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Cancer is one of the biggest causes of death

and disability in the UK. Every year, around

13,600 Londoners die from the disease. The

number of new cases is predicted to rise from

27,000 a year to 28,500 in 2022. 

In north and east London, it is estimated around

12,900 people are diagnosed with cancer and

5,700 die from the disease each year.

Over the last decade, good progress has been

made in prevention and treatment, so more

people are surviving cancer, but there is still a

lot of room for improvement. Cancer patients

in London have worse survival rates and lower

satisfaction about the care they receive

compared to the rest of England. Within

London there are also inequalities in specialist

cancer care and outcomes between areas.

Local clinicians – working under the leadership

of London Cancer (part of UCLPartners) – have

been reviewing local cancer services and looking

at how outcomes could be improved. 

This section focuses on the recommendations

that London Cancer clinicians have made about

specialist services for:

� brain cancer

� urological (bladder, prostate and kidney)

cancer

� head and neck cancer

� acute myeloid leukaemia (AML) and

haematopoietic stem cell transplantation

(HSCT – transplanting stem cells derived

from the bone marrow or blood)

� oesophago-gastric cancer (OG – cancer of

the stomach or oesophagus).

To achieve world-class standards of care and

ensure that local specialist cancer services can

continue long term, clinicians agree we have to

change the way we provide these services.

Most care will continue to be provided locally.

But clinicians believe that centralising services

for these tumour types into specific specialist

centres will save more lives and help to achieve

the wider improvements that are needed along

the whole pathway of care, as we have seen

with stroke care in London.

Cancer

8
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We propose changing specialist 

services, such as surgery, for five 

types of cancers.

We do not propose to change general

cancer services and all services for 

other types of cancers such as bowel 

and breat cancer. However, clinicians are

looking at how these services can

continue to be improved.

This means your local hospital or GP will

continue to provide most services.

These include:

� tests such as X-rays, ultrasounds,

genetic screening, mammograms 

and scans

� chemotherapy

� follow-up checks 

� support services such as

physiotherapy, occupational therapy

and counselling

� palliative care.
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Whilst not part of this case for change, 

London Cancer has been reviewing other 

types of cancer to see how services 

could be improved. For these cancer services,

clinicians are not currently recommending

fewer sites but their current thinking about

them is shown below: 

� Common cancers such as breast, lung

and colorectal cancer 

Clinicians are looking at how the care

pathway could be improved to meet service

standards and best practice. This will include

better joint working and some further

specialisation of teams. In future they may

recommend to commissioners that hospital

services be reorganised. Commissioners are

looking at a range of options to help

improve service quality and outcomes in

these more common cancers. For lung

cancer this could include a single specialist

multi-disciplinary team with a lead provider.

� Gynaecological and liver and 

pancreatic cancers 

These specialist services have already

centralised and are meeting service standards

for the number of patients and the

population they serve. Barts Health and

University College London Hospital Trust

provide gynaecological cancer services to

north and east London, west Essex and many

areas of Hertfordshire. For liver and pancreatic

cancers, the Royal Free Hospital and The

Royal London Hospital provide services for

north and east London, as well as Essex. In

both cases, the two hospitals providing these

services are working as a joint centre through

London Cancer to share best practice, audit

information and ways of doing things. 

An artist’s impression of the new proton beam therapy centre at University College Hospital 
(design not yet finalised).
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Barnet and Chase Farm Hospitals NHS Trust

� Chase Farm Hospital

� Barnet Hospital

North Middlesex University Hospital NHS Trust

� North Middlesex University Hospital

Barts Health NHS Trust (Barts Health)

� Mile End Hospital

� Newham University Hospital

� The London Chest Hospital

� The Royal London Hospital

� St Bartholomew’s Hospital

� Whipps Cross University Hospital

Princess Alexandra Hospital NHS Trust

� Princess Alexandra Hospital

University College London Hospitals NHS 
Foundation Trust (UCLH)

� University College Hospital

� The National Hospital for Neurology and 
Neurosurgery (NHNN)

Royal Free London NHS Foundation Trust

� Royal Free Hospital

Barking, Havering and Redbridge University
Hospitals NHS Trust (BHRUT)

� Queen’s Hospital

� King George Hospital

Homerton University Hospital NHS 
Foundation Trust

� Homerton University Hospital 

Hospitals in north and east London and west Essex providing specialised
cancer services
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CFH

S

S

S

L

RF

L

S

S

S

WHIT

L

L

L

UCH

S

S

S

S

S

S

NHNN

S

NMUH

L

L

S

L
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L

S

L
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S

L
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S

S

S

RLH

S

L

S

S

WX

S

S

L

NUH

S

L

KGH

S

S

QH

S

L

S

S

Brain

Head and neck

Prostate and bladder

Kidney

HSCT

AML

OG

Future Barnet

L

L

CFH

L

L

L

L

RF

L

S

L

L

WHIT

L

L

L

UCH

S

S

L

S

S

S

NHNN

S

NMUH

L

L

L

L

PAH

L

L

L

HUH

L

L

BH

L

S

S

RLH

L

L

L

L

WX

L

L

L

NUH

L

L

KGH

L

L

QH

S

L

S

S

Barnet

CFH

RF

WHIT

UCH

NHNN

NMUH

PAH

HUH

BH

RLH

WX

NUH

KGH

QH

Hospital

Barnet Hospital

Chase Farm Hospital

Royal Free Hospital

The Whittington Hospital

University College Hospital

National Hospital for Neurology and Neurosurgery

North Middlesex University Hospital

Princess Alexandra Hospital

Homerton University Hospital

St Bartholomew’s Hospital

The Royal London Hospital

Whipps Cross University Hospital

Newham University Hospital

King George Hospital

Queen’s Hospital

Trust

Barnet and Chase Farm Hospitals NHS Trust

Royal Free London NHS Foundation Trust 

Whittington Health

University College London Hospitals NHS Foundation Trust

North Middlesex University Hospital NHS Trust

Princess Alexandra Hospital NHS Trust

Homerton University Hospital NHS Foundation Trust

Barts Health

Barking, Havering and Redbridge University Hospitals NHS Trust

S - Specialist provider 

L - Local service

Where specialised cancer services are provided now 

Where local clinicians are recommending specialised cancer services be provided

Page 55



12

C
a
n
ce

r

Clinical outcomes for patients with rare or

complex cancers and patients’ experience of

cancer services in north and east London are 

not as good as in other areas of the country.

One local borough – Barking and Dagenham –

has the country’s lowest proportion of total

cancer patients who survive more than a year

after their diagnosis. 

While there has been significant improvement,

services often fall short of the high standards

that local patients expect. In the past year,

cancer patients in England have rated nine out

of the 10 worst trusts as being in London – four

of those were in north and east London. 

Every cancer type is different, but local

clinicians have given the following reasons for

changing the way we provide our specialist

cancer services:

� Local cancer patients have relatively

poor clinical outcomes

Over recent years, improvements in one-year

survival in the region have lagged behind

those reported in England as a whole (Office

for National Statistics 2011). The London-

wide review estimated there are 400

avoidable deaths from cancer in north and

east London and west Essex every year. 

For some types of cancer, where services are

spread across a number of local hospitals,

clinicians do not see enough patients to

build and maintain their skills. For example,

National Institute of Health and Care

Excellence (NICE) Improving Outcomes

Guidance for Cancer recommends hospitals

serve a population of between one and two

million, which would mean they perform at

least 60 operations for oesophago-gastric

cancer each year. None of the hospitals in

our local area meet this minimum number. 

� There are inequalities in patient

outcomes

Cancer rates and survival vary significantly

within London and between ethnic and

socio-economic groups. For example, the UK

five-year survival rate for Afro-Caribbean

men with prostate cancer is 30% worse

than for white men. 

� Services are fragmented

Local cancer services have developed at

numerous hospitals over the years in an

unplanned way. They do not make the most

efficient use of the limited and highly skilled

workforce so patients are not fully benefiting

from advances in medical care. Specialist

teams are spread across too many hospitals,

making it difficult to provide all patients with

the best quality care. For example, not all

patients with acute myeloid leukaemia have

enough input from clinical nurse specialists

with specific expertise in their condition.

Locally, there are also high staff turnover and

vacancy rates. 

� Patients do not always have a good

experience

The 2012/13 national cancer patient

experience survey found that patients

diagnosed with rarer cancers tend to have 

a worse experience (i.e. lower levels of

satisfaction) than patients with more

common cancers. Locally, an average of

85% respondents rated the care provided 

by hospitals in north and east London as 

very good or excellent, compared with 91%

for the Royal Marsden Hospital which is a

specialist cancer care centre.

Why we need to improve
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3 NHS Commissioning Support for London, A model of care for cancer services: Clinical paper, August 2010, p.110-112. Available at: http://www.lon-
donhp.nhs.uk/wp-content/uploads/2011/03/Cancer-model-of-care.pdf

“Clinical trials are important to us as patients because we believe that they are key to

improvements in cancer treatments and outcomes. People are keen to participate in

clinical trials for a variety of reasons. Some people hope a trial will lead to improved

outcomes for themselves, while for others it’s about improving treatments for future

cancer patients. It’s also a way to turn the negativity of a cancer diagnosis, and the

difficulties of cancer treatment, into a positive contribution to the ongoing work to

bring cancer into the realms of a chronic (or curable) illness.”

Elizabeth Benns, member of Independent Cancer Patients’ Voice and a non-executive

director on the board of London Cancer

� Not enough specialisation to make the

most of the latest advances in treatment

Advances in medicine and surgery mean

clinical staff and equipment need to

become more specialised. For example, not

all head and neck cancer patients have

access to advanced radiotherapy

techniques, such as intensity-modulated

radiation therapy. This technique delivers

more precise radiation doses and can

reduce the side effects of treatment. From

2017, University College Hospital will be

one of two sites in England that offer

proton beam therapy, which can reduce the

side effects of radiation therapy for some

types of brain and head and neck cancers.

� Not enough patients are involved in

clinical trials

Taking part in clinical trials improves

outcomes for cancer patients3. A lot of

research takes place locally, but less than a

quarter of cancer patients take part in clinical

trials during their treatment. This means

many are missing the opportunity of new

drugs and treatments.  
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Specialist treatment is only a small part of a

long and difficult journey for cancer patients.

Work is needed across all services to reduce

the number of people who die from the

disease. NHS England, CCGs, London Cancer

and local authorities across north and east

London and west Essex are working hard to

improve all cancer services. 

For instance, London Cancer aims to reduce

avoidable deaths from cancer in the local

population by 200 each year from 2015/16

by increasing screening for people at risk and

supporting GPs to detect signs and symptoms

of cancer earlier.

� Earlier detection and intervention

Cancer is no longer a fatal disease.

Advances in medicine mean many forms

of cancer have high survival rates,

provided they are diagnosed early.

However, 16-35% of all new cancers in

north and east London and west Essex

are diagnosed only when a patient arrives

at hospital in an emergency4. This means

the cancers are often detected late,

resulting in poor survival rates one year

after diagnosis.

In Camden, commissioners, clinicians 

and academic experts are working

together to design a programme to

improve early detection in people most 

at risk of cancer. This work includes

analysis to understand ‘at risk’ groups

and the use of community champions 

to encourage people with symptoms to

visit their doctor. 

� Supporting patients who are living

with and beyond cancer 

Patients with cancer who receive holistic,

coordinated and personalised care have a

better experience. Over the next two years,

London Cancer aims to work with expert

groups to introduce the recovery packages

recommended by the National Cancer

Survivorship Initiative. These will start at

the point of diagnosis by offering everyone

living with cancer a holistic needs

assessment, treatment summaries detailing

their care and key staff, as well as health

and wellbeing sessions to learn about local

support services and healthy lifestyles.

Patients will also receive cancer care

reviews with their GP after they have 

been diagnosed.

� Developing pathway specifications

Health professionals and patients have

developed care pathway specifications 

that tackle all aspects of the care a 

patient receives. These focus on the whole

patient pathway – from prevention to

diagnosis and treatment. They are planned

around patient need and they are

motivated by the wish to reach ‘global

excellence’ for each cancer area. The local

specifications are in line with the national

specifications for specialised services

(where these apply).

Improvements underway to cancer services

4 National Cancer Intelligence Network (NCIN), 2011
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Patients with cancer are cared for by a 

range of clinicians and organisations 

during their treatment. It is essential that

services are coordinated and that all their

clinicians have access to training, support 

and peer review.

London Cancer plays a lead role in ensuring

that improvements in cancer care are provided

across all care settings and organisations. At

the heart of London Cancer’s vision for cancer

care is the development of an integrated

system of care.

Most care will continue to be provided locally.

But London Cancer clinicians agree that

patients with rare or complex cancers 

would have better outcomes if specialist care 

were centralised.

Specialist centres would provide clinical and

research excellence along the whole of the

cancer pathway. These centres would work

with local hospitals and GPs to share best

practice, resulting in a more joined-up

experience for patients and their relatives.

Building specialist teams would mean, for

example, that we could offer up to 190 more

oesophago-gastric cancer patients a year

potentially life-saving surgery.

Our vision for cancer care
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the following:

� Expert care closer to where patients live –

through joint consultant appointments,

outreach clinics, joint multi-disciplinary

teams and local ‘one-stop’ diagnostic 

clinics for patients who urgently need a

range of tests.

� Multi-disciplinary care teams including

specialist nurses, anaesthetists and

therapists with enough qualified staff to

give suitable cover. 

� Better access to research and clinical trials,

which are essential for finding new

treatments and therapies.

� An improved working environment for 

all staff, better access to improved training

and more opportunities to get involved 

in research.  

� The opportunity to collect better data on

outcomes and quality of care to continually

raise standards for patients.

Clinicians believe that concentrating specialist

cancer services at fewer higher-volume sites

would save more lives and provide more

productive, efficient and sustainable services. 

Their view is backed by the following national

guidance and London-wide strategies:

� The Department of Health’s Improving

Outcomes: A strategy for cancer, which

sets out the Government’s plans to raise

England’s cancer survival rates and 

improve survivors’ experience of care and

quality of life.

� The London-wide model for cancer

services5,6, which sets out the capital’s

needs for cancer services. The strategy was

developed by lead cancer clinicians after a

review of cancer services.

� NICE Improving Outcomes Guidance,

which recommends which professionals

should be involved in treating and caring

for cancer patients and the types of

hospital or cancer centre that are best

suited to give that care.

5 NHS Commissioning Support for London, Cancer services: Case for change, March 2010. Available at: http://www.londonhp.nhs.uk/wp-content/up-
loads/2011/03/Cancer-case-for-change.pdf
6 NHS Commissioning Support for London, A model of care for cancer services: Clinical paper, August 2010. Available at:
http://www.londonhp.nhs.uk/wp-content/uploads/2011/03/Cancer-model-of-care.pdf

NHS England’s national service specifications set out the requirements for a 

world-class service.

All hospitals providing specialist cancer care are being assessed against these

national service standards. Action plans will tackle any shortfalls. In some cases,

hospitals will not be able to meet the national standards and commissioners will

need to make other plans to ensure high-quality services.
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There is strong evidence that cancer patients

have better outcomes in centres that see larger

numbers of patients with the same condition

(known as high-volume centres)7. Patients who

are treated in these centres are more likely to

survive after surgery and live longer, fuller lives.

Numerous studies over the past 10 years have

found this is very important for specialist

cancer services.

� A review of 135 published studies covering

a range of surgical procedures or clinical

conditions looked at how many patients

hospitals saw and the number of patients

each surgeon saw8. Most of these studies

found a direct relationship between higher

numbers of patients and improved

outcomes. This was strongest in complex

or high-risk procedures, including cancer

treatment.

� A US literature review of urological cancer

surgery found that the larger number of

patients, the better the outcomes9.

� Another review found that patient

outcomes improved as hospitals treated

more people10. Mortality (i.e. death) rates

in hospitals performing fewer than five

pancreatic operations a year were between

13.8% and 16.5%, compared with

mortality rates of between zero and 3.5%

in hospitals performing more than 24

pancreatic operations a year.

� A 2005 review of cancer procedures in 

the UK found that high-volume hospitals

had much better outcomes for complex

cancer surgery.

� A recent review of all patients treated in

England for cancer of the stomach or

oesophagus between 2004 and 2008

found that patients operated on in high-

volume hospitals had the best short- and

long-term outcomes. The review supported

further centralisation of surgical services11.

Specialist services need to be provided by

suitably qualified teams with enough practice

to maintain their skills and expertise. Creating

centres of excellence brings together scarce

clinical expertise, supports training and ensures

staff levels are sufficient. These improvements

raise clinical quality and ensure all patients

receive the best possible care. 

The evidence for specialist care

7 K Bilimoria, DJ Bentram, JM Feinglass, et al, ‘Directing Surgical Quality Improvement Initiatives: Comparison of Perioperative Mortality and Long-Term
Survival for Cancer Surgery’, Journal of Clinical Oncology, 2008, 26:4626-4633.
8 EA Halm, C Lee, MR Chassin, ‘Is volume related to outcome in health care? A systematic review and methodologic critique of the literature’, Annals of
Internal Medicine, 2002, 137:511-52.
9 M Nuttall, et al, ‘A systematic review and critique of the literature relating hospital or surgeon volume to health outcomes for 3 urological cancer
procedures’, The Journal of Urology, 2004.
10 T van Heek, et al, ‘Hospital Volume and Mortality After Pancreatic Resection’, Annals of Surgery, 2005, 242(6): 781–790.
11 Coupland, Victoria H et al. ‘Hospital volume, proportion resected and mortality from oesophageal and gastric cancer: a population-based study in
England, 2004–2008’, Gut, 2013; 62: 961–966.

Number of 
patients treated

Better
outcomes
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Treating more patients also improves research,

particularly for rarer cancers. There is evidence

that cancer patients who take part in clinical

trials have better outcomes. Indeed, all patients

treated in centres that undertake clinical

research do better whether or not they are part

of a trial12,13.

You can find out more about the evidence for

creating specialist, high-volume centres in 

A case for change in specialist cancer services.

12 J West, J Wright, D Tuffnell, D Jankowicz, R West, ‘Do clinical trials improve quality of care? A comparison of clinical processes and outcomes in
patients in a clinical trial and similar patients outside a trial where both groups are managed according to a strict protocol’, Qual Saf Health Care,
2005;14:175-178.
13 Peppercorn JM, Weeks JC, Cook EF, Joffe S., ‘Comparison of outcomes in cancer patients treated within and outside clinical trials: conceptual
framework and structured review’, Lancet. 2004 Jan 24;363(9405):263-70.
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There are many types of brain tumour. Unlike

other types of cancer, it is not always easy to

class them as ‘benign’ (non-cancerous) or

‘malignant’ (cancerous). Benign brain tumours

are sometimes treated with radiotherapy and

chemotherapy because they can also cause

serious symptoms and be life-threatening. 

Patients with brain cancer usually attend A&E

with severe symptoms such as seizures.

Patients referred to hospital by GPs rarely 

have tumours. Most patients require surgery

(neurosurgery) with high levels of support and

follow-up care. 

There are currently three neuro-oncology

surgery centres (for malignant and non-

malignant tumours), each with its own

multi-disciplinary team:

� The National Hospital for Neurology and

Neurosurgery (NHNN)

� Queen’s Hospital in Romford 

� The Royal London Hospital.

Queen’s Hospital provides the regional

neurosurgical and neuro-oncology service for

the whole of Essex.

Both the NHNN and Queen’s Hospital in

Romford have on site or nearby access to

oncology (radiotherapy and chemotherapy).

The Royal London Hospital’s patients have

oncology at St Bartholomew’s Hospital.

Oncology for brain cancer patients also takes

place at Mount Vernon Cancer Centre, part of

East and North Hertfordshire NHS Trust. 

Brain cancer

Queen’s Hospital

The Royal London Hospital
The National Hospital for 
Neurology and Neurosurgery 

Mount Vernon
Cancer Centre

St Bartholomew’s Hospital

Hospitals providing specialist brain cancer services in north and east London
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14 Activity at the NHNN increased by 29% between 2011 and 2012. Data from 2011/12 is not available for Queen’s Hospital in Romford or The Royal
London Hospital. This increase in activity at NHNN follows the trend of recent years due, in part, to the move of the neuro-oncology surgery service from
the Royal Free Hospital in Hampstead to NHNN during this time.

The National Hospital for 
Neurology and Neurosurgery 

Queen’s Hospital

The Royal London Hospital

490

156

306

952
Total number of
neuro-oncology

operations a year14

“We aim to provide world-leading brain integrated cancer care that meets the

holistic needs of our patients – including access to rapid and accurate diagnosis, 

all the most effective treatment options, cutting-edge clinical trials and innovation

in rehabilitation.

“We will judge our success, not just on clinical outcomes, but on the quality of the

patient experience, and whether our patients feel fully supported throughout their

care, whether it is in hospital or at home.”

Mr Andrew Elsmore, Pathway Co-Director for Brain and Spine Cancer, Consultant

Neurosurgeon and Dr Jeremy Rees, Pathway Co-Director for Brain and Spine Cancer,

Consultant Neurologist

Brain cancer procedures in north and east London (2010/11)
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15 NICE, Guidance on Cancer Services – Improving Outcomes for People with Brain and Other CNS Tumours – The Manual, 2006. Available at:
http://www.nice.org.uk/nicemedia/pdf/CSG_brain_manual.pdf 
16 NHS England, Service specification for brain/central nervous system tumours, 2013. Available at: http://www.england.nhs.uk/wp-
content/uploads/2013/06/b13-cancr-brain-cent-nervous.pdf

Overview of service standards 

NICE guidance15 and national16 service

standards recommend that:

� specialist multi-disciplinary teams

are based in neuroscience and

cancer centres serving a

population of two million 

� neurosurgeons who manage

brain tumours spend at least 50%

of their time in neuro-oncological

surgery and be regularly involved

in dedicated speciality clinics for

these patients

� neuroscience specialist teams are

centred on neurosurgery with a

‘cancer network’ multi-disciplinary

team to deal with the oncological

aspects of follow-up treatment 

� radiologists who investigate 

brain tumour patients spend at

least 50% of their time in

neuroradiology

� patients have access to specialist

neuro-rehabilitation services

coordinated in every region by 

an allied health professional such

as a physiotherapist or

occupational therapist.

The London-wide review

recommended that the number 

of hospitals in the capital providing

specialist services for brain cancer

patients be reduced to four, each

serving a population of two million. 

Why services need to change

Services are not meeting recommended levels 

of care 

Currently, three centres serve a population of over 3.9

million (north and east London and Essex). This means

they are well below the minimum population of two

million set by the national standards.

Time dedicated to neuro-oncology surgery 

and radiology 

To varying degrees, all three local centres have

neurosurgeons and radiologists managing and

investigating brain cancer for less than 50% 

of their time. This is below the level set by the

national standards.

Not all patients are getting the best possible care

� Currently, there is no full ‘cancer network’ 

multi-disciplinary team at either NHNN or The 

Royal London to manage the non-surgical and

supportive care of brain tumour patients. In

particular, The Royal London Hospital only has an

oncologist one day a week and only limited

specialist nursing support, whereas the NHNN has 

a dedicated brain cancer ward with specialist 

staff – one of the few nationally.

� A clinical audit has shown neuropathology services

at The Royal London Hospital do not perform as

well as those at the other two centres. 

� Radiotherapy for some types of brain cancers

should take place as soon as possible and always

within six weeks. An audit has shown wide

variation in waiting times at local centres, with

some patients at The Royal London Hospital

waiting over six weeks.

� Maximising the chance of an improved quality of

life and minimising the side effects of treatment

depend on good access to neuro-rehabilitation

services. This is a key principle of the NICE

Improving Outcomes Guidance but providing these

services remains a national problem. Locally, we

need more coordinated and consistent access to

neuro-rehabilitation services.
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Local clinicians recommend that the three

current neuro-oncology surgery services should

be consolidated to two centres. This would

mean keeping the service at Queen’s Hospital in

Romford (for Essex and outer north-east

London) with services at The Royal London

Hospital and NHNN coming together, providing

for a population in excess of two million.

Clinicians have recommended that the NHNN

should become the single centre for inner

north-east London and north-central London.

The Royal London Hospital is currently the

smallest centre and lacks access to the full

range of specialist clinical and support service

staff available on the other two sites. The NHNN

has a national and internationally established

reputation for excellence and a range of

specialist facilities for brain cancer patients.

In addition to consolidating care onto 

two sites, clinicians have recommended ways

of improving the patient pathway:

� Immediate referral – local hospitals should

refer patients with a suspected brain

tumour immediately to a neuro-oncology

surgery centre. These referrals should

include clinical information, the original CT

scan, and the named point of contact at

the referring unit. 

� Clinical nurse specialist support – all

patients should have information and

support from a clinical nurse specialist at

diagnosis and before surgery. These nurses

would do holistic needs assessments at

key points in the pathway, including start

and end of treatment, and proactively

support patients. 

� Rapid diagnosis and referral to oncology

after surgery – all patients should

experience a seamless pathway.

Neuropathologists, neuroradiologists,

neurosurgeons, radiotherapy physicists

and neuro-oncologists should work

together as a team to reduce delays in the

patient pathway.  

� Suitable follow-up – neuro-oncology

surgery centres should work in partnership

with oncology centres, local cancer units,

GPs and hospices to implement new

methods of long-term follow-up.

� Improved access to neuro-rehabilitation –

all patients should have access to a

suitable level of neuro-rehabilitation.

Neuro-oncology teams should work with

commissioners, charities, community care

and other neuroscience colleagues to

improve access to neuro-rehabilitation.
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How services would work: an example

Margaret, 64, from north London, had a seizure while she was at home with her

husband Charlie. An ambulance took them both to their local A&E department.

In A&E, the team organised a CT scan of her brain. The scan showed a suspected 

brain tumour and Margaret was immediately referred to the neuro-oncology surgery

centre at NHNN in central London. 

Margaret and Charlie were taken to the NHNN. They arrived at the same time as the

scan from the local hospital, which was transferred electronically for review by the

specialist neuro-oncology surgery team. Margaret had an MRI scan without delay.

Having seen the results, the consultant surgeon and nurse specialist told Margaret she

had a suspected brain tumour. They said she would need urgent surgery to relieve the

pressure on her brain, allow the team to give her an accurate diagnosis and see what

further treatment would be needed. Margaret had surgery the next day.  

The tumour was removed and samples were sent to pathology where a specialist

team quickly established the type of tumour. The neuro-oncology multi-disciplinary

team (including a surgeon, pathologist, oncologist, clinical nurse specialist, palliative

care consultant, radiologist and radiotherapist) met to discuss the results and discuss

Margaret’s ongoing treatment. 

After the team had met, the consultant surgeon and a clinical nurse specialist

explained the diagnosis and recommended treatment plan to Margaret and Charlie.

They set out the options, risks and side effects. She was given a choice about where to

have radiotherapy – at UCLH, a radiotherapy centre elsewhere in London or in a

neighbouring area. This was arranged for her without delay. 

Margaret then returned to her local hospital for follow-up care before going home.

When she was ready for her further treatment she attended her chosen radiotherapy

department as an outpatient. 

Page 67



24

C
a
n
ce

r

Chase Farm Hospital

University College Hospital

Head and neck cancer

Most patients with head and neck cancers are

middle-aged or older. Survival rates depend

mainly on the site of the cancer and how far it

has spread when first detected.

Most head and neck cancers are found on the lip,

mouth, back of the throat, voice-box and upper

gullet. Other rarer forms of head and neck cancer

include the salivary glands, nose, and sinuses.

Those that start in the connective tissues of the

head and neck are even rarer.

Surgery is the most common treatment

although more head and neck cancers are

being treated with chemotherapy and

radiotherapy. 

Specialist surgery for head and neck cancer is

currently carried out at three local centres:

� Chase Farm Hospital 

� St Bartholomew’s Hospital 

� University College Hospital.

St Bartholomew’s Hospital

“There is a real will amongst us all to shape the future of head and neck cancer care

for the benefit of our patients. My role is to lead the process of integration and

improvement and to ensure head and neck cancer care compares to the very best

international standards, which our patients and local population deserve.”

Mr Simon Whitley, Pathway Director for Head and Neck Cancer, Consultant Oral and

Maxillofacial Surgeon

Hospitals providing specialist head and neck cancer services in north and east London
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In 2012/13, St Bartholomew’s Hospital saw

around 163 head and neck patients. There

were around 149 patients at University College

Hospital and 56 at Chase Farm Hospital in the

same period. 

Non-surgical treatment

We may use radiotherapy to treat cancers that

are small and have not spread, or where

surgery could seriously affect important

functions such as speech. We often use it

along with surgery to reduce the risk of the

cancer recurring. 

Chemotherapy is usually given in combination

with radiotherapy. Very occasionally, it is given

to shrink tumours before surgery or for

palliative treatment.

St Bartholomew’s Hospital

University College Hospital

Chase Farm Hospital

163

56

149

368
Total number 

of head and neck
cancer patients

per year

Head and neck cancer patients in north and east London (2012/13)
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17 NICE, Guidance on Cancer Services – Improving Outcomes in Head and Neck Cancers – The Manual, 2004. Available at:
http://www.nice.org.uk/nicemedia/live/10897/28851/28851.pdf
18 NHS Commissioning Support for London, A model of care for cancer services: Clinical paper, August 2010, p.86-88. Available at:
http://www.londonhp.nhs.uk/wp-content/uploads/2011/03/Cancer-model-of-care.pdf

Overview of service standards 

National service standards and NICE

guidance17 recommend specialist

multi-disciplinary teams for head

and neck cancer serving populations

of at least one million. Also all

surgery should be provided by a

specialist multi-disciplinary team in a

designated centre, and surgeons

and their teams should manage at

least 100 new cases of head and

neck cancer a year.

The 2010 London-wide review18

said services for head and neck

cancers should be brought together.

It recommended that London should

have five surgery providers, with

two centres for base-of-skull and

pituitary cancers. 

Why services need to change

Not all services meet recommended levels of care 

Some head and neck cancer services in north and

east London do not meet the recommended levels 

of care. For example, the number of patients 

treated at Chase Farm Hospital is well below the

recommended level. 

Unequal access to the right people and facilities

Currently not all patients have access to the wide

range of specialities they need, such as plastic

surgery, specialist nurses, dentists and dieticians, 

all in one place. As a result, patients often have to

make many trips to hospital. 

Hospitals providing head and neck cancer services in

north and east London are only doing relatively low

volumes of surgery, which does not allow surgeons

to develop expertise such as robotic surgery and

surgical voice-box reconstruction. Currently, not all

hospitals provide cutting-edge technology such as

advanced radiotherapy techniques, which can reduce

side effects. Only University College Hospital will

provide proton beam therapy, which may be used for

this type of cancer to reduce side effects.  

Lack of joined-up care results in delays and a

poorer quality of care

� Diagnosis of head and neck cancer often takes

too long as patients may be referred to several

different services, need numerous tests and have

to wait for test results. The 2012 National Cancer

Patient Experience Survey found that only 60%

of head and neck cancer patients felt they were

seen as soon as necessary; only 56% felt their

tests were properly explained to them; and over

20% felt their symptoms got worse while

waiting for a diagnosis.

� Currently there are no enhanced recovery

programmes. These programmes cut the time in

hospital after surgery by up to half. And because

they reduce complications, patients can return

home sooner to recover. 
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� Local surgical centres enrol few people in clinical

trials, and each centre collects data differently.

� Not all patients have access to a key worker at

diagnosis, and follow-up and holistic needs

assessment are not widely carried out. Not all

patients have access to speech and language

therapists and dieticians. Poor communication

between care providers means only 36% of head

and neck cancer patients say the people taking care

of them worked well together.
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Local clinicians recommend that the current

three head and neck cancer surgical services

for the local population of 3.2 million should

be centralised onto one specialist surgical site. 

Low patient volumes and planned changes as

part of the Barnet, Enfield and Haringey

Clinical Strategy mean that Chase Farm

Hospital would no longer be able to sustain

specialist head and neck oncology surgery. 

Clinicians recognise that whilst the two

remaining centres meet national minimum

volumes and service standards they

recommend centralising services at University

College Hospital. Clinicians believe this would

create the best possible head and neck cancer

services and enable all patients to access the

wide range of specialists they need in one

place. These include facial reconstruction

surgeons; ear, nose and throat surgeons;

plastic surgeons; clinical oncologists; speech

and language therapists; dieticians; restorative

dentists; and clinical psychologists. 

As University College Hospital is also

developing advanced treatments such as

proton beam therapy and specialist radiology

treatments, centralising services at University

College Hospital would ensure that all patients

could readily get these new treatments.

Clinicians have also recommended ways of

improving the patient pathway:

� Faster diagnosis and screening –

Most patients who are referred with a

suspected head and neck cancer turn out

not to have cancer. The maximum time

patients with suspected head or neck

cancer should wait before being seen 

by a consultant would fall from two 

weeks to one. In addition the waits for

diagnostic scans such as MRI and CT would

also fall to a week. Wherever possible

initial assessment and diagnostics tests

would take place at a local hospital close 

to home.

� Discussing treatment options –

Patients should be offered all suitable

treatment options and reconstruction. 

The decision-making process should 

involve rehabilitation and supportive care

professionals. All patients would be

discussed in coordinated multi-disciplinary

meetings.

� Radiotherapy services – All patients

would have access to cutting-edge

techniques, such as intensity-modulated

radiotherapy, where suitable. This reduces

the harmful side effects of radiotherapy.

Care would be coordinated to allow

patients to be treated at the most

convenient of the four current radiotherapy

centres.

� Local follow-up – After treatment at 

the specialist surgical centre or radiotherapy

centre, patients should get their ongoing

care closer to home. Regular patient 

follow-up clinics should be held locally to

tackle patients’ holistic needs. Each team

should include a surgeon, oncologist, 

clinical nurse specialist, rehabilitation

specialists (speech and language therapists,

dieticians, occupational therapists, and

physiotherapists), and palliative care

specialists.

� Implement an enhanced recovery

programme – Enhanced recovery reduces

the time patients need to spend in hospital

and they recover faster. A larger-volume

centre staffed with specialist surgeons,

nurses, anaesthetists and therapists would

be able to develop and provide an

enhanced recovery programme for head

and neck cancer patients. 
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Around 2,300 people are diagnosed with

prostate, bladder or kidney cancer in north and

east London each year. Of these, around 300

bladder and prostate patients and 300 kidney

cancer patients need complex surgery. This gives

them the best chance of controlling their cancer

and reducing the risk of long-term side effects.

Bladder cancer

Around 400 people are diagnosed with bladder

cancer each year locally. Eighty per cent of 

them have early bladder cancer, which can 

often be treated by relatively simple surgery 

in most hospitals. Far fewer bladder cancers, less

than 100 a year locally, are more advanced and

have spread. These often need to be treated

with complex major surgery, radiotherapy and

chemotherapy.  

Prostate cancer

Prostate cancer is the most common cancer in

men – around 1,500 local men are diagnosed

each year but few need complex surgery. In

2010/11, only 220 complex operations for

prostate cancer took place locally. 

Small areas of cancer in the prostate are very

common and may stay inactive for many years.

There are many types of treatment and each has

different benefits and side effects. Treatment

options include monitoring the cancer,

radiotherapy or brachytherapy (implanting small

radioactive seeds in the prostate), hormone

therapy, high-intensity focused ultrasound (a

heating treatment), cryotherapy (a freezing

treatment) or surgery, including surgery that is

increasingly being done robotically. Newly

diagnosed patients need clear information and

unbiased support to help them decide what

treatment is best for them. This is very important

for these patients because of the range of

treatment options – each with different risks of

side effects such as incontinence or impotence.

Kidney cancer

Kidney cancer is rare – only around 400 new

cases locally each year. It is twice as common in

men as in women. There are few treatment

choices for kidney cancer and is most often

surgical. Some operations are simple, others are

very complex. All rely increasingly on emerging

technologies such as keyhole surgery and

robotically assisted surgery. 

Urological cancers
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There are four bladder and prostate cancer

surgical centres in north and east London,

each serving a population of between 600,000

and one million. They are:

� Chase Farm Hospital 

� King George Hospital 

� University College Hospital 

� Whipps Cross University Hospital.

In 2010/11, each bladder and prostate centre

carried out between 54 and 89 specialist

operations – a total of 296 (220 for prostate

cancer and 76 for bladder cancer).

Currently, bladder and prostate surgery does

not take place at Chase Farm Hospital; these

patients have their surgery at University College

Hospital. Most bladder and prostate surgery

previously done at Whipps Cross University

Hospital takes place at University College

Hospital as more patients are taking up the

option of robotic surgery.

Chase Farm Hospital

University College Hospital

King George Hospital

Whipps Cross 
University Hospital

“I believe that the new system would allow us to achieve substantial improvements

in our patients' care and experiences at a rapid pace. It would enable us to offer all

our patients access to innovation and the best treatment options, regardless of

location and circumstances. As a result, our service will flourish far into the future.”

Mr John Hines, Pathway Director for Urological Cancer, Consultant Urological Surgeon

Hospitals providing specialist bladder and prostate cancer services in north and east London

Page 74



C
a
n
ce

r

31

Across the same area, kidney cancer surgery is

provided at:

� Chase Farm Hospital

� King George Hospital

� The Royal London Hospital

� University College Hospital

� Whipps Cross University Hospital

� Royal Free Hospital 

� Newham University Hospital

� Princess Alexandra Hospital

� Homerton University Hospital.

Chase Farm Hospital

Princess Alexandra Hospital

University College Hospital

King George Hospital

Newham University Hospital

Homerton University Hospital

Royal Free Hospital

The Royal London Hospital

Whipps Cross 
University Hospital

Hospitals providing specialist kidney cancer services in north and east London

In 2010/11, they each carried out between 10

and 72 kidney cancer operations – a total of

292 operations. 
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Overview of service standards

NICE guidance for urological cancer

services recommends that patients

with cancers that are less common

or need complex treatment should

be managed by specialist multi-

disciplinary teams in large hospitals

or cancer centres-, serving at least

one million people. 

The London-wide review

recommended five specialist surgical

centres in the capital serving a

population of at least two million.

Each centre should carry out at least

100 operations a year for bladder

and prostate cancer. For kidney

cancer, the review concluded that

these cases should only be 

managed by specialist urology 

multi-disciplinary teams.

Why services need to change 

Services are not meeting recommended levels 

of care

Some concentration of services has already

happened. However, four centres currently provide

bladder and prostate cancer services for a population

of over 3.2 million, which does not meet national or

London-wide standards. Also, all the current centres

fall short of the recommended yearly number of

bladder and prostate operations.

Unequal access to the right people and

equipment

Specialist services for urological cancer patients 

are currently widely dispersed, particularly for 

kidney cancer, with some centres only doing 10

operations a year. This means some clinicians do not

see enough patients to develop or maintain their

expertise in these procedures. In addition, not all

hospitals have access to the latest technologies, such

as robotic surgery.

Clinicians estimate that up to 50 bladder and

prostate patients each year do not receive beneficial

surgery because not all treatment options are

discussed with them. The challenge is to ensure that

everyone who needs specialist surgery is offered it. It

is also important to prevent unnecessary operations

where less invasive treatments might be suitable.

Access to other specialities 

As kidneys are close to other organs, surgery should

be carried out in a hospital with liver and pancreas

surgeons. Kidney cancer can spread through blood

vessels to the heart so it may be necessary for cardiac

surgeons to assist. Kidney cancer surgery should also

take place in a hospital that has renal medicine and

dialysis facilities.

Clinical recommendations

The London-wide model for cancer care

recommended five specialist surgical centres in

the capital, serving a population of at least two

million. For north and east London, that would

mean reducing the current four to one, or a

maximum of two, hospitals providing specialist

bladder and prostate cancer care (two

hospitals would still be below the minimum

recommended population size).

Local clinicians think a more ambitious

approach is needed to provide the world-class

services local people deserve. They recommend

centralising all complex bladder and prostate

procedures at one specialist centre.
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This specialist centre would be at University

College Hospital and it would:

� ensure that patients receive care from

health professionals with specialist

expertise, reducing the risk of incontinence

and other post-operative complications

� employ a suitable number of health

professionals with specialist expertise to look

after patients during and after their surgery,

and specialist teams would work at both the

specialist centre and local hospitals

� maximise investment in skills, technology

and research and the use of the most

advanced techniques and facilities, such 

as robotics 

� increase the number of new urological

cancer patients taking part in clinical

research if they wished to do so.

During a commissioner-led discussion on

potential changes to bladder and prostate

services in early 2013, some stakeholders

proposed a different option. They said we

should look at the possibility of providing some

specialist prostate surgery at Queen’s Hospital 

in Romford. 

Under this option, whilst all complex bladder

surgery and most complex prostate surgery

(undertaken robotically) would be centralised at

University College Hospital, some specialist

prostate cancer surgery could be offered at a

second centre at Queen's Hospital in Romford.

This would mean the current service at King

George Hospital moving to Queen’s Hospital.

For kidney cancer, clinicians recommend

consolidating surgical services into a single

specialist centre at the Royal Free Hospital as 

it has many of the necessary specialities to

support surgery, including vascular surgery,

liver and pancreatic surgery, renal medicine 

and 24-hour interventional radiology.

Services for penile and testicular cancer would

remain the same as now. 

The interior of University College Hospital’s Macmillan Cancer Centre.

Page 77



34

C
a
n
ce

r

How services would work: an example

Michael from Leyton was diagnosed with prostate cancer after tests at his local

hospital, Whipps Cross University Hospital. His consultant urological surgeon

explained the diagnosis in detail and discussed the treatment options, which included

robotic surgery for a prostatectomy. Michael was told about the side effects and

benefits of each option and was supported in his decision to have robotic surgery.

On the day of the operation, Michael travelled by train to the specialist urological

unit at University College Hospital where a team performed the surgery using the

latest technology and medical advances. 

Two days later, after recovering from surgery, Michael was able to go home. 

Michael had one follow-up appointment at University College Hospital, where the

team assessed the results of the surgery and he was given the all-clear. 

Michael now has his follow-up appointments at his local hospital to assess how he is

getting on.
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Acute leukaemias are rare aggressive cancers

of white blood cells that progress rapidly and

need immediate treatment. There are two

main types: 

� Acute myeloid leukaemia (AML) involves

myeloid cells, which perform such tasks as

fighting bacterial infections, defending the

body against parasites and preventing the

spread of tissue damage.

� Acute lymphocytic leukaemia (ALL) involves

lymphocytes, which mostly fight viral

infections and generate an immune

response. Treatment for this type of

leukaemia is already centralised and so it

does not form part of this review.

Younger patients – usually under 70 years of

age – with AML need up to four courses of

intensive chemotherapy to cure them or

significantly extend their life expectancy.

Chemotherapy for AML is very demanding.

Each course of chemotherapy, given on an

inpatient basis, leaves the patient without

white blood cells for three to four weeks at a

time. During this period patients are vulnerable

to infection and other complications. About

15-20% of patients require intensive care. 

High-quality facilities, close supervision and

monitoring on a 24-hour basis are essential.

Great care has to be taken to minimise the risk

of infection and treat it rapidly and effectively if

it occurs. This is best provided by a team of

specialist nurses and doctors available around

the clock.

Clinical nurses, psychologists and palliative

care specialists have a central role. They ensure

patients and their carers receive support,

coordinated care and the information they

need during the illness. 

Some patients, particularly older patients,

cannot withstand intensive therapies and

would be treated ‘non-intensively’, usually on

a day-case or outpatient basis. For these

patients, the aim is to control the disease and

manage complications. Services for patients

being treated non-intensively do not form part

of this review.

Haematopoietic stem cell transplantation

(HSCT) means transplanting stem cells

derived from the bone marrow or blood. The

transplant increases the chance of a cure or

remission for various haematological cancers

and blood disorders. HSCT needs clinical

expertise and suitable support facilities. These

include specialist medical and nursing staff as

well as support from other clinical specialists

including those in respiratory medicine,

cardiology, microbiology, virology, and

infectious diseases. Because many

complications can occur, support is often

needed from other surgeons.

It is essential for on-site facilities and intensive

care teams who know how to manage such

patients to be available. Facilities for renal

replacement therapy and bronchoscopy should

also be readily available on site. 

Transplantation is an intensive treatment. It can

take several weeks for the bone marrow to

recover and make enough new blood cells.

During this time patients need to be in hospital

or hospital hotels and be closely monitored for

potential complications.

Local clinicians agree that any review should

cover both transplant services and AML 

as the facilities and staff who give HSCT

services are often the same as those who give

intensive therapy for AML. 

Acute myeloid leukaemia and haematopoietic
stem cell transplantation
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Levels of care
The British Committee for Standards in

Haematology defines four levels of care: 

� Level 1 – Outpatient units provide treatment

orally or intravenously, which does not

normally cause significant loss of white

blood cells. 

� Level 2a – These centres provide treatment

that results in short periods (less than seven

days) of bone marrow and white blood cell

loss, requiring short hospital stays. 

� Level 2b – These centres provide complex

chemotherapy needed to treat patients

with relapsed lymphomas, as well as

providing intensive treatment for AML.

� Level 3 – These centres provide intensive

treatment for acute lymphoblastic

leukaemia and transplant services. 

This review focuses on our level 3 treatment

centres and which level 2b units should

continue to treat patients who have AML and

those who need intensive chemotherapy.

Current services

Six centres in north and east London provide

level 2b treatment for patients with AML, each

with their own multi-disciplinary team:

� Queen’s Hospital in Romford

� North Middlesex University Hospital

� Barnet Hospital

� St Bartholomew’s Hospital

� Royal Free Hospital

� University College Hospital.

In 2012/13, the centres treated 179 new

patients, 104 of whom had intensive

treatment. Each centre treated between 

2 and 39 new patients intensively. 

“Our vision is to provide people in our area with an excellent integrated

haematological cancer service that can compete with the best centres in the world. 

A service that helps people to be diagnosed as quickly as possible, have full access

through a seamless service to all available treatment options and innovative research.”

Dr Kirit Ardeshna, Pathway Director for Haematology, Consultant Haemato-Oncologist
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Queen’s Hospital

North Middlesex
University Hospital

Barnet Hospital

St Bartholomew’s
Hospital

Royal Free Hospital

University College
Hospital

Total

April 2011 – March 2012

Number of
new patients
diagnosed
with AML

Number of
patients
treated
intensively

Number of
patients
treated
intensively

Number of
new patients
diagnosed
with AML

April 2012 – March 2013

16

5

9

30

15

36

111

34

9

12

51

26

41

173

36

3

14

58

23

45

179

9

2

5

39

15

34

104

Number of new NHS patients diagnosed with AML and the number of patients 

treated intensively

Level 2b (intensive AML treatment provider)

Level 3 (intensive AML treatment and HSCT provider)

Queen’s Hospital

St Bartholomew’s Hospital

Hospitals providing AML and HSCT services in north and east London
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three centres:

� Royal Free Hospital

� St Bartholomew’s Hospital

� University College Hospital.

These centres perform a total of around 310

transplants a year. St Bartholomew’s Hospital

and University College Hospital each perform

over 100 of these. The Royal Free Hospital

performed only 45 transplants in 2011/12. 

Royal Free Hospital

St Bartholomew’s Hospital

University College Hospital

45

140

125

310
Total number 
of transplants 

per year

Transplants in north and east London (2011/12)
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Clinical recommendations 

Local clinicians recommend that the number of

hospitals providing level 3 care including HSCT

be reduced from three centres to two. As the

Royal Free Hospital takes less than half the

recommended number of cases, it would make

sense for this service to transfer to University

College Hospital. Level 3 HSCT and AML

services would continue at St Bartholomew’s

Hospital and University College Hospital. 

Since the NICE guidance was published,

treating AML has become more complex. Local

clinicians recommend that services should treat

at least 10 new AML cases intensively each

year. To achieve this they recommend reducing

the current six centres in north and east

London to three. Two of these would be

located with the recommended level 3 HSCT

centres at St Bartholomew’s Hospital and

University College Hospital. London Cancer

has recommended that the third centre be

located at Queen’s Hospital in Romford.  

After the Royal Free Hospital, Queen’s Hospital

in Romford is the only hospital to have 

enough new AML cases to meet the local

recommended minimum of 10 cases a year.  

19 NICE, Guidance on Cancer Services – Improving Outcomes in Haematological Cancers – The Manual, 2003. Available at:
http://www.nice.org.uk/nicemedia/pdf/NICE_HAEMATOLOGICAL_CSG.pdf
20 NHS Commissioning Support for London, A model of care for cancer services: Clinical paper, August 2010, p.93.
21 NHS Commissioning Support for London, A model of care for cancer services: Clinical paper, pp.88-89. 

Overview of service standards

NICE19 guidance states that multi-

disciplinary teams should treat

intensively at least five new AML

patients a year. It recommends that

treatment be provided at a single facility

on any one hospital site, in designated

wards with continuous access to

specialist nurses and haematologists.

Local clinicians have recommended that

providers should treat with intensive

chemotherapy at least 10 new cases of

AML a year. They believe that this

number enables clinicians to become

sufficiently familiar with the complex

therapy needed to cure AML. 

For HSCT, NICE and London-wide

guidance recommends that centres take

on at least 100 new cases a year20. The

London-wide review21 recommended

that, given the specialist expertise and

range of facilities required for stem cell

transplants, the number of HSCT service

providers in London should be reduced

from eight to five. 

Why services need to change 

Services do not always meet recommended levels

of care 

Not all our HSCT services are carrying out the

minimum 100 transplants each year recommended

by the London-wide review. The Royal Free Hospital

currently treats less than half that number of patients.

Local clinicians have recommended that units 

treat intensively at least 10 new AML patients a year.

Last year Barnet Hospital and North Middlesex

University Hospital treated five or fewer patients. 

Not all patients have access to specialist support 

Each centre should have haematologists familiar with

managing cancer on-site during working hours and

available out-of-hours. This means patients with AML

can be treated by clinicians with suitable expertise.

Centres need a long-term future

Intensive treatment for AML and HSCT takes a lot of

time and expertise and is therefore costly. Larger

services will be more cost-efficient and better able to

provide the care patients need.
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Oesophago-gastric (OG) cancer is cancer of the

stomach or oesophagus. It is the fifth most

common cancer and the fourth most common

cause of cancer death in the UK, affecting

around 13,500 people each year22. Each year

830 new patients are likely to be diagnosed

locally. The rate of OG cancer is increasing and

the five-year survival rate is poor.

Diagnosing and managing patients with OG

cancers involves a number of professional

groups including GPs, specialist OG surgeons,

clinical nurse specialists, dieticians, radiologists

and physiotherapists. 

Surgery offers the best chance of long-term

survival for patients with early-stage OG cancer

if it is operable. Usually, these patients also 

need chemotherapy. 

About 75% of OG cancer patients have

inoperable disease and need palliative and non-

surgical treatment such as chemotherapy,

radiotherapy or endoscopic therapy to relieve

symptoms. Specialist multi-disciplinary teams

have to make the treatment recommendation

for these patients, but the actual treatments

may be provided in local units.

Specialist areas of OG cancer services include:

� endoscopic therapies

� all surgery, whether life-saving or palliative

� chemotherapy, radiotherapy and

brachytherapy provided by a specialist 

team at a place decided by the network

guidelines.

OG cancer patients who undergo surgery need

24/7 specialist care for around 30 days to give

them the best chance of survival. 

Oesophago-gastric cancer

OG cancer
patients

Specialist treatment

Local treatment

75%

25%

Proportion of OG cancer patients needing specialist treatment 

22 Cancer Research UK 2011; Office of National Statistics 2010.
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Currently, there are three specialist OG centres

in north and east London: 

� University College Hospital 

� The Royal London Hospital 

� Queen’s Hospital in Romford.

These centres perform a total of around 150

procedures a year, each doing between 41 

and 54 operations. Each centre has its own

multi-disciplinary team.

The specialist centres work in partnership with

their local hospitals to diagnose and treat

patients through multi-disciplinary team

meetings involving specialist clinicians in OG

surgery, oncology, pathology and radiology as

well as nursing and dietetics.

“As clinicians, we aim to provide upper gastro-intestinal cancer patients with the most

equitable, effective and responsive service in the UK, comparable with the very best in

the world. We want patients to feel fully-supported in their care and treatment; and

for every patient to have access to the best available treatment options, no matter

where they live or first access our care, and wherever appropriate, they should benefit

from participation in clinical trials.”

Professor Muntzer Mughal, Pathway Co-Director for Upper GI Cancer, Honorary Clinical

Professor in Surgery, Consultant Surgeon and Mr David Khoo, Pathway Co-Director for

Upper GI Cancer, Consultant Surgeon

OG cancer procedures in north and east London (2012)

Queen’s Hospital

University College Hospital

The Royal London Hospital

54
53

41

148
Total number of

procedures
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23 Victoria H Coupland, Jesper Lagergren, Margreet Lüchtenborg, et al ‘Hospital volume, proportion resected and mortality from oesophageal and gastric
cancer: A population-based study in England', 2004–2008.

Overview of service
standards

National service standards

state that patients with OG

cancers should be managed

by specialist multi-disciplinary

teams in centres serving at

least one million people and

performing at least 60

operations a year. 

The Association of Upper

Gastrointestinal Surgeons

recommends that an

individual specialist surgeon

should carry out at least 15 

to 20 operations a year at

centres that have four to six

surgeons and serve a

population of 1.5-2 million. 

NICE guidance recommends

that OG cancer centres serve 

a population of one million.

The 2010 London-wide

strategy recommended that

OG surgical centres serve a

population of at least two

million people.

Why services need to change 

Services are not meeting recommended levels of care

Currently, three units serve a population of over 

3.2 million, each doing an average of 50 operations a

year. This means none of the current services meets

national or London-wide standards.

Larger-volume OG cancer surgical centres have lower

death rates in England and internationally. OG patients 

are more likely to survive for five years after their

operation if it is done in a centre that performs over 60

such operations a year. Recent studies show that mortality

rates are even lower in centres that perform over 80

operations a year23.

Limited ability to provide 24/7 surgical cover 

The current surgical work volumes cannot support an

increase in the numbers of surgeons if three centres

remain. This limits the ability of each centre to provide

24/7 consultant cover, which has been shown to reduce

the length of stay in hospital and increase survival

chances. Concentrating surgeons in fewer centres would

also maximise training opportunities and improve services

for patients in the future. 

The current system is not sustainable

Clinicians recognise that the current system is unlikely to

be sustainable beyond the next few years. Improvements

in earlier diagnosis and non-surgical treatments will

eventually mean fewer patients need surgery. So the

number of surgeons should fall in the future, and this will

result in unworkable on-call arrangements unless the

number of centres also falls.

Leading improvements along the pathway

OG cancer patients are more likely to have a planned

treatment if they are diagnosed by a GP or hospital 

doctor. Existing centres lack the capacity to improve local

screening and early detection. 
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Clinical recommendations

Local clinicians agree that the number of local

specialist OG cancer centres and multi-

disciplinary teams should reduce in order to

provide the best outcomes for patients and

meet national standards24. Surgical teams

working in OG centres should carry out at 

least 60 oesophageal and gastric operations

each year. 

To achieve these standards, local clinicians

recommend a staged consolidation of services

in north and east London over three to five

years. Initially, clinicians recommend the current

three centres be reduced to two:

� One centre in outer north-east London at

Queen’s Hospital, Romford.

� One centre in inner north London at

University College Hospital.

The specialist centres would be able to provide

the most up-to-date radiotherapy and

chemotherapy for OG cancer. In addition, this

would enable sharing and standardisation of

best practice for OG cancer across all specialist

fields of work.

In the medium to long term, clinicians

recommend the work be consolidated further

into a single specialist centre at University

College Hospital. 

24 NICE, Review consultation document: Review of the section on organisation of specialist teams for curative surgery for oesophago-gastric cancer
within the Cancer Services Guidance on Upper Gastro-intestinal Cancers, March 2013.

How services would work: 
an example

Abeeda, 43, visits her GP after having

difficulty swallowing during the

previous month. Her GP sends her to

the local hospital to have a CT scan

and biopsy, which show stomach

cancer. She is immediately referred to

the specialist centre. Her local hospital

sends the specialist centre her clinical

information and test results.

A team of surgeons, radiotherapists,

chemotherapists and support services

consider Abeeda’s case and

recommend surgery to remove the

tumour. Abeeda agrees and her

operation is performed by an expert

surgeon. Throughout her treatment

she is cared for by a clinical nurse

specialist, who talks regularly with the

nurses at Abeeda’s local hospital.

After the tumour is removed Abeeda

stays in the specialist centre where she

is monitored 24/7 by the specialist

team. After two weeks she returns

home and has follow-up checks at her

local hospital. The local hospital and

specialist centre continue to review

Abeeda’s progress in their weekly

team meetings.
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Local clinicians have highlighted areas where

we are not making the most efficient use of

staff and resources to care for patients or to

introduce innovations and make improvements.

They provide strong reasons for change. These

reasons are supported by work done nationally

and across London, which also puts forward

strong arguments for making changes in these

specialist cancer services.

We need to ensure that surgeons and care

teams have the best opportunity to improve

their expertise. We also need to consider 

cost-effectiveness and hospitals’ long-term

ability provide services.

Local clinicians believe their recommendations

for reorganising specialist cancer services take

advantage of this unique opportunity to

provide better outcomes, better coordination of

care and a better experience for our patients. 

Conclusion
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Cardiovascular disease affects millions of people in

the UK and is one of the biggest causes of early

death and disability. It is estimated that 5,436

people in north and east London die early because

of heart disease and stroke.

Prevention and treatment have improved over the

last decade but more needs to be done to bring the

UK in line with the best international outcomes,

and to speed up the adoption of new technologies.

Local clinicians have identified the need to make

further improvements along the cardiovascular

pathway – from prevention and detection to

treatment and follow-up care. 

Improving specialist cardiovascular services is one

part of clinicians’ vision for the whole pathway of

care. They agree that, to achieve world-class

standards, we must change the way we provide

specialist adult cardiovascular services including:

� adult congenital heart disease

� cardiac anaesthetics and critical care

� cardiac imaging

� cardiac rhythm management

� cardiac surgery 

� general interventional cardiology

� management of complex/severe heart failure

� inherited cardiovascular disease.

Cardiovascular
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Cardiovascular disease includes all the

diseases of the heart and circulation 

such as:

� cardiomyopathy (deterioration of the

heart muscle)

� arrhythmias (irregular heart beat such

as atrial fibrillation)

� congenital heart disease

� coronary heart disease (angina and

heart attack)

� heart failure

� stroke (stroke services are not in the

remit of this review).

Cardiovascular disease risk increases with:

� smoking

� high blood pressure

� high blood cholesterol

� being physically inactive

� being overweight or obese

� diabetes

� family history of heart disease

� ethnic background

� gender – men are more likely to

develop cardiovascular disease at an

earlier age than women

� age – the older you are, the more 

likely you are to develop 

cardiovascular disease.
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Specialist cardiovascular services, and a range of

supporting services, in north and east London are

mainly provided by Barts Health NHS Trust (Barts

Health), University College London Hospitals NHS

Foundation Trust (UCLH) and the Royal Free London

NHS Foundation Trust. Some invasive cardiology

takes place at Whipps Cross University Hospital

(Barts Health) and King George Hospital (Barking,

Havering and Redbridge University Hospitals Trust),

which is not changing as part of this review. 

UCLH’s specialist cardiovascular services are mainly

provided from The Heart Hospital in Westminster.

Some general cardiology services are also provided

from University College Hospital to support patients

with other conditions.

Barts Health provides specialist cardioascular

services at The London Chest Hospital in Bethnal

Green and St Bartholomew’s Hospital. Barts

Health is due to move the specialist cardiac

services currently provided at The London Chest

Hospital and St Bartholomew’s Hospital to a new

state-of-the-art facility in the St Bartholomew’s

Hospital complex, when the building is complete

at the end of 2014. Cardiology support for

patients will continue at The Royal London

Hospital – mainly to treat acute admissions at the

major trauma centre there.

St Bartholomew’s Hospital and The Heart Hospital

are both electrophysiology hubs for north and east

London and provide 24/7 emergency services.

There are eight heart attack centres in London,

three in north and east London – The London

Chest Hospital, the Royal Free Hospital and The

Heart Hospital. 

The heart attack centre at The London Chest

Hospital currently receives around 1,500 patients a

year – the highest number of the three centres in

north and east London. These patients mainly come

from east and north-east boroughs of London. Most

patients taken to the Royal Free Hospital and The

Heart Hospital come from north London. The Royal

Free Hospital receives more of these patients. 

As well as heart attack services the Royal Free

Hospital provides complex invasive cardiology and

vascular surgery.

Specialist cardiac care for children is provided at

Great Ormond Street Hospital NHS Foundation Trust. 
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The London Chest Hospital (Barts Health)

St Bartholomew’s Hospital (Barts Health)

The Heart Hospital (UCLH)

Royal Free Hospital (Royal Free London NHS

Foundation Trust)

Hospitals providing specialist cardiovascular services in north and east London

1

2
3

4

1

2

3

4

Some invasive cardiology takes place at Whipps

Cross University Hospital (Barts Health) and King

George Hospital (Barking, Havering and

Redbridge University Hospitals Trust), which is

not changing as part of this review.
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The London Chest Hospital 

Hammersmith Hospital 

Harefield Hospital 

The Heart Hospital 

King’s College Hospital 

Royal Free Hospital 

St George’s Hospital 

St Thomas’ Hospital

Heart attack centres in London

1

2 4

8

6
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1
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5

6

7
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This document describes why we need to change

and how we can improve these services locally.

Clinicians recommend that to do this we should

bring together the specialists, facilities and

research currently at The Heart Hospital (part of

University College London Hospitals NHS Trust)

with services currently provided at The London

Chest Hospital into a single, world-class integrated

cardiovascular centre at St Bartholomew’s Hospital.

Emergency care for heart attacks would be

provided at two hospitals in north central and 

east London – the integrated cardiovascular 

centre proposed at St Bartholomew's Hospital 

and the current heart attack centre at the Royal

Free Hospital. 

Further information is available in UCLPartners’

recommendations to commissioners A proposal for

clinical change in specialist cardiovascular services

across north and east London.

Number of patients taken to heart attack centres by borough (2012/13)
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25 NHS Commissioning Support for London, Cardiovascular project: The case for change, August 2010 http://www.londonhp.nhs.uk/wp-
content/uploads/2011/03/Cardiovascular-case-for-change.pdf .
26 Department of Health, Cardiovascular Disease Outcomes Strategy: Improving outcomes for people with or at risk of cardiovascular disease, 5 March 2013.
Available at: https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/214895/9387-2900853-CVD-Outcomes_web1.pdf.
27 NHS England, Complex Invasive Cardiology service specification. Available at: http://www.england.nhs.uk/resources/spec-comm-resources/npc-crg/group-a/a09/;
NHS England, Cardiac Surgery service specification, Available at:  http://www.england.nhs.uk/resources/spec-comm-resources/npc-crg/group-a/a10/

The 2010 review of cardiovascular services25 in

London found significant variation in outcomes 

for patients. Patients were waiting too long 

for surgery and hospital treatment, and there 

were inequalities in access to treatment and

patient experience.

The review highlighted the importance of: 

� multi-disciplinary team working 

� concentrating the roll-out of new technologies

in fewer centres to ensure there would be

suitable infrastructure and staff experience to

set standards for future use

� consolidating and integrating research activity

and improving cooperation with universities

� reducing waiting times for urgent surgery, for

example coronary artery bypass graft and

length of stay

� greater specialisation, specifically in certain

areas of cardiac surgery

� dedicated 24/7 rotas, enabling patients to have

rapid access to specialist expertise.

The London-wide review recommended that

hospitals providing specialist cardiovascular 

care come together in fewer units seeing a higher

volume of patients. 

In 2013 the government published a national

Cardiovascular Disease Outcomes Strategy26.

It identified actions needed to raise patient

outcomes to international standards. 

These include:

� improving prevention and risk management

� better early management and secondary

prevention in the community

� improving acute care, including providing

world-class specialist 24/7 services for heart

attack, unstable angina and acute arrhythmias. 

The Heart Hospital and The London Chest Hospital

have both self-assessed their services against NHS

England’s national service specifications and

comply with them27. Merging the two centres will

improve their compliance against the national

specifications and create an opportunity for more

clinicians to share expertise along the pathway.

Context – national and London-wide reviews
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Improving the cardiovascular health of people in

north and east London is a key priority for local

NHS organisations and local authorities28.

There are high levels of need in local communities

and evidence shows that up to 30% of

cardiovascular disease patients on GP registers 

are on unsuitable medication29. Clinicians say 

more co-ordinated care is needed between

community services, GPs, hospitals and providers

of specialist services.

Local providers of cardiovascular care are 

working together as an ‘integrated cardiovascular

system’ through UCLPartners31. Working across

organisational boundaries and with CCGs and

local authority partners, the integrated system

aims to improve services along the whole

cardiovascular pathway. These include:

� preventing cardiovascular disease by 

identifying patients with hereditary risk 

factors and modifiable life-style risks and

ensuring they have access to adequate

screening and support

� earlier detection of cardiovascular disease,

offering health checks to all eligible people

� improving treatment of people with

cardiovascular disease. For example, better

management of atrial fibrillation will help

prevent major cardiovascular events such as

heart attack or stroke.

Preventing and diagnosing cardiovascular disease

earlier will save lives. It will also ensure that more

people living with cardiovascular disease get the

support and treatment they need.

These are changes we are already making to

improve cardiovascular services and provide a

smooth pathway for patients.

Improvements underway to cardiovascular services

28 All local authorities in north and east London recognise cardiovascular disease in their joint health strategic needs assessments.
29 Department of Health, CVD Mortality Audit. Available at: http://www.institute.nhs.uk/images/documents/wcc/HPHL/HINST%20resources/Mortality%20Audit.pdf

“UCLP is working for Camden CCG on a range of joint community initiatives aimed at

preventing heart attacks and stroke. These include identifying high-risk patients, improving

blood pressure monitoring through new technologies, improving management of patients

with atrial fibrillation. These actions should complement the wider work on cardiovascular

services and improve outcomes for Camden residents.” 

Dr Caroline Sayer, Chair, Camden Clinical Commissioning Group
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Examples of local initiatives for improving cardiovascular health

Community coronary heart disease service

The coronary heart disease community service in Barking, Dagenham, Havering and

Redbridge supports local people with heart problems and suspected heart problems. 

The multi-disciplinary team helps people to understand and manage their illness and its

treatment. The service aims to help people make beneficial lifestyle changes and supports

them as they return to as full and normal a life as possible. The team also provides

monitoring and support in the community for patients who have heart disease and

diagnosis of uncomplicated heart conditions such as suspected heart failure.

Cardiac rhythm management group 

Nurse-led primary care arrhythmia services hosted by Barts Health NHS Trust have

succeeded in identifying patients, providing therapy and reducing referrals to secondary

and specialist care. With services based at local hospitals and some GP practices, patients

have access to care closer to home.

Chronic heart failure

Chronic heart failure affects over half a million people in England. There is widespread

under-diagnosis of heart failure and it accounts for five per cent of all emergency

admissions to hospital. GPs in Enfield and Camden are working with specialist heart failure

nurses to manage patients in the community. 
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Why we need to change

In north and east London, we have some of the

best cardiovascular experts in the country.

However, services are not organised in a way that

enables us to give patients the best outcomes.

Clinicians have identified five main reasons why

we need to change:

1. The risk of cardiovascular disease is already

high and is increasing with our growing 

and ageing population. People with heart

disease in north and east London are more

likely to die prematurely than other people in

London or England30.

2. Current services cannot meet recommended

standards for care. We have high levels of

unmet need and unequal access to treatment.

Clinicians think they could save more lives if

expert teams saw more patients.

3. Specialists are needed 24/7 to provide expert

emergency care and enable them to do more

work as sub-specialists, such as in aortic valve

disease. Our medium-sized units cannot 

sustain this.

4. Too many people are waiting too long for

routine surgery. Patients at both The London

Chest Hospital and The Heart Hospital are

waiting longer for surgery than the national

average of 63 days. Some patients at The 

Heart Hospital wait up to 93 days31. Capacity

at The Heart Hospital is limited, with no room

for expansion. 

5. There is an opportunity to integrate research

and innovation into daily practice. This would

improve care for local people and attract 

extra funding. 

The risk of cardiovascular disease is already

high and is increasing, with evidence of

significant unmet need

North and east London has a diverse, ageing and

growing population, with many people facing

significant deprivation. These factors increase the

risk of cardiovascular disease and the resulting

demand for services in the future. 

Locally, many of our communities have deep

health needs and there is clear variation in

outcomes from cardiovascular disease.

On average, people with heart disease in north

and east London die earlier than people with heart

disease in the whole of London and in England32.

Eight of the 12 London boroughs in this area have

premature death rates far higher than in England

as a whole33. The rate of early death in north and

east London is also much higher than in other

European countries34; if our rate of early death was

in line with the European average, about 2,200

lives would be saved each year.
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30 South East Public Health Observatory, CVD profiles 2011-12. Available at: www.sepho.org.uk.
31 Dr Foster Intelligence. Available at: www.drfosterhealth.co.uk
32 The rate of early deaths from heart disease and stroke in north and east is 84.8/100,000, significantly higher than the rate for London (71.5/100,000) and England
(67.3,100,000). South East Public Health Observatory, Health Profiles, 2012. Available at: www.sepho.org.uk
33 The gap between the estimated and observed prevalence in heart disease in north and east London (43.7%) is wider than for London as a whole (47%), and
considerably wider than for England (58.2%). South East Public Health Observatory, Health Profiles, 2012. Available at: www.sepho.org.uk
34 The European rate of early deaths is 50.4/100,000. ‘UK health performance: findings of the Global Burden of Disease Study 2010’, The Lancet, March 2013,
Volume 381, Issue 9871, Pages 997–1020.

We could save 1,117 lives a year locally if

we could bring our rate of early deaths

from cardiovascular disease into line with

the England average. 

We could save about 2,200 lives if our rate

of early deaths was the same as Europe’s. 
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There is also a huge variation between and within

local areas. Barnet has some of the lowest rates of

premature death from cardiovascular disease – it 

is ranked ninth out of 150 local authorities in

England. Newham and Tower Hamlets have some 

of the highest – ranking 141st and 144th.

Cardiovascular services need to be better

coordinated across north and east London to 

ensure all patients have the best chance of survival.

Locally, we have a high rate of unidentified

cardiovascular disease, which contributes to early

death. It is estimated that over half of people with

cardiovascular disease locally are undiagnosed35.

These people do not have access to the support 

they need to be healthy.

For instance, only 15% of people at risk of a genetic

disorder of high cholesterol in the blood (known as

familial hypercholesterolemia or FH) are detected,

which suggests that over 5,400 unidentified people

are living at risk of FH in our region. Around 70% 

of men and 50% of women with FH will have a

coronary heart disease event (such as a stroke) 

before they are 65. By identifying and treating our

FH population we could prevent 3,254 coronary

heart disease events in under 65 year olds. 

Latest data36 shows that only 18.9% of people 

aged between 40 and 74 in north and east London

are offered a health check and of those offered it,

fewer than half (47%) take up the offer37. The

proportion of people we identify for treatment for

cardiovascular disease, or for the management of

cardiovascular disease risk factors, is likely to grow 

as local authorities lead a drive to offer health checks

to all the eligible population.

Emergency admissions from coronary heart disease

and heart failure are much higher in our region than

in England38. This suggests poor prevention and

management of cardiovascular risk factors and a

high unmet need among our population. Reducing

admissions for coronary heart disease to the England

rate would prevent around 700 emergency

admissions a year, saving nearly £3.2 million39.

Reducing admissions for heart failure to the England

rate would prevent around 1,120 emergency

admissions a year, saving nearly £2.6 million40.

35 South East Public Health Observatory, CVD profiles 2011-12. Available at: www.sepho.org.uk
36 South East Public Health Observatory, CVD profiles 2011-12. Available at: www.sepho.org.uk
37 2012-13 Healthchecks, Integrated performance monitoring. Available at: http://www.england.nhs.uk/statistics/statistical-work-areas/integrated-performance-
measures-monitoring/nhs-health-checks-data/
38 The rate of emergency admissions in north and east London is 224/100,000 population. The rate for England is 198.3/100,000. South East Public Health
Observatory, CVD profiles 2011-12. Available at: www.sepho.org.uk
39 NICE, Prevention of cardiovascular disease: Costing Report: Implementing NICE Guidance, June 2010, NICE Public Health Guidance 25, p.21.
40 NICE, Chronic Heart Failure: Costing Report: Implementing NICE Guidance, 2010, NICE Clinical Guideline 108, p.19. 
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Current services do not always meet

recommended standards for care

Prompt access to sustainable emergency 24/7

services for unstable angina, complex surgery and

other urgent care will save lives.

Medical advances also mean clinical teams are now

specialising in a field of cardiac surgery such as

revascularisation, aortic valve disease, complex valve

disease and other cardiac surgical procedures41.

Such sub-specialisation in small or average-sized

units will not be possible.

Primary percutaneous coronary intervention

Service standards recommend hospitals do 300

primary percutaneous coronary intervention (PCI –

also known as coronary angioplasty) procedures,

and at least 100 procedures, a year42. Last year The

Heart Hospital only took 156 primary PCI cases.

For PCI in general, there is evidence suggesting

improved outcomes for patients who are treated in

higher-volume centres, particularly those that do

400 procedures a year.

Centres in the UK with the highest volumes (such as

Leeds General Infirmary, which did around 1,200)

tend to have good outcomes. In a national audit of

primary PCI there was no significant difference in

the results of any of the centres but there is a

national trend towards higher-volume centres

having lower death rates. 

The combined unit would have similar levels of

activity to the UK's top-performing units.

Mitral valve repair

Neither the London Chest nor the Heart Hospital

currently provide the 85% ratio of mitral valve

repair to mitral valve replacement recommended

for patients with degenerative mitral valve disease

specified by the London-wide review. Minimal-

access mitral valve repair is less invasive and

enables patients to recover faster – three weeks

instead of three months – and return home

sooner43. It requires specialist surgical, imaging and

anaesthetic skills. Achieving the desired ratio

would improve outcomes for around 100 patients

a year. The surgical techniques are changing

rapidly which is another reason why teams benefit

from treating more cases.

The Heart Hospital and The London Chest 

Hospital both provide good outcomes and patient

experience but neither is large enough to meet 

all current and future expectations for high-quality

service. Here are some of the reasons:

� Surgical teams see too few patients to achieve

full subspecialisation in mitral valve. Neither

hospital has a dedicated surgeon to perform

mitral valve repairs. 

� Neither hospital has the full range of

cardiovascular services in one place. For

example, vascular surgery is an important 

linked service for major aortic surgery and is

not available at The Heart Hospital. The new

facility at St Bartholomew’s Hospital will have a

significant on-site presence for vascular surgery

and interventional vascular radiologists.

� Meeting the challenge of seven-day working

will be difficult, particularly for support services

and intensive treatment unit staff. Given

national workforce shortages in areas such as

cardiac physiology, it is unlikely that either

hospital will be able to have the staff they need

under the current services set-up.
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41 NHS England, Cardiac surgery service specifications. Available at: http://www.england.nhs.uk/wp-content/uploads/2013/06/a10-cardi-surgery-adult.pdf
42 NHS England, 2013/14 NHS England Specialised Commissioning Service Specification for Complex Invasive Cardiology, 2013. Available at:
http://www.england.nhs.uk/wp-content/uploads/2013/06/a09-cardi-prim-percutaneous.pdf
43 Cleveland Clinic. Available at: http://my.clevelandclinic.org/heart/disorders/valve/mitral-valve-repair.aspx
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Specialists are needed 24/7 to deliver expert

emergency care

Medical advances in techniques and technology,

such as primary PCI, mean we can now save more

people who have acute heart attacks. As a result,

we do more cardiac surgery and interventional

cardiology  on an urgent or emergency basis rather

than as planned care. For instance, 10 years ago

most heart attack patients who needed a PCI were

given it on a planned basis. Two-thirds of PCIs are

now given on an emergency basis44.

This type of urgent or emergency care needs to be

provided in large specialist centres that can give a

24/7 service. 

An extra 364 heart-failure patients a year would survive if managed by a cardiology team.

Mitral valve repair – rather than replacement – improves life expectancy and quality of life for

selected patients. They do not need long-term anticoagulation drugs, which can cause bleeds.

And they do not need risky repeat operations, such as those needed to re-replace valves once

they have reached their lifespan.

44 UCLPartners, Percutaneous Coronary Intervention Procedures, p. 9 fig.3. Available at: http://www.uclpartners.com/lotus/wp-
content/uploads/2013/02/ICVS_Percutaneous.Coronary.Intervention-_FEB2013.pdf
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Providing more care on a 24/7 urgent or

emergency basis has also increased the on-call

commitments of clinical teams. These 24/7 heart

attack centres need rotas of highly trained staff in

adequate numbers – it is hard to maintain this

level of staffing (in particular, physiologists) at

three centres in north and east London. With 

two heart attack centres nearby and the London

Ambulance Service (LAS) already taking fewer

patients there compared with the Royal Free

Hospital and The London Chest Hospital, it is likely

that The Heart Hospital would not see enough

patients to sustain this rota of experts.

The number of heart attack patients at The Heart

Hospital is likely to reduce further when The

London Chest Hospital moves to St Bartholomew’s

Hospital in Farringdon. Many patients in Islington,

Enfield and Haringey live closer to the St

Bartholomew’s Hospital than to The Heart Hospital

and in an emergency would be taken directly to 

St Bartholomew’s Hospital by the LAS.

Centralising care would ensure that people

needing urgent expert help could get it 24 hours 

a day, seven days a week.
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The new facility being built at St Bartholomew’s Hospital in Farringdon.
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Limited capacity at The Heart Hospital

All hospitals providing specialised cardiovascular

services in north and east London provide high-

quality care and good patient experience. However,

The Heart Hospital faces a number of difficulties.

Located in central London, it cannot expand yet

demand is increasing. When the hospital opened in

2001 we expected it would need to be reorganised

or moved to a new location in the future; this is

now overdue. 

Patients who need heart bypass surgery wait 30 days longer at The Heart Hospital than the

national average of 63 days. 

Extremely likely to recommend

Likely to recommend

The Heart Hospital 

The London Chest Hospital

St Bartholomew’s Hospital

68%
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The Heart Hospital

Information about whether patients would recommend a hospital to friends and family 

(NHS Choices, 2013)
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Main difficulties:

� The hospital has little room to expand. This 

has already contributed to higher-than-average

waiting times for surgery and higher

readmission rates45. For instance, coronary

angiography patients wait 10 days longer at

The Heart Hospital than The London Chest

Hospital and readmission rates are above the

national average46. Bed occupancy at The 

Heart Hospital currently approaches 95%

and activity is increasing year on year and 

will continue to grow.

Demand is also increasing particularly for

conditions such as adult congenital heart

disease, inherited cardiac conditions and other

highly specialised areas in cardiology. 

� Surgical procedures are increasingly being

cancelled. Critical care capacity limits surgical

and catheter lab interventions. Around 250

planned operations were cancelled at The Heart

Hospital last year. 

� While most patients are happy with their overall

care, limited capacity is reducing their

satisfaction. In a recent survey patients at The

Heart Hospital reported less choice of admission

dates and were more likely to have their

appointment changed than the national

average47. Patients at The Heart Hospital were

also more likely to share a sleeping area with

patients of the opposite sex than at other sites48.
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45 Dr Foster Intelligence. Available at: www.drfosterhealth.co.uk
46 Dr Foster Intelligence. Available at: www.drfosterhealth.co.uk
47 Picker Institute Europe, Inpatient Survey 2012, Site Report: The Heart Hospital, 2013.
48 Picker Institute Europe, Inpatient Survey 2012, Site Report: The Heart Hospital, 2013.
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Opportunity to integrate research and

innovation into daily practice

Both UCLH and Barts Health host major biomedical

cardiovascular research resources. Clinicians think

they can help achieve better cardiovascular

outcomes if, rather than working separately on two

nearby sites, they combine their specialist academic

and clinical services on a single campus. This would

provide a better environment for sharing best

practice, engaging trainees and encouraging 

high-quality research opportunities. It will also help

improve outcomes because more patients will be

able to take part in clinical trials.

“Integrating primary, secondary and specialist care and providing care closer to home will

deliver a better patient experience, optimal management to reduce heart attack and stroke,

and equitably improve the health of our population.” 

Professor John Robson, Tower Hamlets GP and primary care lead for the UCLPartners

integrated cardiovascular system
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Our vision is to provide world-class experience and

outcomes for patients, underpinned by world-

leading academic research and education.

To achieve this vision clinicians have identified

seven key aims: 

1 Establish a seamless pathway and better co-

ordination of care for cardiovascular patients

across all NHS organisations. 

2 Provide world-class standards of care and

improve patient outcomes and experience.

3 Improve access to cardiovascular care and

reduce waiting times.

4 Ensure our population benefits from the latest

technological advances, research and access to

clinical trials.

5 Ensure services are sustainable for the future. 

6 Maximise efficiencies and attract national and

international investment in research.

7 Ensure continuous training and education in

cardiovascular disease is of a high standard

across north and east London.

Clinicians have identified a strong and pressing

need to change the way we deliver specialist

cardiovascular services in north and east London.

They recommend developing a single integrated

cardiovascular centre at St Bartholomew’s Hospital

with the Royal Free Hospital remaining as a second

heart attack centre. 

Existing cardiology services would continue to be

provided at UCLH to support routine and other

specialist care (for example, cancer care).

Our vision for cardiovascular care
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How services would work: an example 

Robert, 47, has a heart attack at home in Haringey. His wife calls an ambulance and he is

taken to the specialist heart centre at St Bartholomew’s Hospital by ambulance. The

ambulance arrives at the emergency entrance and the crew take him to the specialist heart

centre. Robert reaches the assessment unit via a dedicated lift for emergency patients, which

the crew know will be available for their immediate use. As Robert arrives at the cath lab

floor he suffers a cardiac arrest. This is managed in a dedicated private receiving room next

to the cath labs. His circulation returns and he is taken into the cath lab for a primary

angioplasty. His family is reassured that he is receiving the best possible care.

An artist’s impression of a general ward at the new

facility at St Bartholomew’s Hospital.
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Clinicians believe that bringing specialist

cardiovascular services from The Heart Hospital

and The London Chest Hospital into a single,

integrated high-volume cardiovascular service

would improve outcomes for local people. 

Evidence shows that outcomes are better for

patients treated by clinicians who are experienced

and have high volumes of cases. This includes

complex and emergency procedures such as mitral

valve surgery49, primary angioplasty50, ablation51 and

implantable cardioverter defibrillator implantation52.

If we bring together specialist services in north and

east London, they would work at a scale to

provide world-class results. Also we would reduce

duplication, so we could rationalise investment,

particularly in a field that is increasingly

technology-driven. Better use of resources would

help to improve productivity, which the NHS needs

so it can invest in new technologies and cope with

more work. 

In addition, a single centre offering the latest

technologies and treatments would attract more

national and international patient referrals. This

would create an income stream that does not rely 

only on local NHS resources. It would also enable

us to maximise investment through increased

research and cooperation with industry, supported

by the academic health science partnership. 

A single high-volume integrated cardiovascular

centre at St Bartholomew’s Hospital would do 

the following:

� Achieve sub-specialisation in surgery and

supporting services such as anaesthetics. This

would enable us to develop a high-volume

centre for mitral valve repair and a regional

aorto-vascular centre with a specialist 24/7 rota.

� Enable us to invest in new technologies. For

example, the hybrid theatre planned for the

new development at St Bartholomew’s Hospital

for aorto-vascular surgery will place state-of-

the-art 3D-imaging within a theatre, enabling

surgeons and interventional radiologists to

work together. This facility will be unique

among the cardiac units in London and most of

England, helping it to grow and improve.

Similarly, larger sub-specialist teams would

make it cost-effective to invest in technology

such as robotic equipment.

How we could improve services

“Clinical staff are ambitious to bring together their expertise so that cardiovascular care

continues to improve, is delivered to more patients, and is focused on care in the best

environment and prevention.” 

Dr Edward Rowland, Clinical Director, UCLH

49  Birkmeyer, J.D., Findlayson,E.V.A. & Birkmeyer, C.M., ‘Volume Standards for High-Risk Surgical Procedures; Potential Benefits of the Leapfrog Initiative’, Surgery,
2001, 130: 415-422.
50  Van de Werf, F. et al. ‘Management of acute myocardial infarction in patients presenting with persistent ST-segment elevation’, European Heart Journal, 2008.
51  Aliot, E.M., W.G. Stevenson, J.M., ‘Almendral-Garrote et al EHRA/HRS Expert consensus on catheter ablation of ventricular arrhythmias’, Eurpace, 2009, 11: 771-817.
52 Al-Khatib, S.M., L. Lucas, J.G. Jollis, D.J. Malenka, and D.E Wennberg, ‘The relation between patients’ outcomes and the volume of cardioverter-defibrillator
implantation procedures performed by physicians treating medicare beneficiaries’, Journal of American Cardiology, 2005, 46: 1536-1540.
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� Help us meet and surpass the recommended

number of complex and emergency procedures

in cardiology, which is a recognised marker for

clinical safety and quality.

� Create a regional service for transcatheter aortic

valve implantation (where the aortic valve is

replaced without full open-heart surgery) for

high-risk patients and those who are unsuited to

conventional surgery.

� Enable us to offer on-site 24/7 services such as

vascular surgery.

� Streamline care pathways and create clearer

referral routes for emergency units, ambulance

services, GPs and community services.

� Create greater capacity and flexibility to

respond to demand, reducing waiting times

and cancellations.

� Drive innovation forward – a high-volume

centre is more likely to be selected to test

innovative technology and create models of

use across cardiovascular units.

� Maximise efficiencies and enable us to invest in

the latest technologies and medical advances.

� Increase expertise among the whole workforce,

improving outcomes and giving patients a

better experience of care. Many services at the

new centre would be the largest in the UK,

bringing the benefits of high-volume work to

our population.

� Improve training and recruitment – creating

one of the UK's largest surgical units would

enhance education and training opportunities

for all staff. The service would be able to

recruit from a world-class pool of expertise.

� Strengthen research, science and clinical trials.

By creating access to data from such a large,

diverse population and broad range of activity,

we would attract funding for clinical trials. This

would benefit local patients. 

The specialist centre would provide overall system

leadership, working with local acute hospitals and

primary and community health services to improve

care, ensuring that we provide the benefits of

world-class research and development along the

whole pathway. 
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“Creating partnerships with the life sciences industry is at the heart of the UK health and

wealth agenda. Industry wants to align with the biggest and the best. Integrating

cardiovascular services would create the biggest cardiovascular clinical and research centre

in Europe, on a par with the best in the world – an unbeatable proposition for London.” 

Professor Bryan Williams, Professor of Medicine and Director of the Biomedical Research

Centre, UCLH
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“A centre of global excellence in the management of cardiovascular diseases will attract the

very best national and international trainees in recognition of the advantages our training

programmes will bring to them and their future patients.” 

Professor Jean McEwan, Consultant Cardiologist and Higher Education Institute

representative for North-Central and East London Local Education and Training Board 

“Creating an integrated cardiovascular centre would be a great opportunity for nurses and

allied health professionals. Treating higher volumes of rare clinical cases would support the

establishment of roles such as nurse practitioners who would improve the efficiency of

patient pathways and patient experience.”

Jonathan Hanbury, Divisional Senior Nurse, The Heart Hospital, UCLH
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Clinicians believe we can save more lives, 

ensure all patients have a good experience and

improve the quality of life for people with

cardiovascular disease.

Cardiovascular care would be provided as part of

an integrated system with an expert specialist

centre at its hub. Patients and carers would be

treated by a specialist service working closely with

local hospitals, GPs and community services to

support prevention, early identification of disease,

diagnosis, treatment and rehabilitation. Patients

would continue to access a range of cardiovascular

services locally, including outpatient services.

The integrated system would ensure that patients

get ongoing support, with a clear management or

care plan understood by everyone involved in their

care. Patients and carers would get information to

help them make choices about their treatment and

work with clinicians to speed up their recovery.

Clinicians believe their vision for specialist

cardiovascular services would produce benefits

including these for local people:

� Improved patient experience and

outcomes, which would be measured to

ensure that services continue to provide 

high-quality care.

� A single integrated centre, which would

provide prompt access to treatment in all

departments. This would help reduce long

waits and cancellations. 

� A high-quality environment with greater

access to new diagnostics and state-of-

the-art equipment in all departments. Local

people would experience the same high

standards of care no matter where they live.

� Expert multi-disciplinary teams with the

knowledge and understanding that comes

from treating lots of similar conditions.

Emergency services would be provided 24/7 

by highly skilled individuals and more services

could be provided seven days a week and for

more hours of the day as a result of larger

pools of expert staff.

� Patients would be able to take part in a wider

range of clinical trials. They would know they

were being treated by teams working at the

forefront of innovation. Patients would be able

to contribute to and benefit from the

development of new technologies. Patients with

rare diseases would be treated by teams who

see some of the highest numbers of patients in

the world with their condition, making clinical

and research breakthroughs more possible.
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Consolidating services would create the largest cardiac surgery centre in England based on

number of patients seen. 

What this would mean for patients
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We have considered the three main sites currently

providing specialist cardiovascular care in north

and east London – The London Chest Hospital, 

The Heart Hospital and St Bartholomew’s Hospital. 

While the Royal Free Hospital provides some

cardiovascular services, it does not offer specialist

cardiac surgery. Establishing a surgical service at

the Royal Free Hospital would need significant

investment so we did not consider this option. 

If these recommendations are agreed, there 

would be no change to the cardiovascular services

offered at the Royal Free, which would continue to

be a heart attack centre and provide planned

cardiology care.

We are keen to find out what everyone thinks

about the options proposed.

1. The Heart Hospital

A single integrated high-volume cardiovascular

centre could not be located at The Heart Hospital

as it has no room to expand. 

2. The London Chest Hospital

The London Chest Hospital services are already

moving to St Bartholomew’s Hospital in late 2014

as part of the new hospital development.

3. St Bartholomew’s Hospital

Local clinicians believe that bringing together two

average-sized specialist cardiac centres – The Heart

Hospital and The London Chest Hospital – and the

services located at the old St Bartholomew’s

Hospital onto a new, state-of-the-art campus

would have great benefits. 

A new world-class cardiovascular centre would

attract national and international patient referrals,

bringing income from outside the NHS. St

Bartholomew’s Hospital would also become a centre

for therapeutic innovation, in partnership with

Queen Mary University, University of London and

University College London. Strong academic links

to improve training and research would attract

staff and give patients access to new technologies. 

The new hospital being built at St Bartholomew’s

Hospital gives us a unique opportunity to set up an

integrated purpose-built cardiovascular centre with

enough capacity to support clinicians’ vision of

care. We currently have an opportunity to utilise

the new hospital building for additional

cardiovascular activity, which ideally would have

complementary services. 

The Heart Hospital and St Bartholomew’s Hospital

are only 2.5 miles apart, which would minimise

any increase in journey time for patients currently

attending The Heart Hospital. While patient 

choice needs to be considered, patients would be

getting a better service providing world-class

standards of care. Five other trusts provide cardiac

surgery in London.

4. New building at The Royal London Hospital 

or University College Hospital

We could not afford new buildings at these

hospitals. The NHS already has facilities that could

accommodate, or be adapted to accommodate,

this activity at a much lower cost.

What other options did we consider?
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5. Options outside north and east London

If these proposals proceed, a few patients currently

accessing care at The Heart Hospital would

probably be treated by hospitals in west and south

London (The Royal Brompton Hospital and Guy’s

and St Thomas’ Hospitals).

However, for most people (about 80-90%) who

currently access care at The Heart Hospital, St

Bartholomew’s Hospital would be the nearest

alternative. Because of this we have worked on the

basis that cardiovascular services should be

concentrated in north and east London. We have

not tested in detail any options that would mean a

lot more patients travelling to be treated in west or

south London. 
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These maps show that most people who are currently referred to The Heart Hospital live in north-central London
and most people who are referred to The London Chest Hospital live in north-east London. So travelling to an
integrated cardiovascular centre at St Bartholomew’s Hospital would be a reasonable alternative for patients who
are currently treated at The Heart Hospital.

Patient flows for 

The Heart Hospital

Patient flows for 

The London Chest Hospital
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The London 
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Clinicians and a wide range of stakeholders in

north and east London have created a vision for

integrated specialist cardiovascular services to rival

the best in the world.

We need to seize this opportunity to improve patient

outcomes by integrating specialist cardiovascular

services into new state-of-the-art facilities at St

Bartholomew’s Hospital. 

In the current economic climate two medium-sized

specialist cardiovascular hospitals, 2.5 miles apart,

are unlikely to be sustainable. Both need highly

trained staff with specialist skills and increasingly

depend on expensive technologies and innovations

to provide improved outcomes for patients.

This vision is to provide the highest-quality and

most innovative care for patients, and to be

leaders in international cardiovascular medicine.

Bringing together the best in cardiovascular

medicine and research in a purpose-built facility

would help us achieve this vision.

Parts of this vision relate to improving care 

along the cardiovascular pathway with more 

co-ordination between GP, hospital and community

care. There is major unmet need for cardiovascular

services in our growing population. Current services

cannot meet recommended standards and are

unsustainable in the future. Other parts of the

vision focus on more specialist interventions and

treatments, and the opportunities for bringing

services together in a single integrated centre. Both

these approaches are necessary if we are to identify

unmet needs, ensure early diagnosis and provide

access to the highest-quality services for acute

events such as heart attacks.

Conclusion
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We are now seeking the views of local people –

including staff, clinicians, patients, the public and

other stakeholders – on this vision for change.

We are keen to hear your views and will use

feedback to help us develop our preferred

recommendations.

During November 2013, there will be workshops

and meetings with clinicians who will explain why

they want to change specialist cancer and

cardiovascular services.

If you would like to attend an event, or if 

you would like to invite a speaker to attend a 

meeting of your local group, please contact us.

We also welcome comments on the case 

for change by email, letter or phone by 

4 December 2013. However, if you do have

comments after this date, do please send 

them to us.

To get involved or to request a summary of this

document in another language, alternative format

or large-print: 

Email: cancerandcardiovascular@nelcsu.nhs.uk

Telephone: 020 3688 1086

Write to: Cancer and cardiovascular programmes

c/o North and East London Commissioning

Support Unit Clifton House, 75-77 Worship Street,

London EC2A 2DU

Visit: www.england.nhs.uk/london/engmt-consult

Get involved
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NHS England: Call to Action 
 

Introduction 

65 years on from the creation of the NHS, we now need to rethink the post-war NHS model 
of delivering care.  If we want to maintain a high quality health and care system, free at the 
point of need, our only option is to fundamentally change the way services work.  Other 
sectors of the economy have transformed in recent decades – the way we bank, shop, work, 
travel, communicate and live have changed dramatically during the last generation.  NHS 
health and care services must now change too.  We need to transform the way that hospital, 
GP, mental health and social care services work in order to meet the needs of a growing 
capital city with a rapidly changing and diverse population. 
 
The size, diversity, history and capital status of London places the NHS and social care 
system in a uniquely challenging situation. The big pressures are: 
 

1. The population is getting bigger   

• Between 1990-2010 life expectancy in London increased by 5.2 years (a year 

longer than the national average of 4.2 years).  But there are wide variations 

between different boroughs and some stark health inequalities. It is morally 

wrong that we have up to 17 years difference in life expectancy between rich 

and poor areas of London. It is appalling that people with an enduring mental 

health problem can have a life expectancy up to 25 years less than the 

national average. 

• There has been a significant increase in the number of over 65s (19% by 

2020)   

• 80,000 people are living with Dementia – a predicted 16% increase in the 

next decade.  

2. Londoners are living longer with more long-term, complex conditions.   

• Patients living with long term conditions have the greatest needs and absorb 

more healthcare resources.   

• We spend 75% of the NHS budget on the 20% of patients with multiple long-

term conditions. 

3. Lifestyle choices such as drinking, smoking, poor diet and lack of exercise affect our 

health. Since the NHS was created in 1948, we have found cures for many common 

diseases that used to kill people prematurely.  But as we have become more 

scientifically advanced and affluent, lifestyle related conditions now account for the 
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biggest demand on the NHS. 80% of premature deaths are attributable to lifestyle 

factors such as alcohol, smoking, poor diet and exercise. 

• Childhood obesity:  1 in 5 children in London are at risk of obesity – higher 

than the national average – and mostly prevalent in our poorest communities.  

Predictions suggest that 40% of Londoners will be obese over the next two 

decades, leading to more diabetes and cardiovascular diseases like heart 

conditions and stroke. 

• The rate of acute sexually transmitted diseases is higher than any other 

region.  The 10 boroughs with the highest rates of sexually transmitted 

infections are in London.  More than 50% of people with HIV nationally live in 

London. 

• 40% of the nation’s TB cases are in London. 

• Inner London has higher levels of smoking, binge drinking heart disease and 

cancer.  

4. Patients want more information, the best quality medicines, technology, choice and 

convenience.  

5. Gradual improvements to current services won’t be enough to keep up with the pace 

of change and growing demands.   

 The NHS need to change: 

• Many Londoners struggle to get a GP appointment 

• Patient experience and satisfaction rates are disappointing: Overall rates of public 
trust in the NHS are high, but there are some worryingly low satisfaction levels with 
some services in London.  For instance in cancer services, nine London hospitals are 
in the bottom ten nationally for positive satisfaction scores. 

• Weekend and 24/7 care is poorer and less safe: For example, we know that one of 
the most important factors in emergency care is fast access to a senior consultant 
who has the right skills to prescribe the appropriate treatment.  Where services are 
available at weekends, the quality of these services varies considerably because the 
availability of senior clinicians varies across Trusts and across different times of the 
week. This must improve. 

• London’s accident and emergency departments’ emergency admissions have risen: 
On average, London’s Trusts deliver against the national 4-hour minimum waiting 
time but performance is very inconsistent with some Trusts routinely failing to meet 
targets. During winter, services can be extremely stretched which places more 
pressure on hospitals, staff and patients.  All the experts agree that we need to 
organise more health and care professionals into community-based settings, closer 
to people’s homes, instead of over-stretched hospital departments. 

• Poor rates of early diagnosis for diseases like cancer: 1 in 3 cancer diagnoses are 
made in A&E often when it’s too late to treat successfully.  23 of the 25 boroughs with 

Page 118



 

 

the lowest breast screening rates nationally are in London.  The NHS in London 
could save 1,000 more lives per year if early diagnosis rates equalled the best in 
Europe. 

• More people are living with long-term conditions and account for a disproportionate 
amount of NHS resources: 50% of all GP appointments, 70% of hospital bed days 
and 70% of the total health and care spend in London.  We have to transform the 
way we support patients to self-manage their own condition because we can  

• a) achieve better patient outcomes and  

• b) reduce the costs to the NHS generated by expensive hospital visits.    

• We need a big improvement in the way we develop care plans, use technology and 
support people closer to their homes 

• A hospital-centred health system is not the best way of caring for these patients. 
Multiple-morbidity in patients is projected to grow from approx. 1.9m people in 2008 
to 2.9m people by 2018. We need to innovate and find new ways of harnessing 
technology and using a range of professionals – clinicians, dieticians, pharmacists – 
to coordinate care closer to home.  

Historic problems 

• When the NHS was created, it was designed to simply treat the sickest people.  

Services were organised to help patients recover from common diseases such as – 

smallpox. Now we need services that are geared towards helping patients prevent 

themselves from becoming ill, or to help them live longer by managing age-related 

conditions, like hearing loss or the frailties of older age.  We need to shift focus from 

being a ‘sickness service’ to being a service about improving health and wellbeing. 

• London has a relatively high concentration of hospitals which means they have 

smaller patient catchment areas compared to the rest of the country, making them 

very financially challenged.  

• 40% of London’s GPs operate from single-handed or small practices, limiting the 

range of services they can offer.   

• Whilst we have some impressive buildings, much of the NHS estate is ageing and in 

urgent need of modernisation. In general practice, London has a higher proportion of 

sub-standard premises. 

Financial reasons to change 

• The NHS budget may remain at its current levels – or flat growth in real terms  

• As demand rises and other costs (medicines, power and pension) the NHS will 

generate huge cost pressures.  

• It is estimated that without radical changes the NHS in London will be in deficit by 

more than £4bn by 2020. 
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NHS England’s ‘Call to Action’ aims to trigger a big debate about the way health and care 

services need to change over the next decade.  Working with Clinical Commissioning 

Groups, we will devise commissioning strategies to begin reshaping services in London.  To 

help us get it right, we will be seeking opinions to a range of questions such as: 

• Where should we be investing precious resources? 

• How can we make massive improvements to the way we manage long-term 

conditions? 

• How can we make best use of technology to improve access to services, 

advice and improve patient outcomes? 

• How can we redesign services to meet the needs of a very dynamic 

population? 

 

CCG Activities 

Local Clinical Commissioning Groups (CCGs) have already undertaken a range of activities 

in support of ‘A Call to Action’ and these are continuing in the coming months: 

 

Barnet: 

Barnet CCG held three public meetings in October where A Call to Action was part of the 

agenda.  At all three, A Call To Action was introduced as a national initiative and explained 

how it fitted in with the CCG’s engagement plans locally, i.e. to use feedback from 

discussions to shape commissioning intentions over the next three to five years.  

The first two events were specifically about securing Barnet’s health for the future in light of 

all the changes that are taking place and need to take place locally.  A Call to Action was 

one of the group discussion topics and attendees discussed locally adapted versions of the 

national questions.    

The third event was around the future of services for children and young people and 

although A Call to Action was not explicitly a topic of discussion, the overall themes that 

emerged will feed into Barnet CCG’s commissioning intentions and form part of the feedback 

to NHS England.      

 

Camden 

Camden CCG has developed: 

• A web page giving details of Call to Action and links to the NHS England web pages: 
http://www.camdenccg.nhs.uk/about/call-to-action-2013  
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• A survey for public responses: https://www.surveymonkey.com/s/BXTGNSC 
 

• An option to write-in with thoughts and comments 
 

• Adverts in the Camden New Journal & Ham & High (next week) inviting residents to 
respond to Call to Action.  
 

• A number of public engagement events that will be linked with Call to Action 
 

Enfield 

Enfield CCG was a national pilot for the Call to Action, one of only six CCGs nationally, and 

the only CCG in London and the South East to take part in this work. This involved Enfield 

CCG hosting a co-design event on September 5 with NHS England at Forty Hall in Enfield. 

Over 60 people including members of the public, Patient Participation Group 

representatives, Councillors, voluntary sector groups, local organisations such as Southgate 

College and Job Centre Plus, and other NHS organisations, attended this event as well as 

GPs and CCG staff. 

At the co-design event, NHS England presented and tested resources that that have now 

been adapted to produce a national engagement pack. Patients and key stakeholders in 

Enfield have therefore played a key role in shaping the conversation with patients across 

England about the Call to Action. Enfield CCG was very pleased to have had the opportunity 

for patients to influence the development of the Call to Action and NHS England found the 

discussions and feedback on the day very valuable in understanding patients’ response to 

the Call to Action. 

Moving forwards, the Call to Action conversation is being embedded in commissioning plans, 

key strategic documents and all the events. Enfield is committed to holding three public 

events a year around the commissioning cycle, most recently in October, and Call to Action 

is used to help explain commissioning priorities and future challenges facing the NHS. 

Enfield has also added Call to Action resources to the CCG’s websites and will be 

distributing resources including the new patient booklets to GP practices and stakeholders 

over the next few weeks. 

 

Haringey 

Haringey CCG is undertaking its own systematic engagement strategy to inform its 

commissioning and provide feedback on the quality of local services. Rather than planning 

any specific ‘call to action’ events, the intention is to provide evidence from locally-developed 

activities to demonstrate the extent and quality of engagement and show how feedback from 

local people has influenced commissioning plans. Haringey CCG’s engagement strategy can 

be viewed at 

http://www.haringeyccg.nhs.uk/Downloads/Strategies/PPE_strategy_v1_20130515.pdf  

Page 121



 

 

Islington 

Islington CCG has a comprehensive engagement programme which is looking at the overall 

Call to Action but also specific targeted areas within this. These include:  

• Last Years of Life care 

• Integrated care  

• Urgent care  

• Self care  

• Mental health and learning disabilities  

 

Upcoming  

• Transition from children to adults 

• Primary care  

• Community asset and mobilising with a local estate  

 

A range of methods are being utilised, including 

• Public meetings  

• Telephone Interviews  

• Email interviews  

• Face to face interviews  

• Insight workshops  

• Group discussions  

• Discussion forums  

• Patient stories   

• Capabilities theory 

• Surveys 

 

On top of this we are working with the social (third sector) to develop their skill base and 

capacity. We have set up a social sector discussion forum which captures their feedback.  

We also hold quarterly PPG meetings (Islington and locality wide) to discuss key 

commissioning topics.  
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What you can do 

• Please send us your formal response by the end of December, there are key 

questions for which we would like your input  

• You can also join the debate by attending your local CCG’s public engagement 

events as well as:  

• Emailing responses to: england.london-communications@nhs.net 

• Contributing on Twitter using #calltoaction 

• Discussing it on www.myhealthlondon.nhs.uk 
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Joint Health Overview and Scrutiny Committee (JHOSC) for 
North Central London 
 
29 November 2013 
 
Work Plan/Future Dates 
 
1. Introduction 
 

1.1 This report outlines proposed future date(s) for the JHOSC and outlines 
issues that have been identified as possible future items.  
 

2. Next Meeting 
 
2.1 The next meeting of the Panel will be on Friday 7 February and take place at 

Enfield  Civic Centre.  Potential items for the meeting are as follows: 
 

• Acquisition of Barnet and Chase Farm  Hospitals by the Royal Free 
 

• Barnet Enfield and Haringey Clinical Strategy – Implementation 
 

• The Whittington Hospital – Transformation Plans 
 

• GP Funding 
 

• Public Health England – Engagement Plans 
 

• NHS England – public engagement 
 

• Northgate – Update on Progress 
 

3. Future Meetings 
 

3.1 Future meetings of the Committee have been arranged to take place as 
follows:  

 

•  28 March (Islington). 
 
3.2 Potential items for this meeting are as follows: 

 

• Programme budgeting – budgetary allocations for each borough 
 

• Funding for Mental Health Services 
 

• Out of Hours Commissioning – Evaluation 
 

• Hospital Food 
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