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Executive summary
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• UK’s highest population increase, over 
380k in 15 years, equivalent to a whole 
London borough or a town like 
Reading.  

• Home to 16 Crossrail stations (35 mins 
Harold Wood to Farringdon) 

• Alternative Funding Organisation 
(Newham) 

• Health estate GIA = 1,000,000msq 

• 30% properties pre-date the NHS 

• £197m backlog maintenance

16 Crossrail stations in north 
east London CCGs

London showing 
ELHCP area

An overview of the East London Health and Care Partnership (ELHCP)
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ELHCP Governance and partnership working

GOVERNANCE  

Our vision, as the 20 founding organisations of the East 
London Health and Care Partnership, is to measurably 
improve health and wellbeing outcomes for the people in 
north east London ensuring that sustainable health and 
social care services are built around local needs 
Governance structures have been developed over the 
last 18 months to support this vision. These have been 
successful in bringing partners together to explore new 
operating models  
The NEL (north east London) governance workstream is 
refining the decision-making process with the NEL Joint 
Commissioning Committee and the ELHCP Executive 
and Assembly. 
The new structure mirrors that of the London Estates 
Board (LEB) and the London Estates Development Unit 
(LEDU). All local CCGs/systems have Local Estates 
Forums in place.

PARTNERSHIP WORKING 

• Single Accountable Officer and Partnership 
lead for north east London  

• Joint Commissioning Committee for all 
seven CCGs established 

• STP Clinical Senate established 
• STP Estates Board established meeting 

quarterly 
• STP Estates Operational Group – has met 

monthly for the last two years 
• Over the last year, all Partners have actively 

contributed to the ELHCP Estates 
workstream’s delivery plans  

• Agreed STP capital prioritisation pipeline  
• All local CCGs/systems have Local Estates 

Forums in place



Our clinical vision drives our strategy 
and estates priorities 
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Our challenges 
HEALTH AND WELLBEING  
• Estimated population growth of 18% over 

next fifteen years 
• Five out of our eight boroughs are in the 

lowest quintile for deprivation in the UK. 
• Health inequalities are high, with many 

residents challenged by poor physical and 
mental health driven by factors such as 
smoking and childhood obesity.  

• Particular challenges from a growing elderly 
population in outer north east London.  

CARE AND QUALITY 
• Performance against CQC standards in both 

acute and primary care is highly variable. 
• Variable performance against key 

performance targets 
• Poor quality estate in some areas – not 

purpose-built, or suitable for modern 
healthcare 

• Substantial backlog maintenance 
requirements 

SUSTAINABILITY 
• Poor utilisation for some sites 
• Void (unused) space in some buildings 
• Workforce shortages 
• Availability of funds for improvement 
• Need to reduce operational costs

Delivering our vision,  
our strategy  

HEALTH AND WELLBEING  
• Develop sufficient capacity for population 

growth and changes to models of care and 
health, support prevention 

• Primary care – more operating ‘at scale’ to 
provide out-of-hospital care 

• Elective surgery to reflect population growth 
and change 

• Maternity care, delivering Better Births 
programme 

CARE AND QUALITY 
• Increased integration across primary and 

secondary care pathways 
• Increased capacity to provide out-of-

hospital care 
• Sustainability of emergency services 
• Better access to specialised services 
• Develop new care models for older peoples 

services  

SUSTAINABILITY  
• Improve utilisation of facilities  
• Reduce void space 
• Improve productivity and provide more 

flexibility for mental health services

HEALTH AND WELLBEING  
• Developing more fit-for-purpose health 

facilities in the community 
• Investment in primary and social care 

premises and community spaces to support 
larger integrated care teams 

• Elective care networks, including surgical 
centres of excellence 

• Shape maternity facilities to meet “Better 
Births” standards  

• New models of care to reflect changing 
population needs, specifically services for 
older people 

CARE AND QUALITY 
• Redevelopment of the Whipps Cross 

Hospital site to replace out-of-date and 
poor-quality facilities 

• Improvement of urgent and emergency care 
facilities on a number of hospital sites 

SUSTAINABILITY  
• Reviewing the location of acute inpatient 

mental health services to improve 
productivity and flexibility

Estates priorities



• Fragmented ownership 

• Wide variations in use and 
condition 

• Fixed core estate 

• No capacity in some growth 
areas 

• High estate and void costs 

• Inefficient use of space 

• Opportunities for consolidation

• Service transformation 

• Population growth 

• Estate utilisation and 
condition 

• Digital innovation 

• Workforce pressures 

• Financial pressures

• Place-based care – fully integrated 
social care and health services 

• Primary care ‘at scale’ 

• Reduced estate voids 

• Improved estate utilisation  

• Reduction in non-clinical space 

• Improved quality and condition 

• Exiting non-operational premises 

• Efficient use of resources

Where do we need to be?

2033

2018

DRIVERS FOR CHANGE

DESTINATION



 7

Capital investment

The capital pipeline for Partnership transformational 
projects has been identified and prioritised. All projects in 
the STP plan have been considered and assessed using 
criteria that included state of readiness and 
transformational priorities. The projects are now part of a 
centralised programme plan which is reviewed monthly 
by the Estates Operational Working Group. 

A thorough prioritisation process was carried out with all 
partners using pass/fail criteria to check the state of 
readiness (e.g. PID in place) and STP ‘alignment. This was 
followed by a weighted scoring process against four key 
themes with ten questions and 20 sub-criteria. 

Many projects are interdependent upon each other and 
these interdependencies, along with the state of 
readiness, impacted on where they ranked in the 
prioritisation. 

See Appendix slides for methodology/framework applied 
Detailed prioritisation list of all projects available upon requested.

Prioritising investment 
opportunities is a key task. 

We cannot deliver all our 
projects simultaneously, 
and a rational, systematic 
approach to prioritisation 
will help ensure 
requirements are met as 
early as practicable, and 
that resources are used as 
effectively as possible.



Purpose 
Infrastructure is a key enabler to 
facilitate the delivery of the East 
London Health and Care Partnership 
(ELHCP) vision. This plan gives a 
strategic overview of the current 
estate and its challenges. It charts the 
way forward to deliver the estate 
required to enable the ELCHP vision. 

This is a system wide estates plan, 
designed to begin the development of an 
estate-based response to the main STP 
transformation themes.  

The ELHCP Strategic Estates Plan (SEP) 
does not replace or duplicate existing 
organisations’ estates strategies/plans 
across the footprint. It focuses on common 
themes, identifying where collaboration is 
either desirable – helping to achieve 
economies of scale, to share scarce 
resources or to share best practice; or 
essential. Where we need it, we must plan 
for buildings that make data-sharing and co-
location work. 

Our plan provides a framework for 
prioritising investment to maximise 
the benefits of estate-enabled 
transformation.
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How we have developed this plan

This plan summarises the 
existing challenges and sets 
out the interim conclusions of 
the work to date. 

More importantly, it is a ‘living’ 
plan that partners will develop 
into a robust strategy which 
reflects the full transformation 
implications of the Sustainable 
Transformation Plan (STP).  
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Over the past year, the 
partners have been meeting to 
produce the ‘Estates’ section 
of the STP. 

Our discussions and this plan, 
build upon the work of our 
Local Estates Forums (LEFs) 
to produce Strategic Estates 
Plans (SEPs), and providers’ 
own work to deliver cost 
improvement and innovation. 



The partners
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The Partners agree to work together to collectively 
to improve the information we hold and share about 
our respective estate, and to improve our estate 
management performance. 

There are strong interdependencies between the 
new models of care in the STP and estates 
efficiencies that cannot be delivered separately.  

We continue working together to pursue 
opportunities in areas that include:  

• increasing asset utilisation, revenue generation 
opportunities, void management, temporary uses 
and third party income generation  

• reducing operating costs  
• using technology, service transformation and 

workforce changes to increase efficiency 
• using a One Public Estate approach to support 

shared services 

There is more work to be done to locally-based 
facilities to reflect our aspirations in care and health 
in any new models of care in a way that maximises 
standardisation, flexibility, cost-efficiency and reuse 
of existing facilities. 

The connections between care and health to the 
wider economic development, regeneration, inward 
investment and innovation agenda need to be 
emphasised and improved. This includes looking at 
staff accommodation needs. 



Developing the ELHCP Strategy 
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To develop good quality and cost-effective estates infrastructure which meets the complex 
needs of a growing diverse and relatively transient population. Our estates will need to be 
flexible, to support the delivery of new models of care over the next 5-20 years.
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A TRANSFORMED, 
INNOVATIVE ESTATE

A WELL MAINTAINED, 
FLEXIBLE ESTATE

EXCELLENT, QUALITY 
ENVIRONMENT

Create a costed, consolidated 
ELCHP Estates strategy with an 
enabling programme of work 
and key milestones 

Improve the productivity and 
efficiency of estates usage 

Create an overview of the 
capital programme and 
projects within ELCHP 

Identify savings opportunities 
from reduced voids, increased 
utilisation and co-located space 

Minimise the ongoing revenue 
costs of property 

Maximise commercial 
opportunities for income 
generation 

Use demand and capacity 
modelling to develop estimates 
for future requirements 

Use digital innovation to create 
efficiency 

Acute transformation including 
significant investment and 
redevelopment at Whipps 
Cross, King George A&E, 
Queens A&E and additional 
capacity at Homerton and 
Royal London 

The foundation of our model is 
primary care collaboration at 
scale, networks and federations 
treating populations of up to 
70,000 people, accessible 
8am-8pm, seven days a week 
where needed. 

Better health and care 
outcomes through the 
transformation of health and 
social care delivery, based in a 
fit for purpose estate 

Delivering new models of 
primary and secondary care at 
scale will require modern, fit-
for-purpose and cost-effective 
infrastructure 

Improve patient access to a 
wider range of services for 
longer through increased 
utilisation and co-location 

Identify savings opportunities 
from reduced voids and better 
utilised space

Measurably improve health and 
wellbeing outcomes for the 
people of ELHCP and ensure 
sustainable health and social 
care services 

Emphasis on partnership to 
commission, contract and 
deliver services efficiently and 
safely 

Provide quality environments 
people wish to visit and work in 
to deliver a range of health and 
wellbeing services

AN ECONOMICAL, 
EFFICIENT ESTATE

VISION



Context: regional and national 
Key themes

Strategic framework to redress the under-funding in 
primary care and improve issues with workforce, 
workload, infrastructure, care design and sustainability in 
general practice                                                                                
NHS England General Practice Forward View (April 2016) 

Framework to redress the lack of house building in 
London, where the annual supply is far outstripped by 
need and demand, resulting in an affordability crisis 
London Housing Strategy (Sep 2017) 

Targets have been set for each borough, including the 
redevelopment of surplus or under-utilised public sector 
owned sites  
Draft London Plan (Jan 2018) 

50% of all homes should be affordable. £3.15bn of 
affordable housing investment has been committed 
through to 2021 
Homes for Londoners: Supplementary Planning Guidance 
(Aug 2017) 

A target of 160,000 homes in London has been set to be 
delivered between 2015 and 2020 on Government land 
Disposal of Public Land for New Homes, the Department 
for Communities and Local Government (Jan 2016) 

£2bn of assets across London to be released for 
reinvestment and to deliver land for 26,000 new homes  
Department of Health (Jan 2016)

Naylor Review
The ambition of the ELHCP 
is that all proceeds from 
any disposal of unused 
assets are reinvested in 
local health and care 
services.  

We note the need to take 
account of the demand for 
affordable housing especially 
among lower paid staff, and 
the recommendation that 
surplus NHS land should be 
prioritised for the 
development of residential 
homes for NHS staff.

17 
  recommendations

strategic 
capability

incentives 
for 

providers  
& STPs

funding & 
national 
planning

3 themes
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Estates strategic planning, engaging 
stakeholders 

Local decision-making is informed by existing transformation 
partnerships and networks including: 
● Barking & Dagenham, Havering and Redbridge Integrated 

Care Partnership 
● City & Hackney Transformation programme 
● Newham, Tower Hamlets, Waltham Forest, Transforming 

Services Together 
● North East London Clinical Senate  
● Provider Alliance and CEO’s

Engagement, review and scrutiny is carried out by local commissioners, 
providers and stakeholders including: 
● North East London Joint Commissioning Alliance 
● Health and Wellbeing boards 
● Health and Overview and Scrutiny committees 
● CCG governing bodies 
● NHS Trust boards 



Where we are now 
A profile of the current estate



Opportunities and challenges
Our boroughs are undergoing unprecedented growth and change, with an additional 384,000 patients adding pressure to an already 
overloaded health and social care system. Regeneration brings with it, an opportunity to redesign integrated buildings for the future as part of 
major new developments.
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5% of council 
wards 

account for over 35% of 
population growth

6 
New housing zones 

16 
New Crossrail Stations

35 mins 
Direct train Havering to City

Isle of Dogs  
has hyper-dense housing, 

denser than Tokyo similar to 
Hong Kong

126k in 5 years 
equivalent to the size of 

Eastbourne

262k in 10 years 
the size of Plymouth

384k in 15 years 
the size of Middlesbrough

Over 384k  
population growth

£197m  
backlog maintenance

76% 
Acute (£88m Whipps Cross)

16% 
Community

8% 
Primary Care

10% 
was built in the last 12 years

1 in 3 
of our estate predates the NHS

1,000,000+ m² 
GIA space

6 
GLA Opportunity Areas

1 GLA 2016 Housing led projections © GLA 2016-based Demographic Projections 
2 https://www.citypopulation.de/UK-EnglandUA.html
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The condition of the estate in 
north east London is highly 
variable. It is of mixed-age, 
quality and fitness for purpose.  

It ranges from recently built 
state of the art facilities at the 
Royal London Hospital, to 
facilities where significant 
investment is currently needed, 
such as Whipps Cross Hospital.

An unequal estate
• 33% of the estate was built before 1948, 35% was 

built between 1949 and 1984, 12% between 
1985-2005, and 18% is less than 12 years old (built 
after 2005).  

• Addressing the costs of significant, high and 
moderate risk backlog maintenance across the 
acute estate, would cost around £197m.  

• Around £8m annual costs on voids. 

• Over 28ha of land and unsuitable health premises. 

• In excess of £321-396m in capital receipts assuming 
retention of all, or a share, of NHS Property Services 
receipts from disposal to contribute to 
improvements to the local health facilities. 

• Over £600m of capital is needed to deliver an 
estate that is fit for purpose to support new models 
of care. 

• Potential to deliver around 2,900 new housing units 

 16



The highest population growth in London  
means ‘do nothing’ is not an option
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Large growth in both homes 
and jobs as London grows 
eastwards 

GLA Housing Zones 

Blackhorse Lane & 
Northern Olympic Park           2,477 homes 

Ilford           2,189 homes 

Barking Town Centre           2,295 homes 

Rainham and Beam Park        3,457 homes 

Poplar Riverside           6,404 homes 

Total                              16, 822 homes 

 GLA Opportunity Areas 

*Figures adjusted proportionate to area  
of opportunity area that is in ELHCP 

  Area 
(Ha)

Indicative 
Employment 

Capacity
Min Housing

City Fringe 900 50,000 15,000

Ilford 85 800 5,000

Isle of Dogs 485 110,000 30,000

London Riverside 3,000 16,000 26,500

Lower Lea Valley 1,400 50,000 32,000

Royal Docks & 
Beckton Riverside 1,380 60,000 25,500

Upper Lea Valley* 1,170 4,500 6,000

Total 8,420 291,300 140,030



WEL Pilot 

Newham, Tower Hamlets 
and Waltham Forest CCGs 
running Transforming 
Services Together 
programme to deliver 
high-quality, safe and 
sustainable services for the 
population of east London. 

City & Hackney Pilot 

CCG & Hackney Council 
developing joint 
infrastructure plan to right 
size estate and drive 
efficiency through 
alternative funding models 
and capital receipts.

16 

New 
Crossrail  
Stations 
35 min direct 

from Farringdon 

to Harold Wood

BHR Pilot 

CCGs, LAs, BHRUT and 
NELFT set up an 
Integrated Care 
Partnership developing 
business case for an 
Integrated Care System. 

An innovative and developing area  

 18

Three separate transformation pilots running along the new Crossrail line 



How big is the NHS estate?
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UNDERSTANDING THE 
NHS ESTATE 

• Typically, there are only some 
three or four buildings above 
the 3,000m2 size threshold in 
each CCG area: 

• Most main acute hospital sites 
are over 40,000m2 with the 
Royal London being the 
largest at over 250,000m2 
GIA.  

• The 10-40,000m2 size band 
includes a limited number of 
secondary acute sites and the 
larger community hospitals.  

• The 3-10,000m2 size band 
includes a mix of smaller 
community hospital sites, 
mental health facilities, the 
largest CHP/LIFT buildings 
and a handful of NHSPS 
properties.  

• Around 90% of buildings/
leases are under 1,000m2
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Acute and community asset ownership

UNDERSTANDING THE 
ESTATE 

The size range of 1,000-3,000m2 
contains many more buildings and is 
typically the size range for most 
networks or at scale primary and 
community healthcare buildings.  

Under 1,000m2 captures most GP 
practice premises as well as smaller 
health buildings. 

Analysis of the ownership and size 
of the community healthcare stock – 
NHSPS and Provider buildings/
holdings in particular – shows a 
large number of smaller holdings 
that are often leasehold space in 
third-party landlord buildings.  

Looking at the stock profiles more 
generally, CHP/LIFT buildings are 
on average, significantly larger than 
NHSPS owned or leased premises. 



GP asset ownership
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UNDERSTANDING THE 
ESTATE 

Ownership of assets in 
general practice shows that: 

• 60% are owned by GPs 
(3PD/Private) 

• 31% are in NHS PS owned 
buildings  

• 9% are in CHP buildings



The majority of the estate by 
footprint (sqm) consists of acute 
services and specialist hospitals.  

Acute space and specialist 
hospitals make up 59% of the 
total footprint. 

Current strategic thinking 
suggests activity shift from acute 

to community and primary 
settings. Part of the primary care 
activity is a shift towards 
prevention and other providers 
such as pharmacists and 
community.

Existing estate: what health space do 
we currently have?
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£350m

£505m 

Running cost p.a.

ACUTE  
(Provider  
Trusts)

COMMUNITY 
(Mental Health, 
NHSPS, CHP,)

PRIMARY CARE  
(GP Owned Properties, 3PD)

684,276 m2

38,163m2

435,900m2
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3%

59%

38%

69%

£136m
27%

£18m

4%

ADMIN 25,614m2 2%

£197m 

Backlog liability

£7m 

Void cost p.a.

financial 
implications

Source: NHS England v6.6 and ERIC 16/17

VOID

21,048m2 2%



 
Existing estate  
How well do we use the space we have? 

There is a significant difference in the level of 
estate utilisation for each health sector across 
the entire north east London. 

Hospitals and primary care (GP owned) assets 
are nearly at maximum capacity and have 
very high utilisation of their premises 
(estimated at 90%), whereas in the 
community estate, the utilisation sits at 
around 40%.  

Using sources such as SHAPE, ERIC and 
discussion with stakeholders, we estimate that 
our current overall utilisation of premises is as 
shown in the table below. 

NHS sector      current overall  
utilisation (%) 

acute                    90%   
community          40%   
primary                90%  

We can do much more to better utilise the existing 
community sector estate as providers move 
towards Agile working and make changes to 
sessional usage.  

We are working with NHSPS and CHP on alternative 
leasing structures for better utilisation. 

By improving the utilisation in our strategic sites, we 
can reconfigure and release some estate to make 
revenue savings.  

There is very limited opportunity to increase 
utilisation in the acute sector because the average 
utilisation is already very high. 

Space utilisation is a measure of whether and 
how space is being used.  

Utilisation rate is expressed as a percentage and 
gives an indication of the frequency that a room is 
used and takes into consideration the room’s 
capacity. 
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Existing estate acute site locations  
and coverage

Our acute services are 

provided by three Trusts on 

six sites: 

• Barking, Havering and 

Redbridge University 

Hospitals Trust  

• Barts NHS Health Trust 

• Homerton University 

Hospital NHS Trust 

 24



The Carter Review recommends a maximum of 35% of non-clinical floor space 
and 2.5% of unoccupied or underused space.  

Barts Health Trust reported 17% unoccupied or underused space, and is 
working to make better use of its surplus space.  

They also highlighted their large education and training facilities as one cause 
of the high proportion of non-clinical space, as well as the two empty floors at 
Royal London and the layout and poor condition of the Whipps Cross Hospital 
site. 

Current initiatives to meet this recommendation include: joint working, home-
working, IT improvements; and using devolution as an enabler to facilitate 
improvements. 

ORGANISATION SITE NAME
OCCUPIED 

FLOOR AREA (M²)
NON-CLINICAL 

SPACE (M²)
NON-CLINICAL 

SPACE (%)

Barts Health

The Royal London 184,498 76,630 37%

Mile End Hospital 20,452 11,212 52%

Whipps Cross University Hospital 90,082 42,691 44%

St Batholomews Hospital 84,199 36,505 41%

Existing estate 
Acute summary

U
ti

li
sa

ti
o

n

4  
sites do not meet the 
Carter benchmark  
of a maximum of 35% 
of non-clinical floor 
space 
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Existing estate: past investment
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ROYAL LONDON &  
ST. BARTHOLOMEW’S HOSPITAL  
Construction cost £1.1bn  

Provides modern facilities for specialist and 
local healthcare. Two floors remain as shell 
and core pending development of service 
configuration and funding strategy 

QUEENS HOSPITAL 
Construction cost over £325m 

PFI PROJECTS
BARKING 
HOSPITAL  
P21 Project

Construction cost £12.5m  

The 5,000 square metre 
site now provides 
services ranging from 
walk-in services to a 
midwife-led maternity 
unit.

LOXFORD POLYCLINIC 
3PD PROJECT

Loxford Polyclinic cost c.£10m in 
construction costs. Opened by Lord 

Darzi, the project won a London 
Planning Award in the category Best 

Built Project – Community Scale Scheme

LIFT challenges 

Within a 15 year planning period, 74% of LIFT 
buildings will come to the end of their LPA. 

The first property will be The Centre Manor Park 
in Newham that will come to the end of its LPA 
in August 2029. 

Options post lease for LIFT sites: 

1. The buy back option works on a discount 
rate on the market value at the time  

2. Walk away  

3. Or another lease - the lease cost going 
forward would be dependant on lease type 
and length

23 LIFT Buildings in ELHCP with £154m in construction costs. 
We have three LIFT companies in north east London including the 
first LIFT Co in the country.

NEWHAM CENTRE FOR MENTAL HEALTH  
c.£150m in construction costs 

£1.8bn over last 15 year planning period



Where do we need to be? 
Outline strategy



Where do we need to be in 15 years time?

‘AS IS’ POSITION 
• fragmented ownership 
• wide variations in use and 

condition 
• inflexible core estate 
• opportunities for 

consolidation 
• lack of capacity in some 

growth areas 
• high estate and void costs 
• inefficient use of space 
• incomplete data

DESTINATION 

• place-based care 
• primary care ‘at scale’ 
• reduced estate costs 

(voids) 
• improved estate 

utilisation (75% – 85%) 
• less non-clinical space 
• improved quality and 

condition 
• efficient use of 

resources

DRIVERS FOR CHANGE 
• service transformation 
• population growth 
• estate utilisation and 

condition 
• digital innovation 
• workforce pressures 
• financial pressures

 28



Clinical vision and priorities

We have adopted a joint vision:  

• To measurably improve health and wellbeing outcomes for 
the people of ELHCP and ensure sustainable health and 
social care services, built around the needs of local people.  

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

• To work in partnership to commission, contract and deliver 
services efficiently and safely. 
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ELHCP wants people in north east 
London (NEL) to live happy and 
healthy lives. To achieve this, we 
must make changes to how local 
people live, access care, and how 
care is delivered.  

During 2016, 20 organisations across 
ELHCP worked together to develop a 
sustainability and transformation plan 
(STP).  

This builds on our positive 
experiences of collaboration in 
ELHCP but also protects and 
promotes autonomy for all of the 
organisations involved.  

Each organisation faces common 
challenges including a growing 
population, a rapid increase in 
demand for services and scarce 
resources.  

We all recognise that we must work together to address these challenges; 
this will give us the best opportunity to make our health economy 
sustainable by 2021 and beyond. 

Our framework for better care and wellbeing



We have developed an ELHCP-level 
framework that will ensure every 
patient receives the same level of high 
quality care.  

Our primary ambition is to support 
local people to manage their own 
health. On this basis we have built a 
framework designed to deliver 
consistent primary care across ELHCP, 
promote out-of-hospital services, 
ensure good mental health, encourage 
preventative activities and champion 
interventions which tackle the wider 
determinants of health and wellbeing.  

We want our hospitals to provide care 
that is safe, effective and efficient 
every time. The majority of our 

hospitals have under-performed in 
recent inspections and continue to fail 
to meet some of the expected 
standards around waiting times. 

We want our hospitals to have a world 
class reputation for services, and plan 
to establish this through developing 
ambulatory care, surgical networks 
and streamlined outpatient pathway. 

This will help us to tackle operational 
challenges s. and provide safe and 
compassionate secondary care.  

This framework is guided by the 
principles of systems thinking and local 
action to enable system-wide change, 
while allowing for local flexibility. 

Person-centred  
coordinated 

care 

Health and 
care  

Professionals  
working 
together  

in partnership  

Engaged,  
informed  

individuals 
and carers,  
including 
through 

third sector

Prevention

Support to  
selfcare

Organisational and 
supporting processes

Services

Pharmacy General  
practice

Social  
Care

Acute 
services

Primary care

Community 
services

Third 
sector

• having the right services in the right place: matching 
demand with capacity  

• encourage self-care, offering care close to home and 
providing high-quality secondary care 

• securing the future of our health and social care 
providers as they face challenging financial 
circumstances 

• improving specialised care by working together 
• creating a system-wide decision-making model that 

enables placed-based care and clearly involves key 
partner agencies 

• making better use of our infrastructure

OUR 
COLLECTIVE 
CHALLENGES 

Clinical vision and priorities
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Prevention 
wellbeing and healthier communities 
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How care and support is delivered is changing and 
needs further development that the Partnership is 
well-placed to deliver. The estate we plan for has to 
enable local people to manage their own health and 
wellbeing. In practical terms this will include address 
the pockets of poor primary care quality and 
delivery and gaining a more detailed picture of wider 
community assets in the voluntary and community 
sectors.  

We have a history of innovation with two of the five 
devolution pilots in London, an Urgent and 
Emergency Care (UEC) vanguard and a Multi-
specialty Community Provider (MCP) in 
development. However, we realise that separate 
delivery models in each health economy will not 
deliver the benefits of transformative change.  

We need to find a way to manage the demand for 
services by making prevention a priority, supporting 
selfcare and continuing to innovate the way we 
deliver services.  

It is important to note that even with successful 
prevention, high demand rates in north east London 
means that we may need to increase our physical 
infrastructure. 

Promoting independence 

We aim to make care closer-to-home a reality 
using integrated ‘wrap around’ support for 
people who want to stay in their own home. 
The foundation of our model is primary care 
collaboration at-scale with networks and 
federations treating populations of up to 
70,000 people, accessible 8am-8pm, seven 
days a week. It also means council, welfare/
benefit and health services understanding each 
other better and being able to share spaces. 

This delivery model of integrated, community, 
primary and social care, relies upon a more 
joined-up ways of working in many aspects of 
how the Partners currently provide care and 
health services. 

People need to be well-informed about the 
resources and services that are available to 
them, empowering them to choose the most 
appropriate pathway for their care, reducing 
the number of unnecessary admissions and 
A&E attendances. For people with complex 
health and social care needs, we will deliver 
coordinated care to support their health and 
wellbeing. 

We must drive a system 
vision that leverages 

community assets and 
ensures that residents can 
be  proactive in managing 

their own health and 
wellbeing getting 

coordinated, quality care 
in the right setting. 



The Transforming Services 
Together (TST) programme has 

identified four priorities that 
we will adopt across north east 
London to deliver this vision. 

Integrated health and social care

Integrated care and health 
services is a crucial part of our 
vision for person-centred services 
across north east London.  

To deliver our vision of person 
centred care across north east 
London we will need to radically 
transform the way in which 
services are delivered in the 
community – shifting towards the 
clustering of services for a 
geographically defined population 
across traditional health and 
social care, and primary and 
community care boundaries.
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Driving integration through 
devolution 
  
Both our devolution pilots in 
north east London are exploring 
the potential for integrating 
health services more closely 
with other public services.  

City and Hackney is also seeking 
devolved public health powers 
to take a more integrated 
approach to prevention, 
focusing on tackling the wider 
determinants of health. 



The aim is to reduce the number of acute 
attendances and admissions by improving 
earlier intervention and better care 
coordination, including self-care and 
prevention initiatives.  

Activity shifted from an acute setting needs 
to be re-provided via care closer to home 
initiatives or new models of care in primary 
and community health services. Enabling a 
shift in activity from one care setting to 
another at a cheaper cost and reduced tariff, 
also releases capacity into the system. 

The Urgent and Emergency Care Review 
proposes a fundamental shift in the way these 
services are provided, improving out-of-
hospital care so that we deliver more care 
closer to home and reduce unnecessary 
hospital attendances and admissions.  

The Five Year Forward View highlights that 
we need a system which is safe, sustainable 
and provides consistently high quality care. 

The development of capacity in the third 
sector and the realisation of a culture of 

selfcare will enable shifts of unnecessary 
activity from primary and community care. 

A proportion of primary care activity seen in 
general practice can be shifted to pharmacy 
care and self-care, enabling general practice 
to have more capacity to support the delivery 
of more complex care. 

The shift to these new care models is 
challenging and require significant adjustment 
and behavioural change from providers, 
commissioners and patients alike.

Clinical transformation

SHIFTING ACTIVITY
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Our clinical vision drives our strategy and estates 
priorities 

Our challenges 
HEALTH AND WELLBEING  
• Estimated population growth of 18% over 

next fifteen years 
• Five out of our eight boroughs are in the 

lowest quintile for deprivation in the UK. 
• Health inequalities are high, with many 

residents challenged by poor physical and 
mental health driven by factors such as 
smoking and childhood obesity.  

• Particular challenges from a growing elderly 
population in outer north east London.  

CARE AND QUALITY 
• Performance against CQC standards in both 

acute and primary care is highly variable. 
• Variable performance against key 

performance targets 
• Poor quality estate in some areas – not 

purpose-built, or suitable for modern 
healthcare 

• Substantial backlog maintenance 
requirements 

SUSTAINABILITY 
• Poor utilisation for some sites 
• Void (unused) space in some buildings 
• Workforce shortages 
• Availability of funds for improvement 
• Need to reduce operational costs

Delivering our vision,  
our strategy  

HEALTH AND WELLBEING  
• Develop sufficient capacity for population 

growth and changes to models of care and 
health, support prevention 

• Primary care – more operating ‘at scale’ to 
provide out-of-hospital care 

• Elective surgery to reflect population growth 
and change 

• Maternity care, delivering Better Births 
programme 

CARE AND QUALITY 
• Increased integration across primary and 

secondary care pathways 
• Increased capacity to provide out-of-

hospital care 
• Sustainability of emergency services 
• Better access to specialised services 
• Develop new care models for older peoples 

services  

SUSTAINABILITY  
• Improve utilisation of facilities  
• Reduce void space 
• Improve productivity and provide more 

flexibility for mental health services

HEALTH AND WELLBEING  
• Developing more fit-for-purpose health 

facilities in the community 
• Investment in primary and social care 

premises and community spaces to support 
larger integrated care teams 

• Elective care networks, including surgical 
centres of excellence 

• Shape maternity facilities to meet “Better 
Births” standards  

• New models of care to reflect changing 
population needs, specifically services for 
older people 

CARE AND QUALITY 
• Redevelopment of the Whipps Cross 

Hospital site to replace out-of-date and 
poor-quality facilities 

• Improvement of urgent and emergency care 
facilities on a number of hospital sites 

SUSTAINABILITY  
• Reviewing the location of acute inpatient 

mental health services to improve 
productivity and flexibility

Estates priorities
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Better use of our infrastructure 

Estates are a crucial enabler for our 
system-wide delivery model.  

We need to deliver care in modern, fit-
for-purpose buildings and to meet the 
capacity challenges produced by a 
growing population. We have 
developed a common estates strategy 
for ELHCP that identifies priorities from 
2017/18 onwards.  

We have agreed a single Partnership 
plan for investment and disposals, 
utilisation and productivity and 
managing PFI, with a key principle of 
investing any proceeds from disposals 
in delivering the STP vision. This was 
developed by the ELHCP Infrastructure 
Steering Group and agreed by the STP 
Board in November 2017.

The principles underpinning our estates strategy are: 

• Better health and care outcomes assisted by health and 
social care services delivered in a fit-for-purpose estate. 

• Partnership between commissioners, providers, and other 
public sector organisations to align incentives for estate 
release and support the delivery of new models of care. 

• Commissioners, providers and other public sector 
organisations will ensure that any incentives to release 
buildings and space will support the new ways of working 
and models of care. 

• We will use our expertise and resources to develop 
infrastructure programmes. 

• Our plans will respond to clinical and social care needs of 
local people, and changes in demand, to deliver a fit-for-
purpose estate. 

• We will increase our capability to deliver a portfolio of 
estates transformation projects.
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Finance and activity modelling

• We are working on a partnership-wide model for all activity across 
the system. This will develop a collaborative analytics solution 
across north east London and deliver a portal where providers and 
commissioners can share information to better understand and 
deliver better services in the right place to help improve pathways 
and reduce costs where possible.  

• This tool uses Microsoft Power BI software. 

• Providers and commissioners have agreed a data sharing MOU 
and uploaded all data into the model. 

• All our estates data has also been added and now data quality is 
being checked and issues need to be resolved in order to link the 
two data sets, such as site name and site code irregularities. 

• The STP Estates working group have GIS mapping software (ARC 
GIS) which can produce bespoke maps which can be loaded into 
Power BI. 

• This will allow us to ‘heat map’ any finance and activity data onto 
geographical representations of our current estate along with 
other layers such as population growth to assist with strategic 
planning and business case production.
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Proposal for acute care

ELHCP has recognised: 
  
1. The need to better understand key capacity challenges in service 

areas where demand is growing and capacity is currently 
constrained, including elective surgery, maternity and rehabilitation,  

2. The need to better connect certain clinical services across 
organisations to ensure resilience and sustainability e.g. some 
surgical specialties, emergency care  

3. The opportunities available to better utilise estates across north 
east London, ensuring best use of all existing sites  

Particular opportunities exist to:  

● redevelop the Whipps Cross site 
● review ELFT mental health inpatient services 
● improve space utilisation at Homerton hospital  
● make use of capacity on floors 14 and 15 of the Royal London 

Hospital for specialised services  
● a new model of urgent and emergency care across King 

Georges Hospital and Queen’s 
● expand maternity provision at Queen’s Hospital
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Barts Health has a large 
and complex set of estates 
across five main hospital 
sites and a number of 
important smaller sites. 
They range from state-of-
the-art facilities at St. 
Bartholomew’s and the 
Royal London, to much 
older buildings on the 
Whipps Cross hospital site.  

Getting the best use of 
Barts Health’s estates is 
hugely important to 
securing the long-term 
sustainability of the 
organisation and to 
ensuring a meet the needs 
of the population. 

Continuing to improve the 
overall utilisation of existing 
estate, including the 
proportion of estate used for 
clinical purposes, as well as 
managing immediate risks 
created by the backlog 
maintenance requirements 
across the trust.

Addressing the challenges 
created by major PFI 
contracts by improving the 
way the Trust work with 
Capital Hospitals Ltd and 
seeking solutions to the long 
term financial challenges 
created by the scale of PFI 
payments.

Obtaining capital investment 
for the Whipps Cross 
redevelopment programme 
to deliver a high class, 
efficient health and 
wellbeing campus, that 
secures clinical and financial 
sustainability.

Working with partners to 
develop a clear vision for the 
future of the Mile End site 
and to ensure best use is 
made of the diverse 
buildings available at Mile 
End.

Improving the use of space 
at the Royal London hospital 
and determining the best 
use of the substantial 
undeveloped space on the 
14th and 15th floors of the 
Royal London building.

Through the Whitechapel 
Development programme, 
using the land adjacent to 
the Royal London hospital, 
to develop a life sciences 
campus.

Supporting clinical services 
with particular estates 
challenges, such as sexual 
health, renal, maternity and 
community services.

Considering options for land 
disposal across estates, 
subject to clinical needs.

Ensuring successful 
implementation of new soft 
facilities management 
arrangement in order to 
improve the environment for 
patients and staff across all 
main sites.
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Acute estate vision: Barts Health

 38



Acute estate vision: BHRUT
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The model we adopt must provide excellent, 
safe patient care and meet the needs of local 
people now and well into the future. 
In the meantime, the existing facilities at 
King George hospital will continue to 
operate as now. 
The Trust is now reviewing the current 
configuration of services at Queen’s on the 
understanding that clinical demand will 

grow, and quality must be maintained in a 
financially challenged environment. 
There are additional considerations given the 
potential increase in demand for clinical 
services arising from the transfer of patients 
from Princess Alexandra Hospital, Harlow 
(subject to confirmation). This increase in 
patient flow will require the hospital site to 
develop accordingly.

Barking, Havering 
and Redbridge 
have changed since 
the 2011 changes to 
urgent and 
emergency care 
provision at King 
George hospital 
were proposed.

Proposed review 
of A&E model



The Trust plan to 
improve 
integration of 
acute and 
community 
services and the 
hospital site will 
intensify and 
increase acute 
activity.

Target zero backlog 
maintenance 
providing safe and 
quality care for 
patients 

Sustainable plans to 
reduce impact on 
environment.

Acute estate vision: Homerton
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ST. LEONARDS
(NHSPS)

KING GEORGE 
HOSPITAL
(BHRUT)

QUEENS 
HOSPITAL
(BHRUT)

GOODMAYES
HOSPITAL
(ELHCPFT)

THORPE COOMBE
HOSPITAL
(ELHCPFT)

ROYAL LONDON 
HOSPITAL
(BH)

WHIPPS CROSS 
HOSPITAL
(BH)

ST 
BARTHOMOMEW’S 
HOSPITAL
(BH)

NEWHAM 
HOSPITAL
(BH)

MILE END 
HOSPITAL
(BH)

HOMERTON 
HOSPITAL
(HUT)

ST. GEORGE’S 
HOSPITAL

St Bartholomew’s is the 
major cardiovascular 
provider for north east 
and north central 
London.

Following the lease of 
land to Nuffield Health 
to build a private 
hospital, the Trust has 
an opportunity to 
realise future 
commercial benefits 
through developing a 
Private Patients Unit. 
There are also 
opportunities to expand 
private patient 
provision on the site for 
cancer, fertility services 
and cardiovascular.  

Better use of the site by 
re-providing a 
community hub type 
health facility and 
creating space to build 
housing. 

There is a possible 
partial sale opportunity 
and receipts could 
support delivery of a 
quadrant based service 
delivery model and links 
neighbourhood 
regeneration and 
population growth 
infrastructure 
developments

Potential increase in 
acute bed base if 

mental health beds 
move to Mile End 

Hospital.

ELFT  mental health beds 
to relocate to Mile End Hospital

Proposed redevelopment, significant 
investment needed:
•  Wide range of acute services 
•  Integrated Health and Wellbeing 
    Campus
•  Potential Hub for social and primary
    care and council services
•  Scope for housing provision
•  Potential for unlocking value   
    through land disposal
The Whipps Cross redevelopment 
programme is a core workstream 
within the ‘One Public Estate’ 
programme in Waltham Forest.

Proposed centre of 
excellence in elective 
care, long-term 
conditions, care of the 
elderly and specialist 
rehabilitation 

Relocating some 
clinical and corporate 
services (excluding 
inpatients and some 
inpatient-related teams, 
e.g. HTTs which stay on 
site)

Start the master plan 
and dispose of older, 
decommissioned parts 
of the site

realignment of 
acute services 

The capital receipts from the release 
of surplus land will offset the capital 
cost of the new development, 
estimated to be £14m, although this 
is still being developed. 
Work began on site spring/summer 
2017 with  completion in 2018/19

Possible location of 
acute mental health 
pathway services on 
the Whipps Cross site

Develop a major life sciences campus in 
partnership with Queen Mary University at 
Whitechapel, alongside the Royal London 

hospital, work to develop plans is happening 
through the Trust’s Whitechapel Development

Transforming Services 
Together Proposed Acute 
Care Hub, Specialist 
services – opportunity 
(two empty floors)

A centre for complex surgery 
including trauma, orthopaedic 
trauma, neurosurgery, 
vascular surgery, general 
surgery, hepatobillary surgery, 
pelvic cancer and complex 
dental and maxillofacial 
surgery.

Opportunity to consider 
greater integration of 
acute, community, 
mental health and 
primary care services on 
the site.

Jubilee and Gerry Bennett 
wards now occupied and 
Shadwell ward is vacant. 
Improve the utilisation of 
the day care theatre at Mile 
End and the radiology unit, 
create a new mid-wifery 
locality hub.

TST Proposed Acute Care 
Hub – Develop the 
Gateway surgical centre 
to permit greater 
volume of activity, in 
particular orthopaedic 
surgery

Linking with the Royal 
London site, the Newham 
site would provide a super 
trauma unit and a 
bespoke service for 
neurosciences 

The new Rainbow Centre 
could act as a flexible hub 
for children’s services, 
including increasing 
paediatric ambulatory care 

Move more 
elective work 
to King George 
from Queens

Move more
non-elective 
work to Queens

Proposed centre of 
excellence in 
emergency, 
maternity and 
paediatric care

Reconfiguration work 
needed for: critical care; 
maternity, assessment areas,  
emergency department 
expansion; and diagnostic 
support

Complex patient 
cohortOption to move 

renal dialysis 
and selected 

outpatient 
activity

‘Wellbeing Neighbourhood’ 
development including:
 •  a new complex care hub and
     renal dialysis
     •  250 housing units:
         •  affordable/social
         •  key worker accommodation
         •  supported living

The centre is part of our 
integrated care model 

which is a key element of 
our devolution pilot and the 

North East London System 
Transformation plan

BARTS HEALTH NHS TRUST 
[BH]

BARKING, HAVERING AND 
REDBRIDGE UNIVERSITY 
HOSPITALS [BHRUT]

NORTH EAST LONDON NHS 
FOUNDATION TRUST 
[NELFT]

HOMERTON UNIVERSTITY 
NHS FOUNDATION TRRUST 
[HUH]

NHS PROPERTY SERVICES
[NHSPS]

KEY

ACUTE MASTERPLAN
SCHEMATIC SUMMARY



Acute masterplan

CONTEXT 

The strategy for acute health care estates in 
north east London is based on three principal 
themes  

Population growth and demographic change: 
Continued growth in the population of north east 
London will increase the underlying demand for 
acute care. There are expected to be particular 
pressures on maternity care, children’s services, 
and services for older people  

This underlying growth will be mitigated by 
changes to the model of care: investment in 
primary and secondary prevention services and 
an overall shift of care settings from acute to 
primary, community and home will focus the use 
of hospital facilities on acute, complex and 
specialised health care needs  

Improvements in utilisation and operational 
efficiency will also reduce the need for new 
facilities and will reduce unit costs

OVERVIEW 

The main acute services sites (Homerton, 
Newham, Queens, Royal London and Whipps 
Cross hospitals) will all continue to provide core 
acute services: 

• acute medicine 
• emergency surgery 
• accident and emergency 
• maternity  
• acute children’s services 

Royal London and St. Bartholomew’s will provide 
regional and national specialised services 
(cardiothoracic, cancer, trauma, neurosciences). 

Centres of excellence will be developed at 
Homerton, Whipps Cross, Newham, King 
George’s and Queens hospitals for elective 
surgery, care of the elderly, maternity, and 
children’s services.
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Acute masterplan, proposed strategic changes

Queens has one of the busiest and largest emergency 
departments in England, development at Queens Hospital will be 
focused on emergency and acute medicine, emergency surgery 
and acute children’s services. In addition, maternity facilities will 
also be expanded and developed to manage the continued 
growth in the number of births in north east London. To facilitate 
this development, the renal unit at Queens will be moved to the 
new St. George’s network, and non-acute care of the elderly, and 
some elective surgical services will be moved to King George’s. 

King George’s a new centre of excellence for healthy ageing will 
be created, working in collaboration with community care, 
primary care and social services to offer a fully integrated model 
of healthcare for older people. Centralisation of planned and 
elective care will increase utilisation of beds and theatres. These 
changes, together with the adjacent Goodmayes Hospital site, 
create a strategic opportunity to develop a coherent masterplan 
for housing, education, community and primary health care, 
maximising land value across the two hospital sites. 

Whipps Cross has some of the oldest hospital buildings still in 
use in London, spread across a large (17ha) estate, which are no 
longer fit for modern health care. A strategic outline case for the 
redevelopment of the hospital will create modern facilities, 
enabling substantial productivity and quality improvements. 

The land released from being able to build new facilities on a 
smaller footprint will be used to create hundreds of new homes, 
including homes for NHS staff. 

Newham the purpose built Gateway elective surgery centre will 
be used to create a centre of excellence for hip and knee 
replacements. The concentration of this elective activity will 
reduce waiting times, and free up capacity at other sites for 
complex and emergency trauma and orthopaedic services, 
improving utilisation and productivity on all sites. 

Homerton We are reviewing mental health inpatient services 
across north east London. One option is to consolidate onsite 
inpatient mental health services onto a single, fit-for-purpose site 
of clinical excellence. As a result, this would create significant 
capacity for the expansion and where appropriate, centralisation 
of elective surgical services in north east London on the 
Homerton Hospital site in addition to existing services and 
facilities at the hospital. Opportunities for a new centre for 
excellence in mental healthcare at Mile End could improve the 
acute care needs of our adult population and help us 
concentrate community resources at a neighbourhood level in 
City and Hackney. Consideration has begun on developing 
options for the models of care for both inpatient mental health 
and elective services to support this development 

Royal London two floors (6,600sqm) remain as shell and core 
providing scope for the expansion of specialist neurosciences, 
vascular, burns and cancer services.
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Issues and proposed solutions

Access to bidding for infrastructure and 
estates funding is dependent on a robust 5 
year plan and ROI capital plan for ELHCP

Retention of capital receipts for local 
investment

Clarifying how evolving clinical models 
including digital access will impact on 
current and future demand for space and 
infrastructure.

Focus on maximising clinical utilisation 
across the entire estate to support seven-day 
working whilst releasing savings through 
disposal and increasing efficiency 

Develop a ELHCP-wide estates 
strategy – provide a fit for 
purpose, cost-effective, 
integrated, accessible estate 
that enables the delivery of 
high quality health and social 
care services for local 
residents. 

Seek London-wide 
agreement to recycle the 
proceeds of sales. We are 
working as part of the 
London devolution 
programme to pilot 
devolved powers in relation 
to the health and care 
estate.

Input into development of 
ELHCP wide joint clinical 
strategy to be able to respond 
to clinical requirements and 
other changes in demand to 
put in place a fit for purpose 
estate

Agree common 
benchmarks and metrics, 
respond to Carter metrics, 
strategy for current void-
spaces, agree system wide 
principles of occupancy. 
Improve utilisation to 85% 
based on RICS standards. 

Identify opportunities to share 
accommodation – could include office and 
back-office functions, agile working, new 
ways of working, e.g. shared booking 
systems etc.

Respond to changes in ways of working arising from the STP 
productivity workstream. NHSPS/CHP support in developing 
the options appraisal for providers and commissioners office 
base solutions.
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The vision for 
locality based 
care and health, 
an estate fit for 
the future
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The vision for primary and 
community care

Redesigning primary care and community care will be key in 
order to create a high quality, safe and sustainable health 
care system.  

Primary care in east London is too dependent on the traditional 
GP model.  
Patients rarely seek help or advice from other health care 
professionals such as pharmacist or therapists leading to capacity 
problems.  

Historical under-investment, little incentive to move and 
fragmented decision-making concerning the primary and out-of-
hospital estate, have all contributed to a situation that means our 
current building and infrastructure do not meet either our current, 
or future needs. 

There are examples of world-class primary care facilities, but too 
often they are used inefficiently. Without modern facilities, 
Practices will struggle to introduce the multi-disciplinary team 
working needed for integrated care.  

General practice will need to gradually transition out of the 
existing estate, much of which consists of converted residential 
buildings, as investment is made in more modern buildings.

Services will be delivered 
from facilities where 
practices can work 
together and access to 
on-site diagnostics (e.g. 
blood testing, ultra-sound 
and echo-cardiograms). 

Back-office functions 
will be shared to 
support new models 
of care so that more 
funding can be 
available for clinical 
services. 

1. Developing a system that incentivises efficient 
and effective use of capital assets  

2. Delivering general practice in modern purpose-
built/designed facilities  

3. Consolidating unused and underutilised estates 
and developing a planned programme of 
disposal/transfer of properties to build an 
investment fund for local priorities  

4. Aligning both the core NHS capital 
programme/funding/process and the new 
national transformation fund. 

The highly variable quality of the out-of-hospital estate makes 
it challenging to improve facilities. A poor estate means 
poorer patient experiences, poorer working conditions for 
staff and lost opportunities to improve health and healthcare. 
To deliver the framework, it is expected that modern, state of 
the art facilities will be needed.

main proposed changes



2
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Common themes across ELHCP

City and Hackney CCG 
• Super-diverse and highly transient patient 

population 

• Long-term conditions and premature 
mortality are a challenge - Hackney has 
one of the highest proportions of people 
living with long-term conditions in London 

• Registered patients exceed local 
population, the number of people 
registered with GPs in City and Hackney is 
higher than its resident population 
(300,197 versus 271,111). This is in part due 
to patients leaving the area but staying 
with GP 

• Recruiting and retaining the workforce - a 
survey of primary care workforce carried 
out by the City and Hackney GP 
Confederation during the summer of 2015 
highlighted that there is an inadequate 
number of GPs, nurses and support staff, 
resulting in an insufficient workforce to 
meet the needs of the community both in 
terms of an absolute lack of numbers and 
challenges in establishing the right skill 
mix within the workforce. 

1

WEL CCGs 

• Population to rise by 270,000 by 2031. Some of highest 
rates of population growth in the country, however 
uplifts in primary care are not increasing in real time 

• Generally poor patient experience of access 

• Significant workforce shortages and retention and 
recruitment challenges. A high proportion of the GP 
workforce are at, or are approaching retirement age. 
Without a change to the model of care, an additional 
195 GPs would be required 

• Variation in outcomes and patient experience of 
services as on many public health indicators, east 
London CCGs fall in the bottom quintile are of varying 
quality( and suitability in each borough; the traditional 
model of small GP surgeries is no longer sustainable 
and there are some estates that are no longer not fit for 
purpose. 

2

Barking & Dagenham,  
Havering & Redbridge CCGs 

• 15% increase in population (110,000) by 
2025 

• B&D is the 3rd most deprived borough in 
the country  

• System-wide budget gap of over £400m 

• Shortage of GPs working in BHR, the age 
profile of the GP workforce signals that 
this challenge will worsen in future years. 
BHR has more than twice as many GPs 
over the age of 60 than the national 
average: more than 20% of GPs are over 
60, compared to 15% in London and 9% 
nationally 

• BHR’s GPs find their current workload 
unsustainable. Many are overworked, and 
feel they are spending too much time on 
administrative tasks and chasing 
information, with not enough time for 
patient care 

• Delayed diagnosis is a significant issue, 
with high rates of late diagnosis of cancer 
and the second worst one-year survival 
rate in London (63.9% in B&D vs 69% 
national average). 50% of dementia cases 
are undiagnosed.

3Population growth, quality of service, and workforce are 
common challenges throughout Integrated Care Systems



Local models of delivery

WEL CCGs 
Multi-Specialty Community Provider model: 
GP networks and federations will be 
responsible for localising this model based 
on local need: 

• Patient-centred care with the GP as the 
coordinator of the patient’s care 

• Aligned to each practice will be 
prescribing advisors, GPs with a special 
interest (GPSIs), care coordinators, 
wellbeing teams, and ‘super practice 
managers/directors’ 

• May be part of a wider Multi-Specialty 
Community Provider (MSCP) with 
additional services such as secondary 
care specialists, social care, mental health 
and community services teams, 
community pharmacy  

Barking & Dagenham, Havering & 
Redbridge CCGs 

Multi-Specialty Community Provider 
model: locality teams will be 
commissioned to provide services to a 
local population of 50 to 70k people: 

• Patients, registered with a local practice 
will receive treatment, referral, and 
oversight from their GP.  

• Where needed they will receive 
personalised, joined-up care and 
support, mostly near their home. 

• Locality teams of around 100 
professionals will be responsible for 
working together to deliver high quality 
care tailored to the local populations.

City and Hackney CCG 

GP confederation will be 
commissioned to provide services 
for the local population: 

• Patients, registered with a local 
practice will receive treatment, 
referral, and oversight from their 
GP.  

• 43 practices to work 
collaboratively ‘at scale’, to 
enable them to increase their 
capacity and capability, and 
support sustainability across the 
health service, quality of care 
and equity of provision 

• Population-based service 
contracts (particularly those 
requiring patients to be 
registered on a GP list in order 
for the contract specification to 
be delivered) 

The overarching ELHCP 
approach will be 
delivered through three 
local delivery models

1

2

3



Locality planning and primary care  
emerging strategy

Waltham Forest 
3 localities 

4 existing/potential 
locations

Tower Hamlets 
4 localities 
4 existing/potential 
locations

City and Hackney 
8 neighbourhoods 
The Hackney devolution pilot is 
developing integrated health 
and social care services to be 
organised on a neighbourhood 
basis. Community-based 
services organised around GP 
practices working 
collaboratively as a network in 
each neighbourhood. Estate 
infrastructure plans will be 
developed to support this 
clinical model. 

Newham 
7 localities 
5 existing/potential 
locations

Havering 
3 localities  

Realignment of community 
services into teams  

with GP networks at locality 
level

Redbridge 
4 localities 

Pilot being set up with 
further development part of 

locality planning 

Barking and Dagenham 
3 localities increasing to four to 
reflect growth in Barking Town 

Centre/ Barking Riverside 
Pilot network being set up with 

further network development 
part of locality planning

Havering

Barking & 
Dagenham

RedbridgeWaltham 
Forest

Newham
Tower  
Hamlets

City  
&  
Hackney



Primary care estate vision

Primary and Community estate is needed to be fit 
to deliver the Five Year Forward View 
The working definition of this is:  
• Serves more than 10,000 patients 
• Purpose build accommodation built within the last 

40 years 
• Larger than 1,000 m2 

• More than five clinical rooms 
• Capable of operating for seven day working

Any future investment will only be considered 
where it can be shown to: 
• consist of flexible space able to support delivery of 

a range of services 
• be accessible for all patients  
• support integration of services and colocation

PRIMARY CARE 
NETWORK 

Consolidated GP practices 
(estimated 1,000- 1,500m²)

examples include 
Centre Manor Park

additional specialities 
These could house additional ‘office 
based’ specialties e.g. dermatology, 
rheumatology, neurology, additional 
maternity services or integrated social 
care.

PRIMARY CARE PLUS 

Consolidated GP Practices plus 
outpatient/integrated social care 
facilities  
(estimated 1,500-2,500m²)

COMMUNITY ASSET/PRIMARY CARE NETWORK  
(estimated 2,500m2+)

mixed use 
Local authority services (e.g. library, drop-in-centre), leisure facilities and 
primary care network (or network plus). Examples include future builds at 
St Georges and Barking Riverside.

Estates will continue to have a critical role in delivering the improvements in patient care and efficiency 
savings set out in the Five Year Forward View. 
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Mental health: health-based places of safety 

• There were over 200 children and 
young people detained by S136 orders 
in 2015/16 and London Ambulance data 
suggests approximately 15% were 
picked up in north east London – with 
Hackney one of the London boroughs 
under most pressure.*  

• Hackney, Newham and Tower Hamlets 
are ‘hot spots’ for new cases of 
psychosis in east London. 

• Both of our mental health trusts see 
similar percentages of resident service 
users to the London average of 75% 
(ELFT 64%, NELFT 77%).

HEALTH BASED PLACE OF 
SAFETY  
There are four designated Health 
Based Places of Safety (HBPoS) 
sites in north east London with a 
total capacity of five, the sites are 
provided by our two mental health 
trusts – East London NHS 
Foundation Trust (ELFT) and North 
East London Foundation Trust 
(NELFT).  
Only four of London’s 20 HBPoS 
sites are A&E departments and one 
of these is the Royal London 
Hospital. 

2

1

1

1

City and 
Hackney 

Centre for 
MH

Sunflowers 
Court

Newham Centre 
for MH

Royal London 
ED

More capacity will allow us 
to take a more structured 
approach to dealing with 
patients who are detained 
by working in partnership 
with the police and 
increasing capacity to deal 
with more aggressive 
patients improving the flow.  

Bids from the mental health 
trusts acknowledge that 
more work is needed to 
develop a business case for 
the ongoing costs of 
providing more beds once 
the capital works have been 
completed. However this 
will be dependent on the 
outcome of the ongoing 
work on the pan-London 
HBPoS business case to be 
proposed by Healthy 
London Partnership as well 
as further modelling of 
future demand within East 
London. 

NELFT bid for funding 
(£349,704) to support the 
development of an 
additional s136 bed/suite 
plus other environmental 
improvements at Sunflower 
Court which will remain as 
ONEL’s HBPoS moving 
forward. 
  
ELFT and City & Hackney 
CCG have also developed a 
bid (£400k approx.)for an 
additional crisis bed/suite 
at the Homerton on the 
basis that there will be an 
increase in demand if S136 
will no longer be accepted 
at the Royal London, as 
referenced in the HBPoS 
paper. 
 

*when s136 demand is compared to HBPoS provision. 



Community vision: North East London Foundation Trust
Key high level aspirations: 

• The Trust’s estate should support the 
development of the emerging clinical strategy; 

• Agile working throughout the Trust; 
• Rationalisation of the estate looking at space 

utilisation, the agile programme and working 
with other public agencies to share estate; 

• Improving the condition and performance of the 
retained estate; 

• Co-location of services to achieve efficiencies in 
occupancy costs, and to realise benefits for 
patients and staff; 

• Keeping any surplus that might provide a source 
of future revenue to suit business needs; or 

• Disposing of property that is no longer needed 
for future clinical, service and business needs and 
reinvesting resources in health and care services

Clinical strategy drives the development of the 
estate ensuring that it reflects clinical and service 
need in fit for purpose buildings appropriately 
located  

Commercial strategy needs to ensure suitable 
property available for new services and that any 
reduction in service is planned 

Agile working acts catalyst for the rationalisation of 
the estate 

Estate regeneration plan the management tool 
owned and authorised by the Estates Strategy 
Group 

High level strategies initiatives that have direct or 
indirect influence on the future of the estate. These 
include: STPs, Naylor Report, One Public Estate, 
CCG estate strategies 

Locality and other trust-wide plans set out how the 
principles of the Estates Strategy will be achieved 
within the localities and trust-wide 

 52



Community vision 
East London Foundation Trust 

Community services in ELFT are being 
developed with other providers, in a way that 
will create a Primary Care Home model of 
service.  

Services will work alongside GP clusters so that 
primary care has a wide range of professional 
skills to draw upon when deciding what type of 
clinical interventions to deliver to patients, 
including mental health. This model will involve 
those staff who provide large scale, early 
intervention-style services such as district 
nurses and community therapists.  

At a stage slightly removed from the primary 
care, the ‘frontline’ will be the specialist areas 
such as neuro, diabetes and cardiac services. 
Here, specialist staff will work to support and 
train colleagues in other fields, so that care can 
be delivered to the patient in the most direct 
way i.e. face-to-face by one consistent 
professional. 

ELFT is working with the local estates forums 
to develop plans of working together towards 
an integrated model of care. In Newham this 
involves the development of primary care 
networks in four or five locations across the 
borough. In Tower Hamlets we will work to 
the existing eight GP clusters.  

From an estates perspective, this means 
wherever possible we would co-locate 
services with GPs, however ongoing issues 
with space are likely to persist, limiting the 
level of integration we aim to achieve. We 
anticipate needing some hot desk space in 
the existing health centres.  

As mobile working is rolled-out, the need for 
space will fall, reducing the need for space in 
other buildings, and adding the possibility of 
offering space to other services.
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Cancer

In early 2017, the cancer vanguard bid for £5.2m 
capital funding from the NHS England Cancer 
Transformation Fund to support the development of a 
new diagnostic model of excellence for north east 
London.  

The bid covers the cost of a MRI scanner, two 
endoscopy suites, two ultrasound machines and the 
refurbishment work needed to convert a site/space for 
each of these diagnostic functions. The budget is 
restricted, with any additional costs to be met through 
additional private fundraising. 
  
Working in this way will facilitate earlier diagnosis for 
specific groups of patients from across the region. 

The Cancer Alliance Diagnostic model for 
cancer diagnostics will: 
• Be a dedicated facility for cancer 

diagnostics of surveillance and follow-up 
patients. 

• Release additional diagnostic capacity by 
‘moving’ patients whose cancer status is 
being regularly monitored to a dedicated 
centre with specialist expertise in detecting 
cancer. 

• Provide and enable innovative cancer 
diagnostic pathways. 

• Provide a lasting platform for improvement 
by offering a training resource for 
diagnostic professionals to support sharing 
new techniques and standardising best 
practice. 

• Benefit patients across the whole of north 
east London

Patients at a higher risk of developing cancer 
arising from their underlying disease such as 
patients with inflammatory bowel disease 
Barrett’s Oesophagus, cirrhosis of the liver will 
be seen more quickly. It is hoped that the new 
model will also benefit those already 
diagnosed with cancer. 



Maternity community model

The clinics currently run from some GP surgeries 
could be more joined-up and work in a better 
way for more women and staff, but we need to 
provide better connectivity, flexibility and 
choice for women.

We need to organise these services around women 
and families. A community model should be identified 
to help every woman get the services she needs, with 
obstetric units providing care if more specialised 
services are needed. Hospitals and other services will 
need to work together to ‘wrap the care’ around each 
woman.  

A community model has a local centre where women 
can access various elements of their maternity care. It 
could be located in a children’s centre, or in a 
freestanding midwifery unit or embedded in new, ‘at-
scale’ models of primary care, including multi-
specialty community provider models being adopted 
by many GPs as part of the NHS Five Year Forward 
View implementation.  

Different care providers can work from a community-
based service, offering midwifery, obstetric and other 
services to women such as ultrasounds, smoking 
cessation support or voluntary services providing 
peer-to-peer support. 

Next Steps 

• Prioritise the introduction of maternity 
community networks in the STP London estates 
plan in line with national and local policy. 

• Consider support for our vision in east London 
for all maternity services to develop community 
networks in localities across each provider’s 
geographical boundaries. 

• Provide direction on suitable midwifery 
community networks that are centrally located, 
ideally with physical capacity large enough to 
co-locate a number of support services 

• Provide the strategic steer on how we manage 
capacity by moving care out of the acute sector 
and into the community in order to free up 
obstetric units for complex high risk care.  

• Provide support to maternity services in 
developing a financially robust model of 
community networks, with the associated 
investment required. 
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Delivering for 
the health and 
care workforce



Workforce service transformation
VISION A north east London-wide workforce able to work across integrated care partnerships, 
support the growth of out-of-hospital care/community based care, shift focus from treatment to 
prevention and manage whole pathways of care.

BACKGROUND AND CASE FOR CHANGE 

• Current trajectories of the NEL workforce indicate that by 
2020/21, there will be significant gaps in the supply and demand 
of professional groups, with a 30% shortfall in nursing and a 
surge of ST3-8 doctors completing their training.  

• Our local population will grow by 18% in the next 15 years, and 
our primary care workforce needs to be developed and 
redesigned to meet the shift in activity from hospital care.  

• We have significant general practice shortages in Barking and 
Dagenham, Havering and Redbridge, which have the highest 
number of patients per GP in London.  

• Vacancy and turnover rates in secondary and primary care are 
too high, leading to over-reliance on temporary staff against a 
required reduction in agency spend.  

• The majority of our workforce were trained to support a 
hospital-based model of healthcare and need to work in more 
flexible settings to meet the needs of our populations. The future 
workforce will need to support the shift to a community-based, 
multidisciplinary way of working across new pathways spanning 
primary, secondary and social care which will support integrated 
care systems. 

PRIORITIES AND OBJECTIVES  

1. Our priorities include developing and implementing a 
recruitment and retention strategy for north east London 
and harnessing local expertise through a Local Workforce 
Action Board – a delivery arms to achieve workforce 
transformation in line with the ambitions of the 
Partnership. 

2. Workforce for new models of care working in 
partnerships with local authorities, communities and 
employers. Building on existing work to break down 
barriers between GPs and hospitals, physical and mental 
health services, and health and social care to build a 
workforce that will deliver the developed new models of 
care.  

3. Our enabling work includes mobilising the HR community 
to deliver on the ambitions in the productivity 
workstream; and tailored support for each of the other 
programme areas in the shape of modelling support and 
expertise in education and training. In particular, 
supporting the workforce elements of the primary care 
transformation strategy and delivering the workforce 
needed through the use of the apprentice framework. 
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Homes for health and care staff
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• The Public Accounts Committee is concerned 
that a lack of affordable housing is affecting 
the supply of NHS staff. 

• London’s housing market presents a 
significant challenge for public sector 
workers 

• The Royal College of Nursing found that 40% 
of nurses were considering leaving London in 
the next five years due to the pressure of 
housing costs. Of these, 75% would be more 
likely to stay if their housing needs were met. 

• The Health Secretary announced a right of 
first refusal for NHS staff to buy or rent 
affordable homes built on surplus NHS land 
with an ambition of benefitting up to 3,000 
workers. DHSC plan to provide guidance, PEP 
support and workshops.

Sir Robert Naylor recommended that land formerly used by the 
NHS should be earmarked for affordable, local housing and 
should be prioritised for the development of homes for NHS 
staff, where there is a need; and that action should be taken to 
speed-up the delivery of a large number of small-scale and low 
risk developments to deliver housing. In east London we are 
working to provide affordable housing for key workers in both 
health and social care. 

The Department of Health and Social Care (DHSC), One Public 
Estate (OPE) and the Greater London Authority (GLA) have 
jointly developed a London pilot focusing on early win 
exemplar sites that can be brought forward to deliver new 
affordable homes for NHS staff.  

One Public Estate has already developed a network of 
partnerships between London councils and health landowners, 
making it a prime channel by which to support this pilot, 
alongside DHSC and the GLA.  

One Public Estate will: 
• Identify and support exemplar schemes, providing OPE 

funding 
• Work with housing associations (G15 in London) 
• Lead development of a step-by-step toolkit, informed by 

exemplars and housing association input

Context



Homes for NHS Staff 

Barking and Dagenham, Havering and Redbridge CCGs 
are discussing how we can use some of their 50 per 
cent affordable allocation to help with workforce 
issues.  

Positive discussion had with Barking Riverside Limited 
(developer for Barking Riverside) who are interested in 
exploring what the requirements might be for key 
worker housing. 

Redeveloping the Whipps Cross site offers the 
potential to enter into an innovative partnership with 
Waltham Forest Council as part of the One Public 
Estates programme and other partners, to realise the 
economic growth potential of the site, develop a mixed 
tenure of homes and raise revenue as well as create 
affordable homes for our workforce. 

There appear to be two requests from 
trusts: 

1. Replacement of current interim 
accommodation for short term 
international recruits 

2. Marketing/promotional work 
(potentially with a ring-fenced 
allocation?) with staff who are 
struggling to find housing in the 
area 

We have set-up a Partnership working 
group to look at key worker housing.
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Delivering for 
digital care and 
health
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Digital innovation: infrastructure plan

An estates-led workstream will 
develop a digital infrastructure plan 
for north east London. 

Work is underway to review and 
improve utilisation through records 
digitisation – looking at 
opportunities to reduce the need 
for storage space and identify any 
further potential cost-savings.

The digitisation project aims to focus on 
actions that will improve services for 
patients and staff. It will hopefully yield 
many tangible results such as: instant 
records access which supports more 
patient-facing time for clinicians; a decrease 
in patient record administration time; more 
secure and resilient records; and a big 
reduction in space needed for record 
storage. 

Our objective – to free-up paper-based 
patient record storage to improve building 
utilisation of clinical space. This should also 
help to eliminate the costs associated with 
operating and maintaining the site and the 
expenses incurred through transporting 
records between sites.
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Digital service transformation
 Shared records 

• Used by clinicians to change the way they treat 
patients, e.g. Urgent Care Centre in Newham 

• Facilitating outpatient transformation 
• Widespread use in Waltham Forest, Newham, 

Tower Hamlets, City & Hackney (82,000 views per 
month) 

• Implementing in Barking and Dagenham, Havering 
and Redbridge in 18/19 

• Many health and social care organisations 
connected 

• Pilot with two care homes to access EMIS records

       
  Patient enablement    

• Take-up of GP-online services increasing but 
generally very slowly 

• Third-party apps increasingly used for contacts 
with patients 

• Online consultation software expected to ease 
pressure on GPs 

• Bid made to NHSE for creation of maternity 
electronic Personal Health Record

Population health 
• Will provide significant intelligence for planning 

purposes 
• Will enable better treatment and prevention so 

reducing pressure on system 
• First live use of Discovery expected mid-18/19 
• Barts Health, Homerton and Waltham Forest, 

Newham, Tower Hamlets, City & Hackney GP 
data in Discovery 

Infrastructure  
• GP wifi widespread across the Partnership 
• Video consultation trials planned 
• Radiology request module for tQuest in Barts  
• Medicine management and e-Observation tools 

expected to reduce errors 
• Supporting bid for extending access for 

community midwives 
• System for patients discharged from hospital to 

be referred to community pharmacists

Digital
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Digital innovation: skype consultation
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We need new models of 
outpatient follow-up to avoid 
unnecessary trips to hospital 
and back and to improve 
patient experience of care.  

Telephone and Skype: clinics for 
conditions such as diabetes 
already trialled in east London 
have meant more effective use 
of clinical time and resulted in 
good patient feedback.  

Maximising internet use for 
consultations: online 
consultation systems will be in 
place in all CCGs during 2018-19 
to facilitate GP access via the 
internet. All practices will be 
expected to provide an online 
consultation services by 2021.  

1. Rollout online consultations 
once procurement complete 
across five CCGs 

2. Review existing online 
consultation programme in 
Tower Hamlets/City & 
Hackney 

3. Overall review of 
programme and impact on 
quality including patient 
experience feedback 

4. Develop recommendations 
for commissioning 
consultations in 19/20

18/19 PLAN

- NHSE funding assurance for 
implementation of the 
Partnership’s online consultation 
programme 

- Common specification/
Procurement in five CCGs (Jan-
March 2018). Tower Hamlets/
City & Hackney have software 
supplier in place 

Federations will review the 
potential to improve and develop 
online consultation systems and 
the service models supporting 
them, mitigating the impact of 
disruptive technologies such as GP 
at Hand.  

This includes ensuring acute, 
primary care and community 
providers are adequately 
compensated for innovative care 
they deliver e.g. Skype clinics, 
quick access to specialist advice by 
email or over the phone. Reducing 
physical outpatient appointments 
will also reduce estate needs and 
costs, helping trusts to use freed-
up capacity in a different way.

UP TO 10% OF PATIENTS USING 
PRIMARY CARE SERVICES COULD BE 
SUPPORTED TO MANAGE THEIR 
CONDITIONS USING SUPPORTIVE 
ONLINE ADVICE AND TOOLS.



HOW WE PLAN TO 
GET THERE 

Outline investment and delivery plan 
Governance
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London devolution

Memorandum of 
Understanding (MoU) 
Since the London Devolution MoU was signed 
mid-November 2017, the estates workstream 
moved to the next gateway which required 
London partners to complete a robust London 
Capital Plan by end of March 2018. This requires 
STPs to: 

1. Establish a governance structure and set 
up an Estates Board 

2. Complete an STP wide Strategic Estates 
Plan (SEP) 

3. Produce a detailed, prioritised pipeline of 
projects 

4. Compile an STP Capital plan to feed into 
the London Capital Plan 

The completion of this work requires each ICS 
to produce local level information to feed into 
the Sustainable Transformation Plan. 

Devolution opportunities 
A new national £2.6bn capital fund was  
announced in the budget with the first 10%  
being given to the most mature STP plans. 
Future access to this fund will be via a single  
STP estates strategy and capital plan. 
Individual organisations will not be allowed 
to bid for money for individual schemes.  

The STP capital plan must include an outline 
clinical strategy and include available 
disposal opportunities. 
Devolution offers the opportunity to argue 
for capital receipts to be recycled locally,  
noting that London will expect all receipts to 
be recycled within London as part of the 
agreement.
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ELHCP Governance

ELHCP Assembly 
(Meets quarterly, extended membership 
including patient reps and stakeholders)

ELHCP Executive Group 
(monthly, includes single AO, NELCA chair, Director 
of Strategic commissioning, Chair of Clinical Senate 

and Director of Public Health)

Regulators NHS England/NHS Improvement/Care Quality Commission

NEL 
Commissioning 
Alliance (JCC)

NEL Clinical 
Senate

System delivery boards 
BHR integrated care 
partnership board 

City & Hackney Integrated 
Commissioning board 

WEL/Transforming Services 
Together

ELHCP 
Transformation 
(Strategy alignment, 

review delivery)

ELHCP Estates 
(Collaboration for 

devolution strategy 
alignment, review 

delivery)

ELHCP 
Operational 

Delivery 
(Operating plan, finance 

strategy, system 
productivity)

Accountable

Advisory

Commissioner 
decision-making

Provider 
decision-making

System Delivery

KEY

ELHCP

Strategic Partnership Board (London-wide)

Provider 
Alliance and 

CEO

London wide

Financial 
strategy

Local decision-making will take place through CCG Governing 
boards, provider trust boards and local authority Health and 

Wellbeing boards and Joint Health Overview/Scrutiny 
Committees



ORGANISATIONAL GOVERNANCE 
Approves local decision-making and funding 

  

Estates governance

LOCAL ESTATES FORUMS 

Has represenation from: 
• Local authorities 
• CCGs 
• Provider Trusts 
• GPs 
• Property Companies 

LOCAL STRATEGY AND DELIVERY 
Support to identify funding, manage local 

decision-making and oversee delivery

CCG 
Governing 

Bodies

Provider 
Organisation 
Trust Boards

London Estates Board 
(London Delivery 

Unit)

National/Regional 
Governance 

Policy setting; funding support

NHS England/ 
NHS Improvement

ELHCP STP INFRASTRUCTURE

ELHCP STP Board 

STP Estates Board meet quarterly

Local authorities 
Governing 

Bodies

PROVIDER OPERATIONAL FORUMS 

• Barts Estates working group 

• BHRUT Estates working group 

• Homerton Estates working group 

• ELHCPFT Estates working group 

• ELFT Estates working group

WORKSTREAMS 

● Utilisation and productivity 
covering both data 
management and back-office 
consolidation 

● Capital pipeline and programme 
management 

● Additional capacity 

● Disposals

STP Estates Operational Working Group
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rd ELHCP ESTATES 
BOARD

Trust Boards/CCG 
Governing Bodies

STP Estates  
Operational Working 

Group
Workstreams

Utilisation and 
Productivity

Data management

Back office 
consolidation

Disposals

Capital pipeline and 
Programme 

Management

Additional capacity

Estates workstream structure

Workstreams do the 
detailed work and make 
recommendations to the 
Productivity Steering 
Group. Workstreams 
include wider group of 
stakeholders, including 
Directors of Estates, 
Strategy Directors etc.

Senior Responsible Officer 
HENRY BLACK 

Chair 
JANE MILLIGAN 
HENRY BLACK 
Delivery Lead 
SVEN BUNN 
Programme Manager  
ANA ICLEANU 
Area Strategic Estates 
Advisor 
DAVID BOYD

Trust boards will sign off ultimate 
proposals and plans recommended 
to them by their representatives on 
the Infrastructure Steering Group, 
with additional support as needed

The ELHCP STP Board is 
sighted on plans, making 
sure they are coherent 
with the overall plans 
across the STP

1. Formal oversight and 
approval of ELHCP System 
Estates strategy and delivery 

2. Make recommendations on 
the use of capital receipts  

3. Make other delegated 
decisions (e.g. changes to 
increase utilisation).



STP Estates 
team

C&H ICS         
(Current estates resource 

forming part of OPE 
programme with the local 

authority)

WEL ICS         
(Current estates resource 

delivered at CCG level, varies 
across integrated care 

partnerships) 

BHR ICS 
(Current estates resource 

delivered at integrated care 
partnerships level)

Projects will be delivered by individual lead 
organisations, with the STP Estates Team 
providing strategic assurance and oversight 
to ensure a consistent approach and 
leadership for system-wide programmes.

• Producing and delivering the STP 
estates strategy 

• Strategic planning and leadership 
for system-wide programmes 

• Strategic assurance and oversight 

• Implementation of consistent 
strategies and policies 

• Information and knowledge sharing 

• Core team provide oversight and 
expertise for three workstreams 
covering the STP footprint: 

- improved utilisation 

- new capacity planning 

- disposals and investment 
planning

• Production and 
delivery of integrated 
care partnership 
estates strategy 

• Day-to-day 
management on 
estates operational 
issues 

• Project management

• Production and 
delivery of integrated 
care partnership 
estates strategy 

• Day-to-day 
management on 
estates operational 
issues 

• Project management

• Production and 
delivery of integrated 
care partnership 
estates strategy 

• Day-to-day 
management on 
estates operational 
issues 

• Project management

69

Centralised partnership estates team



Delivering a transformed estate  
functions 

LONDON 
ESTATES BOARD

ELHCP STP 
ESTATES 

STRATEGY

OPERATIONAL  
ASSURANCE

COMMERCIAL 
ASSURANCE

DISPOSAL/
INVESTMENTS NEW CAPACITY

1. Policies  
2. Growth   
3. Reconfiguration  
4. Transformation  
5. Data assurance  
6. Liaison with Properties Companies  
7. LIFT 20% dividend: Public Sector Director  
8. Digital

• policies set-up 
• void Management  
• KPIs with property 

companies 
• asset register 
• project delivery 

• commercial oversight 
• commercial assurance/risk 

management 
• investment plans 
• new funding models  
• business case 

development trusts capital 
• 20% ROI LIFT 
• reinvestment of capital 

receipts 
• business rates 

• Acute potential 
investments/
disposals 

• Reconfiguration and 
rationalisation 

• NHSPS disposals 
• Linked into timeline 
• Back office 

consolidation 

• Linking with utilisation 
and productivity work 

• Growth planning 
• Activity shift model 
• Primary care model 
• Re-provision of 

facilities not fit for 
purpose 

• Town planning section 
106/CIL and policies 
drafting 

Implementation delivered via three workstreams 

1. Utilisation and productivity: Identified the savings opportunities from reduced voids, increased utilisation and co-locations, define principles of 
occupancy, metrics and targets, agree implementation plan 

2. Disposals: Identify disposals opportunities and retain capital receipts for local reinvestment 

3. New capacity: Scoping of requirements based on population growth and disinvestment from not fit for purpose facilities.
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DIRECTOR OF 
ESTATES 

PROGRAMME 
LEAD

OPERATIONAL 
LEAD

STRATEGIC  
LEAD

PMO SUPPORT

• Administer and 
manage the STP 
Estates Board and 
Steering group 
meetings 

• Control and manage 
STP estates database

• Manage STP pipeline of 
capital projects, including 
prioritisation 

• Single STP capital plan 
including investment 
required and rationalisation/ 
reconfiguration opportunity 

• Oversight and prioritisation 
of capital bids and funding

• Set and manage KPIs with NHS PS 
and CHP 

• Create and manage a void 
database  

• Commercial assurance and risk 
management 

• Compliance assurance and risk 
management 

• Single STP asset register  
• Backlog maintenance strategy 

• Town planning policies and 
relationship management to 
maximise S106/CIL for health  

• Population growth planning and 
strategy 

• Management of allocation and 
spending of S106/CIL contributions 

• Produce and maintain detailed 
borough capacity plans 

• Capacity planning for activity shift

• Strategic Planning for STP 
• Regular reporting to STP Board 
• Represent north east London on London 

Estates Board (LEB) and London Estates 
Delivery Unit Steering Group (LEDU) 

• Produce and maintain: 
• STP Estates Strategy 
• STP policies 

• Commercial oversight of STP investment plan 
• Management of LIFT portfolio and Local Public 

Sector Director on three Boards

Centralised partnership estates team
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Progress to date and next steps 
Work to date Next steps

1

Governance  
STP Estates Board established (quarterly) with a monthly operational 
working group already meeting for over a year to date. Membership 
includes all STP partners. New structure mirrors the LEB/LEDU 
structure. All local CCGs/systems have Local Estates Forums in place.

1. First formal STP Estates Board meeting 10th April to review end of March submission.

2

Strategic planning  
CCGs have kept 2015 SEP submissions updated and these have been 
consolidated with provider and clinical strategies into a single STP 
SEP.  We have been working on this for a year so the document 
contains all current, sense-checked data on estates. We have used a 
robust prioritisation methodology to create one, prioritised project 
pipeline for the STP.

1. Current data, prioritised pipeline and investment plan being finalised for end of March. 
2. Drafting (with SEP assistance) detailed STP programme plan and methodology with 

associated resource plan. 
3. Produce detailed 18/19 plan for how SEP will be taken from an outline plan to a full plan. 
4. Continue close working with digital and productivity workstreams and set up a working 

group to review key worker housing opportunities in new housing developments with local 
authority partners.

3

Workstream: utilisation  
Agreed STP utilisation strategy. Database of all empty ‘void’ space has 
been produced covering all NHS PS and CHP community buildings.  
Action plan per building is being produced for STP assurance and 
local QIPP targets for 18/19. Specific live projects are addressing 
buildings with the biggest issues e.g. Kenworthy and St Leonards. 
Meetings have been held NHS PS (awaiting CHP) to agree principles of 
how buildings will be used/let to tenants.

1. Very poor data held by property companies has meant we have had to do a lot of the work 
ourselves (with SEP assistance). Data needs further due diligence to ensure it is correct. 

2. Add provider voids to the database. 
3. Finalise action plan per building for 18/19 and set savings targets. 
4. Liaise with NHSE regarding their voids and how this can be better managed jointly with STP. 
5. Link into commissioning procurement process to ensure estate is considered in line with our 

strategy before contracts are let.

4

Workstreams: new capacity 
Detailed capacity plans were produced in 2017 at locality level 
modelling population growth, current estate condition and future 
requirements. This identified where new buildings may be needed in 
the future and has informed the SEP update, OPE and ETTF bids and 
detailed STP programme.

1. Continue working with all local authority partners to get our detailed plans into their new 
Local Plans. 

2. Agree consistent form of words/approach to new planning applications (S106/CIL) 
contributions to ensure we are maximising benefits from housing developments. 

3. Reviewing any cross-border opportunities for more joined up STP planning. 
4. Strong link to utilisation work stream to ensure no new capacity is taken where there are 

voids locally.

5

Workstreams: disposals 
Current disposal opportunities included in SEP and investment plan. 
These have been captured in the detailed STP programme, One Public 
Estate bids and prioritised pipeline.

1. Lack of NHS PS property data including site values makes identifying where to prioritise 
opportunities difficult. 

2. Future work will identify where further value and housing units can be released from active 
core sites where land or building use has not been maximised.

6
One Public Estate 
We have successfully bid for partnerships in Barking and Dagenham, 
Havering, Newham and Waltham Forest.

1. Reviewing prioritised projects to see if there are OPE opportunities for Phase 7 bidding. 
2. Reviewing whether remaining boroughs wish to join the programme to get full STP coverage.

7

Resources  
CCGs have appointed single joint accountable officer and work is 
ongoing to review consolidated resource across seven CCGs 
(including estates). SEP team have provided a lot of useful support to 
date which we would like to continue utilising.

1. Proposed new structure with project delivery at a local level but reporting into centralised 
STP estates team.   

2. We will need continued SEP support and have requested additional support to help cover 
maternity leave for 18/19.
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One Public Estate 

For Phase 6 Waltham Forest partners successfully bid for two 
projects: 

• Town Hall redevelopment including College £300k 

• Whipps Cross Redevelopment £100k 

Newham CCG and Newham Council secured £50K towards 
visioning for the new AFO model 

Barking and Dagenham, Havering and Redbridge partnership 
successfully bid for two projects: 

• Woodward Road: £80k to produce a fully costed 
feasibility study study about the relocation of services 
from Julia Engwell Centre to allow residential 
regeneration of a site that is otherwise wholly owned by 
Barking and Dagenham Council. 

• East Dagenham Police Station: £60k to produce a 
preferred strategy for the site and an outline business 
case to determine the optimal delivery and management 
vehicle for the mixed-use scheme

The One Public Estate (OPE) programme is about 
getting more from public assets by reducing ‘void’ 
space and increasing the efficient use of buildings.  
A ‘One Public Estate’ approach includes in three 
core objectives: 

• creating economic growth (new homes and 
jobs) 

• delivering more integrated, customer-
focused services 

• generating efficiencies, through capital 
receipts and reduced running costs.  

• Waltham Forest CCG and Waltham Forest 
council. The Whipps Cross Redevelopment 
programme is a demonstration of partnership in 
action, with Barts Health, Waltham Forest CCG, 
Waltham Forest Council and NELFT coming 
together to develop and agree a joint vision for 
the future of the site. All four organisations are 
represented on the Programme Board at a 
senior level. 

• Initial BHR partnership between Havering and 
Barking and Dagenham CCGs, Barking and 
Dagenham council and Hackney council, with 
potential for Redbridge to join at later phase. 
Several joint projects have been funded in 
Phase 5 and 6 of OPE with future bids planned 
for Phase 7.
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• Investment will be prioritised to support areas of growth 
where there area inadequate existing facilities 

• Investment will be prioritised where supportive of clinical 
transformation and service delivery 

• Inefficient or functionally unsuitable buildings will be 
disposed of in conjunction with estates rationalisation 

• Innovative approaches to the delivery of healthcare services 
reducing demands on the healthcare estate, e.g. use of 
technology 

• Only undertaking new build where opportunities to 
rationalise and/or maximise use and efficiency of the 
existing estate have been realised. 



Performance indicators, 2020/2021  
success metrics

Indicator Current Planned Progress against targets

ESTATE RUNNING 
COSTS (£/M2)

£505m pa 
(£436/m2)

Reduce existing 
by 5% by 2020/21 
(£480m pa) 
Reduce £414/m2

Carter benchmark (£319 per smq) on estates and facilities running costs

NON-CLINICAL 
SPACE 
(%)  

(CARTER METRIC MAX 
35%)

314,330 sq metres, 
equivalent to 27% 
overall

Address all sites 
over 35%

Non-clinical space below Carter Metric for the overall Estate. (Carter Metric max 35%) 
- The Lodge – 71% 
- Mile End Hospital – 52% 
- Whipps Cross – 44% 
- St Barts Hospital – 41% 
- The Royal London – 37%

EMPTY AND 
UNDERUTILISED 
ESTATE (%) 

(CARTER METRIC MAX 
2.5%)

88,012 sq metres, 
equivalent to 7.5%

Reduce to 5% by 
April 2020

Non-Functional floor space above Carter Metric for the overall Estate. (Carter Metric max 2.5%) 
- Whipps Cross Hospital – 44% (addressed via redevelopment) 
- Homerton University Hospital – 15% 
- Newham University Hospital- 15% 
- St Barts Hospital – 13% 
- Mile End Hospital – 9% 
- Royal London – 6%

FUNCTIONAL 
SUITABILITY

Only half of premises 
are broadly 
compliant with 
current standards. A 
much lower number 
are fit to deliver the 5 
year forward view.

Consolidate 
services into 
suitable facilities 
to increase 
disposal 
opportunities

Primary and Community estate is required to be fit to deliver the Five Year Forward View.  
The working definition of this based ELHCP principles is:  
- Serves more than 10,000 patients 
- Built within the last 40 years 
- Larger than 1,000 m2 
- More than 5 clinical rooms 
- Capable of operating for 7 day working

CONDITION
Back-log 
maintenance of c.
£197m

Reduce by 10% 
annually £88m is Whipps Cross – addressed through redevelopment
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Strategy 

1. Proactively market building space, drive flexible 
use, fill voids, and exploit community use. 
Buildings should be occupied up to 85% (RICS 
standard) of working hours (08.00 – 17.00). 

2. Agreed ELHCP priority list based on highest 
voids, strategic priorities or rationalisation 
opportunities 

3. Space for sessional booking should be at an 
optimal level to balance the risk of irregular 
income with the ability to proactively manage 
space.  

4. Embed the recommendations of the Carter 
Review on utilisation through joint working, 
home-working and improvements in IT, in 
addition to using devolution as an enabler to 
facilitate improvements. 

5. Savings already achieved on improving voids and 
around £1m will be saved from improved 
utilisation 

6. Loxford Polyclinic pilot project for utilisation 
improvement 

7. Developed principles of occupancy policy to 
ensure our identified core estate is being use 
harder 

8. Agree common benchmarks and metrics and how 
these will be measured and reported

Requirement by property companies to 
secure leases for all space causing inflexibly 
but corresponding difficulty in getting 
leases signed

Office and meeting space, low specification 
activity in high specification buildings

Poor management and marketing of space Hours of use

Focus on the direct cost being more 
expensive, driving services into poorer quality 
space, or cheaper Trust estate. Costing 
models for multi-use space unsophisticated

Poor space organisation within buildings 
creating hard to use or void spaces. 
Inaccessibility. No landlord engagement in 
management of voids

Lack of management incentives to manage 
space 
• lack of accountability 
• inflexibility between organisations 
• occasional sessions 
• fixed use space e.g. x-ray 
• providers holding onto space frustrating 

reallocation 
• Lack of clinical engagement in space 

management 
• No community engagement or use, hence 

limited social return on investment

Bookable space 
• poor booking systems 
• Poor use of booked space – Block 

bookings/holidays/short notice 
cancellations 

• Uncoordinated timetabling and booking 
• Mismatch of room requirements and room 

supply 

Costing of space and the disincentives built 
into the current cash flows – CCGs underwrite 
voids, making the risk to property companies 
from voids, low

Lack of understanding on what functions can 
be provided by what space

Contracting processes do not specifying 
service location

The nature of the estates themselves (age, 
poor quality, poor functional design)

Changes in the requirements of the 
marketplace (new service delivery models, 
technology)

Functional and structural mismatches within 
management

Utilisation workstream summary
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Why is space under-used?
Complete STP void* database showing, 
commissioner voids by room. 

• Knowledge of actual utilisation rates difficult 
due to lack of reliable data held by landlords. 

• Electronic sensors have been trialled in several 
properties to understand live utilisation 
position. 

• Project is currently reviewing two floors of 
‘grey’ space at Royal London Hospital to 
develop appropriate service model as part of 
wider acute reconfiguration to eliminate £1.5m 
p.a. void cost. 

• Annual £1.5m charge for bookable space where 
it is in use but NHS Property Services and CHP 
do not recover any income. 

• Highest CCG void costs in C&H relate to 
Kenworthy (£833k p.a.) and St Leonards 
(£847K p.a.) which both have projects 
reviewing appropriate service model to fill 
space. 

• Developing an action plan per building to 
address underutilisation and void but will need 
NHSE commissioning input for areas like dental 
and specialist commissioning, which is creating 
increases in void space.

VOIDS £ PER ANNUM

Commissioner void (NHS PS & CHP) £5.5m

Bookable (NHS PS & CHP) £1.5m

Total £7m
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Driving utilisation of the health estate

• Each building needs an accurate floorplan 
• Allocate rooms to occupiers current usage.     
• Allocate costs to rooms/floors/buildings 

weighting costs as appropriate 
• Allocate maintenance over a 25-year cycle 
• Define use of room and alternative use of room

• Commissioning plans allocate 
services to assets 

• Commissioners decide which 
core services they want to 
operate from the building and 
specify into contracts on 
renewal. 

• This will be on a sessional basis 
using booked sessions. 

• Contracts will have nomination 
agreement written in.     

• Building costs should aim to be 
covered with 75% utilisation 
during 10 fixed sessions per 
week per room.    

• Sessional costs commissioned 
into the building should aim to 
use 75% within a five-year 
period

• Property companies employ and train centre 
managers. These should be local people to the 
building, their responsibility to carry through the 
commissioners strategy and agree building KPIs. 

• Centre managers should be funded by 
management fees charged by property 
companies  

• it is the centre managers responsibility to 
ensure the smooth running of the building, safe, 
clean and accessible 

• also to market under-utilised space, attract 
third sector and community users Task 
description 

• Utilisation above this level will create a sinking fund, 
by building, for equipment replacement and small 
modifications.      

• A sliding scale of charges for use of space will be 
constructed to cover longer opening hours, security 
implications of out of hours working and other costs 

• Full utilisation of buildings and nominated services 
should allow concentration of buildings and release 
of buildings not in the commissioning plan. 

•
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Utilisation, shared services and co-location

Sharing services 
By sharing back-office and administrative services, we 
can achieve substantial savings through economies of 
scale. It may be possible to release estate due to sharing 
services over wider areas and therefore requiring fewer 
offices. 

Co-locating services 
There is a range of different ways that we can share 
resources that may result in a range of cost savings for 
the NHS (savings on NHS estate are very project 
dependent). 

PROPERTY
ANNUAL 

COST  
PER FTE (£k)

ANNUAL COST PER 
WORKSTATION(£k)

WORKSTATIONS 
PER FTE

COST  
PER SQM 

(£)

AREA  
PER FTE 

(SQ M)

AREA  
PER WS  

(SQ M)

Benchmark Regional 3.8 4.8 0.8 600 6.4 8.0

KIRKDALE HOUSE 2.6 2.6 1.0 325 8.1 8.1

UNEX TOWER 7.4 6.9 1.1 682 10.9 10.2

MILE END HOSPITAL 4.1 2.9 1.4 456 9.0 6.4
VICARAGE LANE HEALTH CENTRE 
(LIFT) 5.1 3.8 1.3 667 7.7 5.7

BECKETTS 4.6 4.7 1.0 337 13.7 14.0

IMPERIAL OFFICES 4.5 3.5 1.3 234 19.0 14.8

MARITIME HOUSE 5.8 6.4 0.9 321 18.2 20.0

ST LEONARDS HC 2.1 2.0 1.1 290 7.4 6.8

Property benchmarking 
comparing portfolio to GPA property benchmarks

Estate running costs per 
square metre seem low, 
raising a question as to 
whether all costs have been 
captured 

Assuming GPA benchmarks, 
the estate is oversized  

Assumes an 0.93 staff to FTE 
ratio as per DH overall 
numbers

We have developed an initial review of our back-office functions, cost and opportunity areas to test 
for potential savings. 
We are looking at Back-office consolidation at an STP level covering at all back-office/non-clinical 
functions to identify opportunities to co-locate and rationalise. This opportunity has two elements.
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Shared services and co-location

Kirkdale House 
RC £0.22m pa 

90 staff

Jul 2018

St Leonards HC 
RC £0.16m pa 

80 Staff

Mar 2019

Unex Tower 
RC £0.9m pa 

132 staff

Maritime House 
RC £0.13m pa  

24 staff

Oct 2018

T
o

d
a
y

Apr 2019

Imperial Office 
RC £0.09m pa 

23 staff

Mile End Hospital 
RC £0.28m pa 

72 staff

Vicarage Lane HC 
RC £0.12m pa 

25 staff

Rolling Break 
(2 months notice 
LE Jan 2022)

Nov 
2026

Tenancy at 
will

Jan 2020

Becketts* RC 
£0.7m pa  
164 Staff

*Notice given to hand-
back the 6th floor (£130k 
p.a. savings) in January 

2018 and hand-back the 
remaining in January 

2020.  LOCATION RENT & 
RATES

SERVICE 
CHARGE

CAR 
PARK

REPAIRS 
EST. TOTAL

BECKETTS 
HOUSE  
2ND FLOOR

£203,467 £90,553 £19,536 £5,000 £318,556

BECKETTS 
HOUSE  
5TH FLOOR

£145,298 £60,710 £29,304 £5,000 £240,312

MARITIME 
HOUSE

£98,464 £29,910 n/a n/a £128,374

IMPERIAL 
OFFICES

£120,189 Included in 
the rent n/a n/a £120,189

ST 
LEONARDS

£105,653 £52,917 n/a n/a £158,570

KIRKDALE 
HOUSE £222,000 Included in 

the rent n/a n/a £222,000

MILE END £178,800 £99,178 n/a n/a £275,978

UNEX 
TOWER 835,032 80,916 n/a n/a £915,948

VICARAGE 
LANE £107,022 11,035 n/a n/a £118,057

TOTAL         
£2,497,984

16/17 buildings spend by CCGs for all 
buildings £2.5m
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Lease breaks and the end of lease periods, offer opportunities to review the use of back-office 
space. We will examine how we can reduce void levels and make better use of our resources.



Shared services and co-location

The ELCHP Executive Board are considering the following 
issues and will make a final decision: 

1. Whether a borough presence is essential, and if so, 
which teams or staff this involves. There are 
opportunities for colocation with local authority 
commissioners, but we need to understand the 
number of staff per borough this may affect. 

2. An organisational agile working strategy needs to be 
agreed setting out how and where, staff can work. This 
work needs to be carried-out alongside the 
development of the IT strategy. 

3. The IT strategy involves reviewing the use of laptops 
to support the agile working strategy, and facilitate 
lower desk-to-staff ratios. To note BHR staff currently 
use desktops and already have a 1:1 staff to desk ratio). 

Once these are agreed, we will work on a rationalisation 
plan for back office estate utilising the lease break and end 
opportunities in 18/19 at several sites and working out a 
longer-term strategy for the other buildings to maximise 
efficiency.
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78,902 m2 = £355m  
capital needed  

based on £4,500/m2 new build 

and £79m p.a. revenue 
Based on £1,000/m2 

Demographic growth

Scope: Develop plans for new facilities 

1. Scoping of requirements based on population growth 
2. Analysis of model of care mitigations 
3. Analysis of productivity mitigations 
4. Provide context for existing development plans (Whipps 

Cross, King George) 
5. Identify high level costs 
6. Identity investment strategy 
7. Agree appropriate delivery form 

• Proposals for any additional capacity must be 
affordable and deliver lasting benefits to the 
local area. We need to explore sources of 
capital for new requirements/opportunities and 
look at how we can use the proceeds we can 
keep from any of the estate that is not fit-for-
purpose to improve for more modern care and 
health facilities.  

• Anticipating the impact of new models of care, 
particularly the planned shift of care from 
hospitals to community. Only invest in 
substantial capital development works where 
these are supportive of strategy delivery.  

• Innovative approaches to the delivery of 
healthcare services reducing demands on the 
healthcare estate, e.g. use of technology. 

• Power Business Intelligence system: Use 
demand and capacity modelling to develop 
estimates for future requirements and enable 
future mapping development in-house. 

690 
new beds

127 
new beds

181 
FTE GPs

PRIMARY

ACUTE*

COMMUNITY & 
MENTAL HEALTH

More space in the right place, at the 
right time

*Note 
Although this would represent the size of a whole new facility the strategic decision has 
already be made that a new hospital will not be build, the space figure therefore represents the 
additional ward capacity required at existing facilities  81



Financing an 
improved estate



Investment plan

Prioritising investment opportunities is a key task. 
We cannot deliver all projects simultaneously, and 
a rational, systematic approach to prioritisation 
will help ensure requirements are met as early as 
practicable, and that resources are used as 
effectively as possible. 

The capital pipeline for ELHCP transformational 
projects has been identified and prioritised. All 
projects (regardless of funding status) in the STP 
plan were considered assessed through criteria that 
included state of readiness and transformational 
priorities.  

A thorough prioritisation process was carried out 
with all partners using pass/fail criteria to check 
state of readiness (e.g. PID in place) and STP 
‘alignment. This followed by a weighted scoring 
process against four key themes with 10 questions 
and 20 sub-criteria. 

Results for the top ten projects are shown in the 
table. 

Many projects are interdependent upon each other 
and these interdependencies, along with state of 
readiness impacted on where they ranked in the 
prioritisation.

SCHEME NAME Lead 
Organisation Score STP  

Rank

St Georges Hospital Havering 91 1

Whipps Cross Hospital Barts Health 89 2

Barking Riverside Health and Wellbeing 
development 

Barking & 
Dagenham 89 2

St James new development, joint working 
with local authority Waltham Forest 88 4

Acute reconfiguration, Queen’s & KGH BHRUT 81 5

Canning Town (River Place) Newham 81 5

Lower Clapton Health Centre City & Hackney 79 7

Expanded Maternity Unit for birthing 
capacity at Queens Hospital BHRUT 77 8

Tollgate Medical Centre (new build) Newham 77 8

Children’s and Young Person’s 
Assessment Unit CYPAU at Queen’s 
Hospital

BHRUT 76 10

Rainham & Beam Park Primary Care 
Development Havering 76 10



Investment plan: 
schematic summary



Investment plan: primary 
and community care

BEFOREResults for the top 10 primary and community care projects

BHRUT is reviewing the current 
configuration of services at King 
George Hospital and Queen’s 
Hospital sites on the 
understanding that clinical 
demand will continue to grow.  

To support and enable a          
re-configuration, St Georges will 
provide not only primary care 
services, it will have space for 
services that are currently 
delivered from Queens. These 
services are more appropriate 
for community, non-acute 
settings and free-up space in the 
acute hospital for more suitable 
clinical uses.

SCHEME NAME TRUST NAME SCORE RANK

St George’s Hospital Havering 91 1

Barking Riverside Development
Barking & 
Dagenham 89 2

St James new development, joint working with 
local authority Waltham Forest 88 3

Canning Town (Hallsville Quarter) Newham 81 4

Lower Clapton Health Centre City & Hackney 79 5

Tollgate Medical Centre (new build) Newham 77 6

Rainham & Beam Park Primary Care 
Development Havering 76 7

Star Lane Medical Centre (F84017) Newham 75 8

Queens Market (new build) Newham 74 9

Sutherland Road new development (Sinnott 
Road Surgery) Waltham Forest 73 10
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Investment plan: acute

Some key strategic 
opportunities have not 
scored highly due to their 
status of readiness. 

Work is ongoing to 
understand the opportunity 
associated with the above 
and then it will be rescored 
once ready.

BEFORE

SCHEME NAME TRUST NAME SCORE RANK

Whipps Cross Hospital Barts Health  89 1

Acute reconfiguration BHRUT  81 2

Expanded maternity unit for birthing capacity BHRUT 77 3

Children’s and Young Person’s Assessment Unit 
CYPAU at Queen’s Hospital

BHRUT 76  4

Barts Health Orthopaedic Centre Barts Health 74  5

Royal London 14/15 floors Barts Health 74  6

Centralise cancer speciality on QH site BHRUT  68 7

Eye casualty facility expansion BHRUT  68 8

Increased surgical capacity KGH BHRUT  68 9

Mile End Hospital Barts Health  67 10

Results for the top 10 acute care projects
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Investment plan: funding needs
We are working on a funding strategy that maximises alternative funding sources, particularly where 
we can enter into partnerships with local stakeholders such as local authorities. We have two example 
alternative funding models which reduce the net capital:

Capital Investment (£)

Gross pipeline investment 
required £1.135bn

Potential capital receipts 
from development 
opportunities

£321-396m

S106 funded projects £50m

AFO funded projects £62m

ETTF/IG funded projects £10m

Net pipeline investment needed £690m- £615m

• Tower Hamlets S106 £23m investment in new health 
and social care networks 

• Health & Care Space Newham Ltd (formerly AFO JV)  
proposal £62m investment for new health and social 
care networks
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High-level delivery plan
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Five new GP Network Plus sites 
2017/2021 

1. Pontoon Docks GP Network Plus 
2. Canning Town GP Network Plus 
3. St James Health Centre GP 

Network Plus 
4. Score Network GP Network Plus 
5. Lea Bridge Network GP 

Network Plus 

Approved by Newham 
Council’s cabinet  
Setting up of an 
organisation to manage 
the project on behalf of 
the council and health 
partners when the 
plans have been 
finalised

Seven new GP Networks 2017/2021 

1. Custom House GP Network 
2. Froud Health Centre GP Network 
3. Suttons Wharf GP Network 
4. Wellington Way GP Network 
5. Aberfeldy Health Centre GP Network 
6. Goodmans Fields GP Network 
7. Wood Wharf GP Network 

2017/18

2018/19
2019/20

Year 5 
2021/22

Year 10 
2026/27

Year 15 
2031/32

LONDON 
DEVO MAX

5 NEW GP NETWORK PLUS 
7 NEW GP NETWORKS

 ST GEORGES 
COMMUNITY 

ASSET

ROMFORD 
COMMUNITY 

ASSET

NEWHAM 
Health & Care 

Space Newham 
AFO 

BARKING RIVERSIDE 
COMMUNITY ASSET

ILFORD 
COMMUNITY 
NETWORK

CASTLE GREEN 
COMMUNITY 

ASSET

THORPE 
COOMBE 
HOSPITAL

WHIPPS 
CROSS 

HOSPITAL

QUEENS AND 
KGH ACUTE 
RECONFIGURATION

2020/21



Estates structure: project delivery
The ELHCP Strategic Estates Programme will 
enable projects affecting the NHS estate in 
north east London to be delivered more 
efficiently, effectively and transparently. This 
will lead to the development of an estate 
that meets the needs of our population, and 
contributes to their improved health and 
wellbeing. The estates programme is 
developing the Partnership Programme plan 
which captures all our live and planned 
projects. 

The main output of the programme, which 
facilitates the benefits being realised, will be 
a programme oversight system that offers a 
single source of information on all of the 
projects either in progress or being planned. 
The oversight process includes data analysis, 
project scheduling a visualisation of how 
projects relate to each other. 

Programme Plan Framework and project updates 
available if details are required 

SYSTEM BENEFITS 

• Improved healthcare provision for local people 
• Enhanced experience of NHS services for 

patients, service users, families and carers 
• Creating a modern, fit for purpose estate 
• System-wide financial savings

BENEFITS FOR INDIVIDUAL PROJECTS 

• Greater transparency around project progress 
• Increased efficiency of project delivery 
• Increased understanding of dependencies between 

projects 
• Improved ability for issues to be identified and escalated 
• Opportunity for continuous improvement in project 

delivery 
• Improved understanding of the governance structure 

controlling project delivery 
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Acute projects: Barts Health  
 Whipps Cross Hospital

The vision for the redeveloped site

ELHCP supports proposals to redevelop the Whipps 
Cross Hospital site as an integrated health, social 
care and well-being campus, with a new acute 
hospital and residential facilities. The project’s place 
in the ELHCP priority rankings highlights the critical 
importance of continuing to provide a full range of 
acute hospital services from the site, and the 
significant investment needed to modernise the 
estate and infrastructure to enable a sustained 
transformation in those services. 
  
Working in partnership, the redevelopment of the 
site provides the opportunity to co-locate and 
integrate acute, community, primary and social care 
services for the local population.  At the same time, 
it is only through the development of a masterplan 
for the site’s 18 hectares and the redevelopment of 
the hospital that the full value of the estate can be 
unlocked. 
  
A preliminary assessment of the opportunities and 
constraints of the redevelopment suggests that a 
brand new state-of-the-art hospital could be built on 
a fraction of the existing site. That potentially 
releases the remainder of the site for other uses, 
including developing integrated health and care 
facilities and building new homes for the community.  

The potential capital receipt from this aspect of the 
development could be anywhere between £25m and 
£175m. The preliminary scoping exercise suggests 
land could be released for at least 1,000 new homes, 
including accommodation for NHS workers. However 
a precise balance between all the potential aspects 
of the redevelopment has yet to be determined.  
Barts Health is setting up a community involvement 
group to help shape possible options for services 
and facilities around local needs and wishes, in order 
to inform the business case. 

The strategic outline case (SOC) was submitted 
to NHSI in April 2017, since then Barts Health has 
been working with the regulators to strengthen 
aspects of it. While this work continues, NHSI has 
agreed that work can proceed to develop more 
detailed proposals for the redevelopment. 
  
The SOC set out a number of options for a 
development worth around £520m, excluding 
VAT and inflation. The subsequent work to 
strengthen the case explored ways of ensuring 
any capital borrowing requirement was 
affordable within current Government spending 
constraints.  

With the support of ELHCP, Barts Health has 
submitted a bid for capital investment of about 
£350m. Work continues to explore other 
potential funding avenues that would form part 
of the outline business case. 
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Acute projects: Barts Health

Newham University Hospital  
The former Gateway Surgical Centre is intended to be the Barts Health 
centre of excellence for elective orthopaedics. The Trust is investing in the 
facilities at the centre, and will be increasing patient throughput in line 
with the GIRFT action plan. The wider surgical networks programme offers 
an opportunity to concentrate other elective services at Newham and 
increase general surgical cover, with more complex work moving to the 
Royal London. 

Newham can offer a spoke service for neurosciences (with RLH as the 
network) and will continue to offer a flexible network for children’s 
services including increasing paediatric ambulatory care. 

Under the TST Strategy The Gateway surgical centre (or Barts Health 
Orthopaedic Centre BHOC) will deliver ‘Core; surgical services plus some 
“Core +” surgical services as set out in the TST strategy. 

Newham University Hospital BHOC theatres 3 & 4, increase activity volume 
due to capacity constraints.

Royal London Hospital 
Developments at the Royal London site include a network for neurosciences 
and hyper-acute stroke services across ELHCP London and potentially a 
thrombectomy service 

The RLH will also provide a centre for complex surgery including trauma, 
orthopaedic trauma, neurosurgery, vascular surgery, general surgery, 
hepatobiliary surgery, pelvic cancer and complex dental and maxillofacial 
surgery, supported by the development of a multidisciplinary robotic surgery 
service. The renal services network will also be expanded with a view to 
spreading the virtual kidney clinic across north east London.  

Plans are advanced for the development of a health sciences centre and other 
facilities at the Whitechapel site. Under the TST Strategy RLH will deliver Core, 
Core+ and a range of complex surgical services plus maternity. 

Parts of the 14th and 15th floors are empty and work is underway to confirm the 
service requirements for both floors.
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Acute projects: Barts Health

  
Mile End Hospital 
There is an opportunity to consider more integration of acute, 
community, mental health and primary care services on this site. 
Further work is needed to define the most suitable use of the site 
to include mental health, diagnostics and outpatients as well as a 
Children’s Resource Centre. 

Other options include improving the utilisation of the day care 
theatre and the radiology unit and creating a new midwifery 
network.
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St. Bartholomew’s Hospital 

Complete the phased redevelopment of parts of 
the site; consider the potential for developing 
poorly utilised or unsuitable parts of the site; 
develop and preserve elements of the historic, 
heritage aspects of the site.



Acute projects: BHRUT
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ACUTE 
RECONFIGURATION

Queens and 
King Georges 
Hospital [KGH]

The Trust is reviewing the current configuration of 
services at KGH and QH sites, on the understanding 
that clinical demand will grow and quality must 
improve in a very financially challenged environment. 

EXPANSION OF 
MATERNITY UNIT FOR 
BIRTHING CAPACITY

Queens Hospital 
[QH]

Increase capacity at QH for high risk postnatal ward 
and obstetric labour ward. Relocate the birthing 
centre and postnatal ward to be closer to maternity. 
Increase neonatal care capacity to meet future 
demand.

DEVELOPMENT OF 
QUEENS HOSPITAL PAU & 
PAEDS ED

Queens Hospital

Limited bed capacity for paediatrics, development of 
the PAU will help to diagnose, assess and treat 
patients in the most appropriate setting without 
admission to a ward.

ENDOSCOPY 
DECONTAMINATION 
SUITE

Queens Hospital
Improve infection control and efficiency of lists and 
patient care. Equipment has passed its economic life 
expectancy.

CENTRALISE CANCER 
SPECIALTY ON QUEENS 
HOSPITAL SITE

Queens Hospital

Oncology services are run from sub-optimal 
accommodation at King Georges Hospital and are 
planned to be centralised and moved into a state-of-
the-art unit at QH that will maximise clinical expertise, 
and improve patient care and timely treatment of 
patients.

EYE CASUALTY FACILITY 
EXPANSION 

Queens Hospital
To be seen in a dedicated eye casualty unit so to 
release A&E pressure and to improve the flow of 
patients and patient care. 

INCREASED SURGICAL 
CAPACITY AT KGH

King Georges 
Hospital

To provide services at KGH to release theatre 
pressure on QH site and to make best use of 
resources of facilities for patient care. 

Queens Hospital is BHRUT’s main acute 
hospital is a private finance initiative 
(PFI) established in 2006

King Georges Hospital is the site of a 
proposed centre of excellence for 
elective care, long-term conditions, care 
of the elderly and specialist 
rehabilitation. 



Acute projects: Homerton
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£55m estates plan 

East Wing circa. £25m 
(External Capital) 

ITU Capacity £10m   
(External Capital) 

Rolling ward and theatre 
refurbishment programme 

Endoscopy capacity and 
decontamination 

Radiology capacity 

Clifden Rd decant 

Backlog/compliance



The St George’s Hospital in 
Hornchurch, Havering was built in 
1938 as a community health care 
facility. The site has mainly been 
vacant since October 2012, where 
clinical staff and services were 
relocated from the site for health and 
safety reasons after legionella was 
discovered in the heating system. 

The St George’s redevelopment has 
ranked at the top of the projects in 
the STP prioritisation process. This 
shows it’s importance in creating a 
community network for outpatient 
services to facilitate the shift from 
Queens. This also means less 
reconfiguration work and no 
extension on a PFI site – a more cost-
effective solution for the system. 

The release of 85% of the site for 
housing will create up to 300 units of 
housing and generate a capital receipt 
of up to £40m to NHS Property 
Services. 

Recycling this £40m receipt locally 
could fund the new health centre 
(estimated £15M) and part fund other 
projects such as the Queen’s 
reconfiguration work reducing the 

overall net STP capital ask from 
central government. 

BHR CCGs, LB of Havering, BHRUT 
and NELFT (BHR Integrated Care 
Partnership) have been jointly 
planning the vision for the new 
locality health and social care network 
which will include:  

• Primary care at scale for over 
30,000 patients 

• Relocation of community dialysis 
unit from Queen’s to more 
appropriate setting (freeing up 
space for A&E expansion) 

• Relocation of outpatient services 
from Queen’s to a more appropriate 
setting  (freeing up space for 
growth and reconfiguration) 

• Integrated health and social care 
team base  

• New model for urgent care/out of 
hours

Primary and community care projects: 
St Georges Hospital

PROPOSED SERVICES FOR 
ST GEORGES HOSPITAL
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Primary and community care projects: 
Barking Riverside

To address the shortage of affordable housing in London, the 
Greater London Authority, together with Barking and Dagenham 
council is creating Barking Riverside along the Thames Estuary 
The development is one of NHS England’s Healthy New Towns, 
planning to deliver 11,000 new homes by 2030 (750 units 
completed) 
The CCG has been working closely with Barking and Dagenham 
council and the developer, (50% GLA/50% L&Q homes) for the last 
year on the future health requirements. We have produced a 
healthcare delivery plan which notes that nearby LIFT building 
(Thames View) will need to absorb 4-5,000 new patients from 
2018-2021 until the District Centre is operational 
Locally, we have agreed this building will pilot new models of care, 
healthy new town initiatives and integration with third sector 
organisations 
Population growth reaches critical mass 2021/22 where new health 
services will be required, but capacity will be phased with 
approximately 1,000sqm due 21/22, another floor 2025 and final 
floor 2030  
Current S106 plans (from 2017) includes a healthcare facility not 
exceeding 2,800sqm. There are currently three separate buildings 
for health, leisure and community space but local discussions and 
OPE bid looking to bring them together into multi-purpose building.

BEFORE

AFTER artist’s impression
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Primary and community care projects: 
St James Health Centre

St James’s Health Centre is in 
need of significant modernisation 
or complete replacement. The 
premises is leased by NHS 
Property Services [NHS PS]. The 
current lease expires on 22 
October 2023. and primary and 
community health services will 
continue to be provided from the 
St James location at least until 
that date there will be a need for 
local health services in that 
locality long after. 
The existing St James Health 
Centre is a two storey, flat roofed 
grey bricked building constructed 
in the 1960s. The general 
condition of the building is poor 
and requires significant 
investment. This was confirmed 
once again in the CCG 
commissioned six facet condition 
survey of June 2015.  

The PID explores the options to 
reconfigure and modernise or 
replace the existing premises. 
NHS PS has undertaken an 
evaluation of sites and has 
concluded that the only feasible 
option for the reprovision of the 
St James Health Centre is a new 
build as part of the Waltham 
Forest council multi-use 
residential site 
The practice has a projected list 
size of 15,000 and the existing 
premises and proposed 
development are located in an 
area that is projected to have a 
population increase of around 
27.65% by 2025. 
The scheme is to be delivered via 
NHS PS. NHS PS have been 
involved since the beginning and 
the scheme will be delivered in 
accordance with their policies 
and procedures.

AREA 1,133SQM 

CONDITION D 
OWNER NHS PS 

use: GP Practice, Community Services 
void entire 1st Floor 

backlog cost: c.£2m
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NELFT community projects 
Thorpe Coombe

THORPE COOMBE, WALTHAM FOREST 
£14m redevelopment of the site creating a new 
mental health and community services network 

Sale of the remainder of the surplus site will be 
used to partly fund development and create 91 
housing units

THORPE COOMBE HOSPITAL: EXISTING SITE THORPE COOMBE HOSPITAL: PROPOSED SITE PLAN
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NELFT community projects 
Goodmayes Hospital

Goodmayes Hospital: buildings to be demolished 

Goodmayes Hospital: indicative master plan

• The site is currently designated as a major developed site within 
the green belt. The Trust strategy has been to work with 
Redbridge Council and to lobby for the site’s green belt status to 
be de-classified. The Redbridge Local Plan was adopted at the 
full council meeting in March 2018. It means: 

• the ‘emerging’ Local Plan is now part of the statutory 
development plan for the area 

• both King George Hospital and Goodmayes Hospital have 
been removed from the Green Belt 

• both sites are allocated as part of a wider development 
opportunity area that is expected to deliver around 500 
new homes, a new secondary school and a new health and 
community network prior to 2025. 

• The Goodmayes Hospital first phase implementation plan is to 
bring forward a plan to re-locate all but in-patient and associated 
services from the site and dispose of the built area which lies to 
the North of Sunflowers Court and Tantallon House, up to the 
boundary with KGH (this excludes Meadow Court and Barley 
Court). 

• As second phase, the Trust will look to bring forward 
development of the land to the south of Sunflowers Court 
working with BHRUT and Redbridge Council on a master plan for 
the opportunity area.

 99



ELFT community projects

Passmore Edwards building 
No longer fit for purpose, looking into relocating this CMHT to new 
modular buildings on our First Avenue site. This accommodation will be 
better suited for the delivery of this service. 

West Beckton Health Centre 
Move out of this building and relocate the team there, Community 
Neurological Services, to void space on the East Ham Care Centre site. 
This will allow the sale of this NHSPS site. 

Tower Hamlets Community Service 
Aim to continue reducing the number of buildings we currently operate 
from and consolidate services on the Mile End site and void space within 
the borough. 

West Ham Lane Centre 
Rehouse this children’s service into a better more fit for purpose building. 
The current NHSPS building is in poor condition. 

Gill Street Children Services in Tower Hamlets 
Rehouse this service and this NHSPS building is in poor condition.
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Performance indicators  
2020/2021 success metrics

BENEFIT DESCRIPTION  
(HEALTH & WELLBEING, CARE & QUALITY 
OR FINANCIAL)

MEASUREMENT  
(METRIC) CURRENT PERFORMANCE

TARGET 
PERFORMANCE

TARGET 
DATE 

Create an outline ELHCP estates 
strategy and prioritised pipeline

Target to complete an outline estates 
plan and prioritised capital pipeline

100% 100% March 
2018

Create a consolidated ELHCP 
Estates Strategy with an enabling 
programme of work with key 
milestones/deliverables 

The aim is to have a costed ELHCP 
strategy at different delivery levels. 
Complete an STP wide Strategic Estates 
Plan (SEP)

90% 100% August 
2018

Create an overview of the capital 
programme and projects within 
ELHCP

• Produce a detailed, prioritised 
pipeline of projects 

• Compile an STP Capital plan to feed 
into the London Capital Plan

80% 100%
August 
2018

Reduce void areas and cost
Target to reduce known void by 
consolidation and co-location Existing voids £8.6m TBC

March 
2019

Identify savings opportunities 
through increased utilisation and 
co-locations

Target to improve current utilisation 
average of around 60% for clinical space

Improve utilisation by 
5% by 2021 

75% Utilisation 
of properties

2020 /
2021

Dispose of inefficient or 
functionally unsuitable buildings 
and sites in conjunction with 
estates rationalisation

Opportunities identified, to be 
developed further following the outputs 
of the ELHCP capacity model

Opportunities identified TBC 2018/2021
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Critical decisions 
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DECISION REQUIRED SIGNIFICANCE/ IMPACT ON STP STRATEGIC OBJECTIVES OWNER ACTION BY

London/national decisions

Future funding allocations, phasing and value funding rounds 
over period available, including timings of bidding rounds for 
unused annual capital as approved projects are removed due to 
changes in circumstances.

Uncertainty of funding delays progress on key capital projects.  Potential 
opportunities not taken up due to tight turnaround. NHS E/LEB NHS E/LEB

Change in Premises Directions to allow 100% grant funding to 
GPs for capital projects Delays on ETTF and potential ETTF funded key capital projects NHS E NHS E

Consultation/influencing property companies policy on voids 
and responsibility of vacancy due to exiting on non-CCG 
commissioned service providers.

Would facilitate resolution of void charge disputes and incentivise 
property companies to proactively engage on reducing voids.

LEB/CHP/NHS 
PS LEB/CHP/NHS 

PS

Clarity over reinvestment process of disposal proceeds back 
into the local community and local initiatives

Will clarify the process and value of disposal proceeds available to STP 
from property companies

LEB/CHP/NHS 
PS

LEB/CHP/NHS 
PS

Decision on Wave 4 Capital bidding for progress on 
implementation on key priority schemes

Impact on acute services transformation/consolidation, with potential 
impact on NEL system-wide transformation/consolidation NHE E/I NHE E/I

STP DECISIONS

Locality planning: agree key and strategic locations and 
development of a clinical model to shape the delivery of these 
networkS, across STP area for new community networks and  
optimisation of existing networks.

Enables high-level estates reconfiguration options to be developed. 
Estates  framework and strategy can be developed, with local delivery 
plans and partners

Clinical Senate STP SRO

STP estates resource to support development of STP key capital 
projects and opportunities, and support the on 
going development/embedding to estates strategy framework.

Will enable STP to be ready as funding rounds are announced and take 
up opportunities that have a tight turnaround.

Estates 
workstream 
SRO

STP Estates 
SRO

Embedding digital and workforce solutions alongside or within  
estate solutions

Will enable estates strategies such as keyworker housing and back office 
accommodation.

Enabler 
workstreams

STP Estates 
PM

Closer collaboration and earlier engagement between councils 
and NHS organisations on Local Strategic Plans and Capital 
Projects regarding health and care provision

Will manage/mitigate planning risk on capital projects and speed up 
project delivery

STP Estates 
Board and 
Local Estates 
Forums

STP Estates 
PM



Capital prioritisation framework

Vision  

Aim of a single ELHCP STP capital prioritisation 
framework. The prioritisation of investment projects is a 
key task it is clearly not possible to implement all 
projects simultaneously, and a rational, systematic 
approach to prioritisation will help to ensure not only 
that the requirements are met as early as practicable but 
also that the available resources are used as effectively 
as possible. Gateway required partners to complete a 
robust London Capital Plan by end of March 2018, 
consolidation of STP Plans. 
  
Prioritisation criteria 

There are many different criteria that might in principle 
be used for project prioritisation (i.e. Manchester 
Prioritisation Model, ETTF Prioritisation model, NHSE 
prioritisation model etc). All projects in STP plan were 
part of the process to give a total list indicating both 
state of readiness and transformational priorities. 
  
• Pass/Fail criteria to check state of readiness (e.g. PID 

in place) and STP alignment. 
• Weighted scoring against four key themes with 10 

questions and 20 sub criteria. 
  
The criteria listed have been grouped under four 
separate headings, which may themselves help to prompt 

the inclusion of other criteria that may be important in 
specific circumstances.  
  
The headings are: 

• threshold criteria – Pass/Fail – not scored but 
required 

• leadership and capacity to deliver supporting 
evidence of project management and appropriate 
governance to support delivery, project having clear 
achievable milestones, strong stakeholders 
engagement and financial viability 

• demand management, including service 
improvements, better management of service 
demand, addressing population growth pressure and 
delivering workforce improvements. 

• transformation and patient benefit, covering 
proposed new models of care, service accessibility, 
workforce environment improvements and affordable 
housing/key worker accommodation. 

• estates/Infrastructure, covering wider alignment with 
the STP strategy and principles, improves condition, 
utilisation and compliance of current estate and tests 
if there are any opportunities for developing/utilising 
redundant sites
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Capital prioritisation framework
OVERVIEW       

It is proposed that NEL partners discuss and agree at the next 
Infrastructure Steering Group meeting on the 28th of November 
the methodology of completing the prioritisation of the ELHCP 
capital pipeline in line with the agreed prioritisation criteria/
matrix and based on the centralised Capital pipeline.  
APPROACH 
The approach suggested requires: 

• Knowledge and understanding (in part) and ownership of 
scheme content 

• Knowledge and understanding of our ELHCP Estates 
strategy 

• Defined scoring regimes and assessment criteria to be 
consistent for each project 

• Constituent Provider involvement in evaluating their own 
schemes 

• Involvement of independent NHS England estates leads 
• Independent assessment of deliverability by ELHCP Estates 

lead 

  
The proposed approach to project prioritisation comprises 
eight separate, sequential steps: 

1. Criteria Selection: the team agree the criteria that will 
be used; (Completed) 

2. Criteria Weighting: the team agree weightings for each 
of the selected criteria (Completed) 

3. Team Selection: the team confirms the panel to carry 
out the prioritisation; (Completed) 

4. Criteria Application: the panel agree how each 
criterion will be applied, if individually or workshop. 
(Completed) 

5. Project Information : project data relating to each of 
the selected criteria are obtained prior to the 
workshop (Completed) 

6. Apply Criteria: the team apply the criteria to each 
project; (Completed) 

7. Calculate Scores: the leader calculates the ‘raw’ score 
for each criterion for each project; (Completed) 

8. Apply Weightings: the leader then consolidates the 
scores and obtain a single score which may be used 
for ranking. (Completed) 

  
Potential approaches for team selection: 

• Independent STP and NHS England scoring  

• Assessment by panel (scores agreed by consensus or an 
average calculated) 

• Assessment by specialist panel on behalf of STP footprint 
(May include leads from other STP areas of Consultancy 
companies specialised on Estates matters) 

• Other methodology as agreed and specified by STP.
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Capital prioritisation framework
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Agreed approach: Projects pre-scored by delivery leads, 
discussed and agreed moderate scoring at the five workshops 
held in December 2017, January 2018 and February 2018 (two 
for acute, two for primary care and one joint workshop 
combining the 2 panels) 

The following principles are proposed for STP Provider/
Commissioners assessment workshops: 

• If all Providers, represented, should be proportional 
representation with “one Provider; one vote” (other members 
are invited to be part of the discussion if required) 

• Inclusion of NHS England representative as independent 
advisor 

• Inclusion of ELHCP CFO as independent advisor. 

• Inclusion of ELHCP Director of Provider Collaboration as 
independent advisor 

• Meetings and approach to be documented. 

  

The following principles are proposed for STP Primary and 
Community Care assessment workshop: 

• If all Commissioners, represented, should be proportional 
representation with “one Commissioner; one vote” (other 
members are invited to be part of the discussion if required) 

• Inclusion of NHS England representative as independent 
advisor 

• Inclusion of ELHCP CFO as independent advisor. 

• Meetings and approach to be documented. 

  

Assessor Roles & Responsibilities 

Score and Rank own pan-STP Capital pipeline  

Please note the scoring mechanism is intended as an “on/off” 
mechanism whereby the project is deemed “compliant” with 
the criteria or “not compliant”.  

If it is compliant, a score of 5 is allocated.  

If it is not compliant, a score of 0 is allocated. Compliant 5 
score was selected so that when the scores for individual 
projects are totalled there will be a recognisable points 
difference between projects’ overall scores, rather than a 
difference of a single point. 

Please note that following the December workshop several 
criteria have been updates to incorporate suggestions received, 
some are having multiple options with different scoring for 
each. Providers and Commissioners have been asked to revisit 
their initial scoring against the selected criteria’s and have a 
follow up workshop to centralise the outputs in January. 

Accessibility criteria and population growth criteria have been 
scored centrally by the STP team based on PTAL and growth 
evidences. Group to review and agree the scores. 

Comments must be provided to substantiate each score. 



Capital prioritisation framework

Conclusion and recommendations 

It is important to recognise that it is not possible to be 
prescriptive, either about the prioritisation criteria that are to 
be used or about the way in which they are applied. 
  
However, whatever criteria and approach are to be used, the 
following points should be borne in mind: 

• The approach must be matched to the purpose for which 
the prioritisation is to be carried out – applying for limited 
Department of Health funding based on the prioritised 
need identified 

• Although there are many different criteria that might in 
principle be used, in practice there will only be a small 
number that are highly relevant for a particular case 

• Issues that will be determined following prioritisation (e.g. 
sources of funding) Relevant information relating to the 
selected criteria must be available for all the projects to 
be prioritised, and this may influence the selection of 
criteria; 

• The approach should be based as far as possible on 
objective criteria that can be quantified by those carrying 
out the prioritisation. 

  

Recommendations is for the scoring to be undertaken via 2 
panels: 

• One Panel focused on Primary and Community Care 
projects with representatives from each CCG, involving 
also NHS E representative and ELHCP CFO as an 
independent advisor. (two workshops held in December 
and January) 

• Second Panel focused on Acute projects with 
representatives from each provider organisation, involving 
also NHS E representatives and ELHCP as an independent 
advisor. (2 workshops held in December and January) 

• Joint panel including both Acute and Primary Care leads 
reviewing the combined outputs of projects prioritisation 
(held on February to review and agree the outputs) 

Assessment: undertaken between December 2017 
• Acute Panel – 12/12/17 (14 Projects) 
• Primary and Community Care Panel – 19/12/17 (39 

Projects), just over £1m projects without funding allocation. 

Follow-up after the December Initial workshops in December 
2017 
• Acute Panel – 17/1/28 (14 Projects) 
•  Primary and Community Care Panel – 30/1/18 (39 

Projects), just over £1m projects without funding allocation.
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Capital prioritisation framework

 107

Review/updates process: 

The Partnership Estates 
Operational working 
group meat in February 
2018 to discuss and 
agree the Centralise 
prioritised Capital 
pipeline.  

Group agreed priorities 
will be a regular monthly 
agenda item with 
monthly updates and 
quarterly pipeline 
reviews 

 


