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1. Executive summary 
 

In April 2022, our Integrated Care System will become a new statutory NHS organisation with 
responsibility for working in partnership to transform the way people access and experience health 
and care services, improve their health and wellbeing, with a relentless focus on driving out 
inequalities and unwarranted variations. We will consolidate the model of local partnerships we have 
been developing over the last five years and relied on in the Covid 19 pandemic, building a shared 
vision of how we can better serve the public, deciding together how we will use our resources, 
working in new ways with our staff and communities, and accelerating improvement and innovation. 

Digital and data have proven to be the “glue” that holds together the different strands of our ICS 
work. The COVID-19 pandemic has shown that we can deliver valuable digital and data transformation 
at a speed and scale that was previously unthinkable.  

So, as part of our preparation for April 2022, we have taken a fresh look at how digital and data will 
enable us to go beyond post-COVID recovery, and to transform and improve our services. This strategy 
describes a set of commitments that starts this process. We have worked with our system partners to 
develop these ambitions and have highlighted those areas where we need to do more work to agree 
our preferred direction of travel.  

This is our opportunity to embed our new ways of working and to exploit with confidence the new 
tools that we have developed.  We will play these into the immediate challenges of mass vaccination, 
and recovery of elective services and will also use them to improve the quality of individual care by 
delivering excellent and equitable preventative services. 

We have also set out our approach for collective governance, oversight and assurance of this strategy. 
As an Integrated Care System, we must work as a system, not as a cluster of separate organisations. 
Our governance must enable us to make robust and transparent decisions about our priorities and 
investments, and we will need a framework that will help us determine what matters most or what 
will have the greatest impact in terms of health outcomes, and changing the way we work together for 
the benefit of the people who live in or use the services we provide in South East London. 

It is no accident that the strategy starts with the need to develop our “digital workforce”. We have 
seen during the last 18 months how their collective efforts can achieve significant changes and 
benefits for the people we serve. But we have also seen how, without the right support, our workforce 
can become exhausted, overwhelmed and undermined.  It is only by equipping our workforce with the 
kit, the connectivity and the skills needed to take advantage of the digital and data capabilities that we 
will be able to design and implement changes that are robust, resilient and sustainable. We must also 
address the digital inclusion needs of the people we serve. These are ambitions that cannot be 
achieved by any organisation acting in isolation – it takes the South East London system to work in 
harmony – and that is what this strategy commits us to doing.  

We don’t have all the answers yet, but this strategy marks an ambitious and compelling start to 
joined-up digital working, powered by data, across South East London  
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2. Introduction  
The events of the last year have confirmed beyond doubt the need to act decisively on the two 
themes which have been dominating the debate about the future of health and care services1: 

• The need to put health and care services on a more sustainable footing – moving away from a 
system designed mainly to treat acute illness, and now also managing a significant workload to 
support an ageing population with long term conditions and multimorbidity 

• Reframing care around the individual through integrated and personalised health and care 
services, and incorporating a focus on wellbeing and prevention 
 

These themes are relevant to the South East London Integrated Care System (ICS), where the people 
who live here are coping with significant challenges in health and healthcare2.  

Data and digital technology are mission-critical in addressing these issues.  Medical and technological 
advances are accelerating rapidly and transforming the way care is delivered. And at the same time, 
people are routinely using technology to monitor and manage their own health and wellbeing. 

In the last year, our response to the COVID-19 pandemic saw changes to the way digital and data are 
deployed at a pace and on a scale that was previously unthinkable. The recent White Paper on the 
future of integrated care describes this as a “moment of opportunity for lasting change”. And the 
launch of the consultation on a new data strategy - Data Saves Lives - reshaping health and social care 
with data sets out an ambition to “unleash the unlimited potential of data in health and care, while 
maintaining the highest standards of privacy, ethics, and accountability”. 

It is in this context that we are taking a fresh look at the way data and digital technologies can 
consolidate and transform our work in South East London. The strategy will embed digital 
transformation as an integral part of our clinical, business and population health strategies so that we: 

• Use digital technology to improve the way in which services are designed, delivered, and managed 
in an integrated way, with a clear focus on the individual and their experience, and where health 
and care professionals can make the best decisions because they have the information they need 
at the point of care when they need it  

• Optimise the value of health and care data to create relevant, actionable intelligence which is used 
routinely to improve patient safety, deliver better outcomes, tackle inequalities and inappropriate 
variations and focus limited resources in the right places and at the right time  

 

• Develop a thriving digital health and care ecosystem as a direct consequence of using digital 
technologies successfully across South East London, supporting research and innovation, 
developing skills and capabilities, and recognised internationally as an exemplar of innovation and 
digitisation. 

 

Our strategy has been framed around the six domains of the strategic digital investment framework 
(SDIF) which has been developed and adopted by the London ICSs as a basis for prioritisation and 
decision-making for strategic digital investments. This framework is aligned with the What good looks 
like framework which has been developed by NHS X and will be used by the Centre to monitor our 
progress as an ICS. Appendix 2 shows how our strategy maps across to the SDIF. 
 

 
1See The NHS Five Year Forward View, published in 2014, which framed the narrative around three gaps 
(health/wellbeing, care/quality, and funding/efficiency); Personalised Health and Care 2020, also from 2014; 
NHS England Long Term Plan from 2019. These themes are also present in the numerous documents which are 
about priorities and structures relating to the development of Integrated Care Systems, including the latest 
White paper on integrating health and care services 
2 Appendix 1 describes the population health challenges of our six boroughs 
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The six SDIF domains as shown here: 
 

 

We have included in our strategy an additional domain about driving innovation in South East London, 
as we believe that a focus on innovation is essential to optimise our progress in the other SDIF 
domains. 

This approach will enable us to achieve the outcomes described below, and these will be used as 
criteria for evaluating the progress and impact of our strategy: 

• Digital records are the dominant form of record used across the health and care system 
 

• Health and care professionals, patients and service-users to communicate with each other digitally, 
and exchange confidential information safe in the knowledge that this information is secure 

 
• People can stay healthy and active and manage their long-term conditions (using wearables, diet-

tracking apps) and can co-ordinate with their GP or other health professional about targeted care, 
working seamlessly with their data and care services 
 

• Clinicians and care workers have digital tools and services that are practical and intuitive to use, 
which support them in their work, allow them to provide care and support for their patient with a 
minimum of friction and distraction 
 

• Commissioners, clinicians or people using health and care services can access evidence on the 
impact of the services and can see how effective our care is and what needs improvement – by 
hospital, condition/care pathway, supplier involved 
 

• Someone with an idea for a new digital tool can find others whose experience and knowledge can 
help them progress their idea  
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• We understand our market and know our suppliers so can see where there are gaps in the market 
to bring better innovations to our system 
 

• South East London is recognised as a centre for innovation/centre of excellence for digital 
transformation 

3. System leadership and collaboration for digital transformation 
  

 

3.1     The role of the Integrated Care System 
 

South East London is one of 5 integrated care systems (ICS) in London. Our geography covers the 
London boroughs of Bexley, Bromley, Greenwich, Lambeth, Lewisham and Southwark.  Around 1.9 
million people live in these boroughs and 95% of these people get the treatment they need within this 
area. Some of our boroughs are amongst the most ethnically diverse in London.  Appendix 1 provides 
more information about the people who live and work in South East London, and borough-specific 
needs assessments have been produced by the local authorities in Bexley, Bromley, Greenwich 
Lambeth, Lewisham, Southwark. 

 
 
 

We are a “system of systems” involving 
borough-level partnerships of local 
authorities, health and care providers 
and commissioners, and many local 
organisations from the community and 
voluntary sector3. 

 

 
 

The “system of systems” approach is instrumental in ensuring that our collective strategies are aligned 
for the benefit of the communities we serve – for example, enabling NHS organisations maximise their 
impact as anchor institutions in their communities as a significant contributor to economic 
development and inclusive growth. 

 
3 See our response to the NHS Long Term Plan, published in 2020, and our COVID recovery plan published in October 2020 
for more information about South East London ICS and our work 
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There are clear expectations set out in the Government’s White Paper about the responsibilities that 
the ICS has for a shared vision and a coherent strategy for the deployment and adoption of digital 
technologies across our ICS.  

We have approached the development of this strategy to ensure that our digital transformation 
strategy and governance are embedded in our ICS’s clinical and business strategies. Working on this at 
the same time as our ICS is finalising the development plans for our new structures and governance as 
set out in the Government’s White Paper. This inevitably means that we currently don’t have all the 
answers we need to populate our strategy completely, but by doing this work at the same time, we 
can ensure that digital transformation is a key driver for change in South East London. 

We have an established digital team with a Senior Responsible Officer (SRO) for our ICS (who is also an 
executive director and Board member at 2 of our acute trusts), supported by a Chief Clinical 
Information Officer and a small team headed by the Chief Information Officer. During 2020/21, the 
team worked with our South East London partners and stakeholders to develop this strategy, to make 
some of the strategic decisions that impact on our ICS as a whole and to put in place the governance 
needed to oversee the delivery of this strategy and provide the necessary assurance to our ICS 
Executive. We used this process to strengthen the relationships across our organisations, thereby 
building trust and a shared sense of purpose which will enable our ICS to work together on levelling up 
our digital capabilities.  

This puts us in a strong position to discharge our system leadership responsibilities by: 

• Taking action where it makes sense to do so at ICS level (for example involving interoperable 
digital architecture, or where we could benefit from economies of scale) 
 

• Taking a lead to test or derisk an initiative, or to research different options or to bid for 
national funds to help our work 
 

• Taking ownership of issues where the responsibility for addressing them is either unclear or 
does not sit with individual organisations  
 

• Bringing system-wide coherence and consistency through shared goals, targets or standards 
that our constituent organisations will then deliver  
 

• Bringing organisations together where there are multiple interests to be managed, and 
potential trade-offs to be agreed regarding ICS-wide investment priorities.  

 

This will have implications for the scope of the portfolio that our structures will be accountable for. 
There will be a mix of responsibility for delivery – some managed by the ICS, other delivery 
arrangements will be dispersed across different boards (for example, the Primary Care IT Board, or our 
Provider Collaboratives). 

3.2     Our governance for digital transformation 
 

In the Summer of 2021, we are launching a Digital Transformation Board as part of our ICS governance 
that will take responsibility for the digital strategy. We have consulted widely on the role of the Board 
alongside the production of the digital transformation strategy. The feedback has been entirely 
supportive. ICS colleagues recognise that we all need to make the time to building relationships across 
our organisations. They see this as important in building trust and a shared sense of purpose which 
will be critical if our ICS is going to be able to work together on levelling up our digital capabilities. 
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They refer to the way we managed the extension of the Attend Anywhere contract for virtual 
consultations as evidence of this4. 

Business cases for future investments will need to demonstrate that we are working collaboratively 
whenever the opportunity arises, agreeing what we will do at an ICS system-level and what our 
constituent organisations will do either separately or on the basis of some partnering (for example to 
get better value out of contracts and suppliers, or to spread good practice across the ICS).  

 
The White Paper sets out the expectations for the role of the ICS as a statutory body which will act as 
autonomous and streamlined decision-making authority with accountability for the health and care 
system’s performance and delivery. This means that there will be times when we will need to make 
decisions that will challenge the autonomy of individual organisations and some may not be 
comfortable with this. This will certainly apply to this digital transformation strategy, for example 
regarding decisions relating to economies of scale, consolidation on systems or platforms, including 
clinical, non-clinical and corporate back office systems.  
 

In this context, the inclusive approach we are taking is essential to build the trust and transparency we 
need for the ICS to be able to act as broker on those issues that require a shared approach and also 
anticipate that there will be a need in the future to be more directive with our ICS partners (boroughs 
and/or organisations). The membership of the Board needs to be able to take this on over time. 

To be effective, the Board will need to have strong relationships across organisations and other groups 
and boards, and with key national organisations. We need to do more to develop our relationships 
with our partners in local government, in domiciliary as well as residential social care services, and 
local community and third sector organisations. We will do this through the ICS’s borough 
partnerships to ensure alignment with the ICS’s principle of subsidiarity. This kind of relationship 
management cannot be achieved through governance structures alone. It will require senior-level 
attendance at meetings as well as sustained relationship management with partner organisations 
based on a shared understanding of the common purpose that is set out in this strategy.  

 

One of the first tasks of the Board will be to agree a framework and criteria for monitoring and 
measuring our progress. We expect to use the outcomes listed in the introduction as the basis of this 
framework. 

Ultimately we aim for our ICS to work as a Learning Health System for South East London by 
combining our clinical effectiveness and population health management approaches together to form 
the basis for personal, organisational and system development, and for continuous improvement in 
outcomes. This approach involves: 

• Working closely with our local authority and other partners to set explicit targets for 
addressing inequalities through the borough partnerships 

• Making better use of data to shine a light on inequalities and target our actions accordingly 
• Make better use of feedback from patients and the public to help us develop more culturally 

competent and tailored services 
• Use different methods of communication and engagement to maximise access to services for 

the seldom-heard groups 
• Set up networks of champions across our workforce to promote all aspects of our equalities 

programme, including Freedom to Speak Up, faith, age and ability, LGBTQ+, women and parent 
leaders. 
 
 

 

 
4 More information about this can be found on page 25 
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The role of the ICS and the governance of our digital strategy 
 
• We will establish the Digital Transformation Board in our ICS governance structures during 

Summer 2021 
 

• We will agree an ICS framework and criteria for monitoring and measuring our progress 
 

• We will run a communications and engagement campaign during 2021 so that we continue to 
build relationships across our ICS – through individual organisations – NHS bodies, local 
authorities, voluntary and third sector, our borough partnerships, our Provider Collaboratives 
and Primary Care Networks and our major programmes 

 
• We will draw up plans for our data and digital strategy to support the ICS’s ambition to develop 

into a Learning Health System 
 

 

4.  Robust foundations and digital maturity  

 

4.1     Developing the digital workforce 
Increasing the level of digital literacy for our workforce and for the people we care for is a critical 
dependency whose impacts can be mapped against most if not all our key programmes.  

We will address this through a comprehensive learning strategy for our ICS which will cater for a 
wide range of digital literacy, learning styles and interests, because people learn in different ways. 
This will include online learning, informal courses as well as formal and structured learning leading 
to recognised qualifications. It will also offer mentoring and shadowing opportunities because the 
best learning often comes by applying knowledge to real-life situations. 

This must work on three levels: 

• Ensuring that our entire workforce has the skills and support they need to use the data and 
technology for their routine clinical and operational functions 
 

• Ensuring that our workforce have the skills we need to deliver our digital and data 
transformation strategy 
 

• Developing digital leadership across our clinical and senior management teams. This goes up 
to our Boards and Executive teams, so that they have a good understanding of the digital 
agenda in its widest sense (e.g. including risk management, business case development, 
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commercial and procurement, practice, benefits realisation, cyber security and the application 
of digital principles around user-centred design). 

 
 

All of this will only become a reality through the systematic and meaningful involvement of our 
business and clinical leaders. To achieve this, we will grow peer networks across our ICS to 
increase engagement and help digital champions to support each other. We will build on our CIO, 
CCIO and CNIO networks and develop others starting with pharmacy, Allied Health Professions and 
social care. We will also develop thematic interest groups and set up regular opportunities for 
sharing learning or ideas, or to encourage people to make it easier to seek advice and support. We 
expect these will include, as a minimum, analytics, Information Governance and commercial 
networks. 

Appendix 3 contains more details of our planned approach.  

4.2      Resetting our baseline for digital maturity 
At the end of 2020, we reported that a number of our organisations have made strides in terms of 
their own digital maturity, but the advances are not yet consistent across our ICS, and there are 
variations in the level of maturity in different services and organisations.  

Since that self-assessment, we have seen our teams running projects and programmes across 
South East London to improve digital maturity and to consolidate the advances that have been 
made during the COVID pandemic. All organisations in our ICS have experienced major changes to 
the way they deliver services as a result of significant increases in virtual consultations, mobile 
working, rapid deployment of products and services, extensive use of data to identify and manage 
people at risk. Organisations have mobilised quickly to support all our clinical teams and 
professionals to be able to work flexibly using digital tools.  

As a result, there is an increased and widespread reliance on technology and data to deliver 
services virtually and flexibly.  Operational “pull” has replaced IT “push” in the way services are 
commissioned and delivered, and there is an appreciation that digital transformation is not just 
about delivering kit, but about improving the quality and effectiveness of what we do. Data and 
technology are now business-critical “must haves” rather than optional “nice to have” extras. 

In view of these advances, we will commission an independent review that takes an organisation-
level and a system-level perspective on this. This will allow us to reset our baseline collectively as 
an ICS and individually for each of our organisations, highlight gaps or weaknesses that we need to 
tackle and agree a plan to ensure that we have the infrastructure needed to deliver services and 
optimise outcomes, quality and patient experience. The exercise will also test out the extent to 
which our infrastructure and core foundations are sustainable, resilient and delivers value for 
money. 

The findings from the review will: 

• Inform the way we prioritise investment to tackle the variations in digital maturity 
• Identify opportunities for consolidation of systems or platforms, and retiring duplicate or 

redundant systems 
• Extend the focus of this strategy to include core back-office and non-clinical systems 
• Help us decide whether we should adopt an investment target based on the National Audit 

Office recommendation that organisations should aim for 5% of their total spend on digital 
transformation (estimates for the NHS vary but most are under 2%). 
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4.3      Digitised care records 
Electronic records are the foundation for digital transformation – they bring all the information 
together about a person’s care, supporting both patients and clinicians through: 
 

Quicker access to 
information about risk 
factors, allergies, diagnoses, 
medications letters, 
discharge summaries and 
care plans 

Information about referrals, 
appointments and 
investigations to reduce time to 
diagnosis, save money and 
improve the experience for 
patients 

Access to a wider range of 
information making it easier to 
coordinate safe discharges from 
care 

 

The direction of travel for care records used in different care settings is set out below: 

• Primary care 
 

In the next 2 years, our primary care services will converge on the Emis Web platform (only 2 
general practices have still to commit to migrating to EMIS). We will also standardise data 
collection processes in primary care under the guidance of our clinical effectiveness and public 
health teams.  However, the process of digitising records from the Lloyd George paper 
systems is far from complete across South East London, with around three quarters of our 
practices still in need of investment to achieve this. 

The Digital First programme continues to invest in the skills and capabilities necessary across 
primary care. 
 

• Acute care 
 

In 2 years’ time, all three of our acute Trusts will be using mature electronic health records 
(EHRs). Lewisham and Greenwich FT is already progressing the digitisation agenda through the 
deployment of Cerner Millennium EHR. Guy’s and St Thomas’s and Kings College Hospitals are 
implementing the Epic EHR by April and October 2023 respectively.  

We are now designing the system architecture across Epic and Cerner (as has already been 
achieved in Cambridgeshire) to improve collaboration and integration across the Trusts and to 
facilitate the adoption of the same instance of the Epic EHR in Lewisham and Greenwich, 
should the Trust wish to do so when their current Cerner contract expires in 2026.  

• Mental health  
 

Our mental health services have well-established and mature digital clinical record systems 
which have been configured and tailored to meet local service needs and support 
sophisticated operational tools which assist clinical practice regarding the electronic 
management of observations, prescribing and medicines administration. 

Using data from the clinical systems has driven improvements in the quality of care and 
outcomes for service users. Oxleas have developed sophisticated tools for clinicians to 
manage data quality and performance. South London and Maudsley (SLaM) has an embedded 
partnership with Kings Health Partners which has been recognised as a Mental Health 
Biomedical Research Centre. This collaboration has helped SLaM develop technologies around 
the data within the clinical record to offer clinical insight, improve service user outcomes and 
increase the quality of services and influence population health outcomes.  
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During 2020/21, SLaM has been working with Kings Health Partners and others to develop the 
use of Cogstack5 and natural language processing to scan records for free text that indicates 
potential early warning signs of exacerbation or crises and to develop a machine learning 
algorithm for extracting structured and unstructured data from systems. This will inform our 
use of both structured and unstructured data to create a richer and consolidated mental 
health care record. 

All of this supports our collaboration with the London Digital Mental Health Forum to develop 
a more consistent and coherent structure for mental health care records, and we are working 
on a bid for Mental Health development funding with the London Team at NHS E. 

• Community services  
 

Our community services are provided by several organisations across South East London and 
they use a range of electronic health records (Rio in Oxleas and LGT, EMIS in Bromley 
Healthcare. GSTT currently using Advanced Care Notes pending the implementation of Epic 
EHR). These organisations have invested in mobile access to patient records as staff need easy 
access to these records. 

Bromley Healthcare has developed business intelligent dashboards which take data from 
different sources and providers. These are being developed to provide cloud access to 
commissioners and to create custom dashboards. 

• Children’s services  
Work is progressing across our organisations to digitise records for children receiving services 
for their long-term health needs, mental health or learning disabilities. This will not only 
improve the interconnectedness of the services they receive but will also have significant 
benefits to manage the transition into adult services.  

We will actively seek out opportunities to digitise services for children, especially where they 
support special or complex needs, such as the requirement to have Education, Health and 
Care Plans that set out the services and desired outcomes for children with special education 
needs.  

• Maternity services  
 
We are committed to completing the work to deliver the commitments set out in the NHS Long 
Term plan (including the commitment that "by 2023/2024, all women will be able to access their 
maternity notes and information through their smart phones or other devices") and the Better 
Births review.  
 

4.4     Digitising social care for adults 
 

We must ensure that all parts of our health and care system have a core electronic record system 
in place, which meets basic maturity levels and supports the use of open standards. However the 
data architecture for social care is complex. Local authorities, as commissioners, have data about 
the residents they assess and for whom they commission care. They have data about safeguarding 
and other activities that are critical for the people they serve. However, they do not have access to 

 
5 This programme, involving KHP, KCL and SLaM featured in the recent NHS X report on AI 
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data about care that is funded privately (and that is the majority of social care provision). The 
extent to which health and care data is shared locally varies from place to place6.   

During the COVID pandemic, care homes and other residential settings benefited from a 
significant increase in the use of digital tools to support remote consultations, virtual ward rounds, 
medication reviews and ordering prescriptions. In some parts of our ICS, commissioners have 
arranged for some care homes to have access to Coordinate my Care for care plans. However, 
there is significant variation across these settings, which the Digital First programme is addressing. 

The One Bromley partnership has a well-established model for providing holistic care to care 
homes, through a single GP practice (Bromleag). We will use this as a model to identify the 
characteristics of a mature digital model for integrating services provided to people living in care 
homes.      

As data is starting to be shared across our boroughs and into our One London care record (see 
section 5 below), it makes sense for us to carry out a stocktake with our local authority partners to 
assess the work we need to do to deliver ICS-wide interoperability.  

We will mirror the approach adopted by the national Digitising Social Care Records programme 
which is supporting social care providers to capture real-time information, view relevant 
information from the NHS record and enable more effective quality management. This has the 
potential to transform care outcomes and provide greater personalisation of care planning 
focussed on the needs of the individual. Rendering these records interoperable will equip care 
workers with the information they need to deliver integrated care. 

 

4.5     Digital diagnostics  
 

We will ensure that all parts of our health and care system have easy and fast access to ordering 
and retrieving tests electronically.   

Radiology services in our three acute Trusts use separate systems for managing requests, worklists 
and reporting, and for viewing reports and imaging. Clinicians already have read-only access from 
an exchange of images and reports across the trusts, and we are looking at ways of improving this 
so that radiologists from any of the hospitals in our ICS can work on a patient list combining scans 
from any other site. There are many challenges we will need to address to achieve this, including 
technology, processes and clinical responsibility to ensure that our clinicians start to see 
productivity benefits and clinical safety is maintained or improved. 

Regarding pathology services, we are running a transformation programme through the new 
service provided by Synlab. This is a 3-year programme which will: 

• Improve operational efficiency, standardise pathways of care, reduce the number of 
duplicate or inappropriate requests and improve patient safety and reduce clinical risk 

• Provide clinicians with timely and relevant advice to help them make the right decision at 
the right time because clinical decision support algorithms are embedded into the system. 

• Reduce administration and transcription errors 
• Improve the turn-round time taken to deliver the results 
• Maximise the effectiveness of the pathology and imaging networks 

 
6 This Kings Fund Social Care 360o report provides a good summary of the national picture. This blog from the 
Office for National statistics describes the difficulties in estimating the proportion of self-funded care 
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• Enable a consistent approach to regional pathology and imaging data collection schemes 
through standardised data management and reporting processes. 

We are starting in GSTT (because the service will use the Epic Beaker module) and will be 
extended over the whole of our ICS Imaging Services, supporting electronic ordering of pathology 
and imaging requests through a single harmonised order catalogue and access to pathology results 
and imaging reports held on hospital systems across London. This will also enhance the 
information available via the care record. 

 

 
Digital skills 

 
• We will develop and implement a comprehensive digital skills learning strategy for our ICS 

 
• We will produce an option appraisal for establishing a Digital Learning Academy for our ICS, 

to lead on our learning strategy. This will include options for an ICS professional pathway for 
clinical informatics aimed at creating a cohort of digital leaders to help drive our data and 
digital transformation strategy forward 
 

Resetting our baseline 
 
• We will commission an independent review of our digital maturity across South East London 

and assess our capabilities against the wider set of skills needed to deliver sustainable 
transformational change 
 

Digitised care records 
 

• We will complete the work already in progress so that our primary care services converge on 
EMIS Web  

 
• We will implement the architecture needed to optimise the benefits of our acute Trusts’ 

deployment of comprehensive electronic patient records 
 

• We will continue the Digital First programme in primary care to deliver many of the 
commitments set out in the General Practice Forward View , building the capability across 
primary care by investing in a suite of digital tools that support clinicians and practices to 
interact better with their patients 

 
• We will use the evaluation of our use of Cogstack and natural language processing to inform 

a consolidated view of the care record for mental health conditions using a mix of structured 
and unstructured data 

 
• We will actively seek out opportunities for extending the digitisation of children’s 

services and records 
 
• We will complete the work to deliver the commitments set out in the NHS Long Term 

Plan and the Better Births review 
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Digitising social care 
 
• We will draw up options for ensuring that all parts of our health and care system have a core 

electronic record system in place, which meets basic maturity levels and supports the use of 
open standards 
 

• We will use the Bromleag practice to identify the characteristics of a mature digital model for 
integrating services provided to people living in care homes 

 
• As data is starting to be shared across our boroughs and into our One London care record 

(see section 5 below), we will carry out a stocktake with our local authority partners to assess 
the work we need to do to deliver ICS-wide interoperability 

 
• We will mirror the approach adopted by the national Digitising Social Care Records 

programme to improve access and sharing of social care information 
 
Digital diagnostics 
 
• We will use our pathology joint venture to complete the digitisation of diagnostic tests and 

their integration into the care records 
 

• We will agree a way forward for improving access to information about radiology requests, 
referrals and images 

 
 

5. A single view of a person’s health and care information through 
shared records  

 

We are part of the One London programme to develop the London Care Record which provides a 
single, aggregated record of patient information over time and across organisations, as shown 
here: 
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This is enabled by a network of health information exchanges (HIEs) which join up data safely and 
securely. In South East London, this is hosted on the Cerner HIE platform by Lewisham and 
Greenwich FT and is already being accessed more than 150,000 times each month, giving real-time 
access to health and care records from the whole of London, and this has been invaluable during 
the COVID pandemic.  By the end of 2022, our ICS will be exclusively using the London Care Record 
(and so will replace the Local Care Record that is currently being managed from GSTT) and we 
expect that its records will be accessed over 500,000 times each month. 

London Ambulance Service is also a partner in the One London collaboration and is investing in a 
significant digitisation programme which will link clinical and incident data with the London Care 
Record, connected to the NHS Spine and the National Record Locator. This will be a major advance 
for our urgent and emergency care services. 

As we extend the coverage of the One London care record across South East London, we will also 
explore the options for further developing the use of shared records in line with the ambition set 
out in the strategy for reshaping health and social care with data published in June 2021.  
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One London care record 
 
• We will extend the coverage of the South East London component of the One London shared 

care record 
 

• By December 2022 we will decommission the local care record developed in South East 
London and currently managed by GSTT so that we converge on the One London care record 

 
• We will develop our vision for extending the shared use of care records in line with the 

ambition of the Government’s data strategy 
 

 

6. Real-time information for pro-active care 

 

6.1   Developing our data capabilities  
6.1.1 Making data discoverable 

 

Increasingly as we develop our ICS as a “system of systems”, we will need to build confidence 
in the data that we use as being “the single version of the truth”. In some cases we are 
starting to see some convergence around systems and platforms which will start to develop 
this – for example around Epic and EMIS for acute and primary care services respectively. The 
One London care record and Discovery Data Service are other examples. However, we 
recognise that there will continue to be multiple systems and products in use across our ICS 
and expect that over time we will have opportunities for consolidation and retiring redundant 
systems as the convergence progresses. 

 

Because people receive care from different teams and organisations, we recognise that if 
clinicians only have access to their host systems and records, they will not be able to get a 
holistic view of that person’s needs. We recognise that data needs to be brought together 
from the different host systems. This is also a priority for the Government’s new data strategy. 

In 2020, we undertook a rigorous appraisal of the options available to us regarding platforms 
that bring together data about a person from different record systems, the provision of real-
time data for clinical care. We concluded that we will build on the work and investment in the 
two platforms that are already in use in South East London as both have complementary 
benefits and both are used across London more widely. These are: 



  

Page 17 
 

• The Discovery Data Service (DDS) platform described below  
• Cerner Health eIntent and EDW products which are in use in Lewisham and Greenwich 

NHS FT as part of a collaboration with other Lewisham partners. 

We will agree a process for deciding which platform we will use for which activity 
pragmatically so that we take advantages of the relative strengths and capabilities of each of 
the two platforms. In some cases, this may be about price, or the time to develop vs readily 
available functionality, or the nature of the collaboration involved. 
 

6.1.2 Improving the value and utility of data 
Our ICS is ambitious in wanting to use a greater range of data to inform our work. There are 
several strands to this: 

• Making better use of the data already available to us, both as separate datasets and as 
combined datasets 

• Triangulating the data regarding activity, finance, workforce and outcomes to improve 
our understanding of the variations in health and healthcare. This is especially 
relevant as new contracting and operational models are being designed for health and 
care services, and we develop more mature patient-level costing techniques 

• Improving the quality of the data we capture and use, especially through the 
involvement of clinical and non-clinical professional staff in the sense-making and 
analysis. This is important as we make greater use of machine learning to analyse 
larger volumes of data including unstructured data and free text 

• Extending the range of national and local data sources we use routinely to improve 
our decision-making.  
 

We will bring these together into a data governance framework that works at the level of 
separate organisations, our borough partnerships, our provider collaboratives, as well as at ICS 
system-level. 

6.1.3 Supporting and collaborating with research 
 

We will work in collaboration with our London partners, to ensure a consistent approach and 
to ensure we are aligned with the longer term ambition to develop proposals for joining up 
data from across the London system in a trustworthy way. This is being progressed by the One 
London team in conjunction with Health Data Research UK (HDRUK) and the proposals aim to: 

• Provide insights and intelligence on up to 9 million London residents 
• Connect research and clinical care to create a genuinely learning health system 
• Drive collaboration between existing initiatives to make London a world-leader in the use 

of data to improve health outcomes.  
 
This is intended to propel London to be a powerhouse for AI and digital therapeutic 
innovation. It will enable industry to develop and test treatments and diagnostics more 
effectively, to provide easier-to-use services, and to build underpinning manufacture and 
commercialisation capability.  

The proposal will not join up datasets to create a single vast data store, but create a London 
Health Data Hub to bring together the right data at the right time to address key questions, by 
creating a federated data ecosystem.  The Hub will use a number of Trusted Research 
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Environments (TRE), as there are already several of these available in London7. Data will be 
accessible for analysis through secure TREs, cloud-enabled and delivered to robust industrial 
standards. This will allow researchers and innovators to develop, run and maintain their own 
analytical applications in a fully-governed, secure and trustworthy environment without the 
complexity, cost, or delay of setting up individual systems. In this way, research will be able to 
inform the delivery of care, leading to improvements in health at both individual and 
population levels.  

6.1.3 Artificial Intelligence 
 

The recent launch of the KHP AI Centre is a significant opportunity to ensure that our ICS is 
associated with leading edge practice associated with artificial intelligence, machine learning 
and the use of robotic process applications. This will lead to the creation of a larger, richer, 
searchable clinical data platform to develop innovative algorithms and attract new research 
partners. The AI Centre will invest in platforms so that each participating Trust has its own 
Federated Learning Interoperability Platform8, linked to the AI Centre. This will ensure that 
normalisation and standardisation of the data, as well as IG and approvals are managed as 
close to the data source as possible. We are currently developing the model for this at GSTT. 

This partnership will help us to adopt the lessons from research and best practice about the 
development and deployment of machine learning (ML), artificial intelligence (AI) and robotic 
process automation (RPA)9. 

Like our own data and digital transformation strategy, the KHP strategy for the development 
and use of these platforms is phased to take account of the extension of EHRs across our 
acute trusts, as these are based on the systematic use of SNOMED-CT10. 

6.2 The Discovery Data Service 
Through our partnership with One London¸ the ICS is delivering our Discovery Data Service (DDS). 
This is part of a pan-London plan to “provide persisted normalised longitudinal datasets as the 
basis for direct care, contribute to population health management and clinical research and is 
interoperable across London’s ICS/STPs”11.  

The service will take data from all care providers in South East London, starting with primary care.  

The DDS is already generating near real-time information reports about COVID vaccinations to 
support our COVID-19 response. This provides a model for data aggregation and analysis that can 
be applied to almost any medical question. 

 
7 A good example is the Discover Now  Health Data Research Hub which provides access to one of the largest depersonalised 
linked health data sets in Europe, bringing together real-world patient health data, with over 30 research and innovation 
projects underway using de-identified real world evidence.  
8 More detail on the AI Centre’s website 
9 There is much to build on, including the publications on AI from NHS X and the AHSN Network, and the AI Roadmap which 
the Government has published in March 2021 
10 SNOMED CT is a structured clinical vocabulary for use in an electronic health record. It is the most comprehensive and 
precise clinical health terminology product in the world as explained here 

11 Description taken from the One London Local Health and Care Record Exemplar business case 
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We intend that our DDS will develop and combine data from different sources to create richer 
assets. We are now capturing much greater volumes of data in our systems from a greater number 
of sources. Bringing these data together into a single platform requires us to apply some 
processing and curation to ensure that the data is consistent and fit for purpose. We will also need 
to work with operational teams to design and use feedback loops to improve the quality of the 
data that is captured. 

We are developing our plans for onboarding additional datasets using secondary care data (coded 
primary care, Admissions, Discharges and Transfers, test results and the Commissioning Data Set). 
Over time we will also look at onboarding more data from secondary care plus community, mental 
health and social care data. All of these will bring increasing levels of complexity to the work 
involved. 

The DDS provides outputs in different formats to our CCG Business Intelligence Unit, the ICS 
Clinical Effectiveness and Population Health Management programmes and researchers and 
epidemiologists, as shown here: 

 

There are other data sources that are used by our partners in South East London. Some of these 
are sourcing the same data as that held in the DDS (such as the Lambeth Datanet). It is likely that 
these may be absorbed into the DDS over time; others will continue to operate to provide data 
and/or analytics.  

We have agreed an initial set of digital and data priorities for our DDS to support our response to 
the COVID-19 pandemic and underpin the ICS Clinical Effectiveness programme: 

• COVID-19 - dashboards providing data to support our population health management 
response and recovery from the effects of the pandemic 

• Hypertension - analytics to detect hypertension in undetected cases sooner, and dashboards 
to monitor care plan adherence 

• The “Vital 5” factors (High blood pressure/hypertension, obesity, excess alcohol consumption, 
smoking and mental health conditions), all of which have a socioeconomic gradient and 
addressing them could significantly reduce the health inequalities in our boroughs. 

Users of the DDS need to have confidence in the integrity, the quality, completeness and 
timeliness of the data, so that the intelligence derived from the data is rigorous and robust. Our 
operating model and governance must be clear about how data will be used in the future: 
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• Who can access the data, how, and for what purposes 
• How the access to data will be governed so that the public have confidence in the governance 
• The use of standardised ontologies and to limit the development of intra-organisational data 

silos, as described below 
• What commercial or financial arrangements will apply. 

 

6.3     Analytics capability to support the work of the ICS 
 

The ICS needs a mature and effective business intelligence function that enables us to discharge 
our responsibilities in relation to statutory reporting, strategic planning, care delivery, 
performance management, population health management and research. As noted above, this 
needs to function at the level of separate organisations, our borough partnerships, our provider 
collaboratives, as well as at ICS system-level. We need to be able to interpret and triangulate data 
to identify, understand and remedy variations in terms of health need, access to services, 
performance and outcomes.  

Currently, each organisation has its own teams of analysts looking through their own particular 
“lens” (for example looking as either a provider or commissioner of care, in our clinical 
effectiveness and population health management programmes, from a borough perspective or for 
a specific specialty or cohort). There is a wide range of projects and programmes in progress 
across our ICS which are working well but are not coordinated12. We will map these with the aim 
of improving the coordination of effort, sharing of expertise and the collective benefits we can 
derive from these projects and activities. 
 

We are considering the preferred model for analytical services for our ICS. The South East London 
Clinical Commissioning Group (SEL CCG) has commissioned a review to identify options for a 
future ICS business intelligence function/service.  

Our Population Health Management programme is looking at the requirements (in terms of 
capacity and capability) that the ICS will need to implement and embed the PHM programme 
across our Borough partnerships. The work we have done as part of the NHS E/Optum PHM 
capacity building programme has also been helpful in this regard. 

These reviews will inform our plans for developing a more coherent system-wide perspective to 
this work and identifying opportunities for reducing duplication of effort and investment to 
release economies of scale. 

Our partnership with KHP will also support the development of data science and analytics skills. 
The KHP strategy includes provision for a new Faculty of Data Science and Analytics which includes 
a plan to embed data scientists across South East London to optimise our collective analytical skills 
and capacity. 

6.4  Information governance  
 

As we accelerate and scale up our work, we need to ramp up our IG work to ensure that clear, 
consistent lawful data sharing is embedded into the everyday running of the health and care 
system.   

 
12 Examples include CRIIS, Epic EHR and Caboodle, Cerner EHR and Health eIntent in Lewisham and Greenwich, our own DDS, 
Health Catalyst, programmes run from the AI Centre, KHP, the Biomedical Research Centre and Applied Research 
Collaboration, Med tech hubs, genomics, Rosalind, Cogstack 
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So far, our IG arrangements have necessitated complex data sharing agreements across multiple 
data controllers, some of whom provide data to the DDS, others help determine how the data is 
used. As we anticipate the legislative changes proposed by the White Paper, we must now 
streamline these processes. This is especially important as the ICS is now running its own data 
service, the Discovery Data Service. 

We already have an overarching ICS-wide IG Strategy and Data Sharing Framework that sets out 
the mechanisms for using health and care data, the policies, processes and “privacy by design” 
principles to support our work as an ICS. We have also established a Data Usage Committee with 
representation from across the ICS, including Healthwatch, to provide oversight and assurance 
about our data sharing activities. This ensures that everything we do is underpinned by robust 
information governance, to enable health and care practitioners to work together and share 
information lawfully and ethically. It will address key operational issues including the use and 
sharing data, access controls, records management (including retention and destruction), business 
continuity, disaster recovery, information and cyber security, and data quality.  

This is only one side of the coin - we must also ensure that the people of South East London have 
trust and confidence in what we do and how we use their information. We have an established 
relationship with the South East London Healthwatch, whose Director is a member of our SEL 
Information Governance Group. 

Over the last 2 years, a lot of work has been done across London to engage with the public and 
make progress on the public debate about information governance and data usage13.  Whilst we 
expect this to continue, it is no substitute for our own efforts to make sure our work is visible, 
robust and transparent. We will continue to work with Healthwatch and other advocacy 
organisations to strengthen these relationships.  

6.5      Standards for architecture and data 
 

We will use a common set of principles to ensure that there is consistency, confidence and trust in 
our work. It will be informed by the standards framework promoted by NHS Digital and NHS X, and 
our partnership with Kings Health Partners (KHP)14 is key. It will ensure that we apply a 
transparent and standards-based approach to the data curation processes for our DDS (for 
example, using the FAIR principles15) to ensure that curation and feedback loops drive 
improvements in data coverage and quality. We have established a data quality working group as 
part of our Population Health Management programme. 

The basis for this common set of principles is shown here: 

 
13 See for example this report from the One London public deliberation exercise, which has been included as an example of 
good practice in the Government’s Data Strategy  
14 More information about KHP, including its 5-year plan and data strategy is available on the website  
15 The FAIR principles are -  

• Findable: data should include metadata and a persistent identifier, to make it discoverable. 
• Accessible: data and metadata should be retrievable through a free and open communications protocol. Metadata 

should always be available, even if data is not. 
• Interoperable: metadata should use controlled vocabularies, be machine-readable and include references to other 

metadata. Data should use open formats whenever possible 
• Reusable: metadata should conform to standards for greatest reusability. It should be clear to humans and 

machines alike. Data should also come with a clear and accessible licence to regulate reuse 
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Most NHS data is collected for the purposes of direct patient care and operational efficiency, but is 
fragmented across GPs, hospitals and other parts of the system. The NHS digital, data and tech 
standards framework aims to increase the interoperability of NHS data as it is collected. However, 
for most purposes to make use of current and historical NHS data, some curation is needed so that 
clinicians, researchers and commissioners can use it effectively and with confidence, as shown 
here   

  

We will adopt the technical, data and data architecture principles that are championed in the 
Government’s new data strategy, and ensure that our systems, tools and products apply the 
national standards so that they fulfil interoperability requirements and provide the clinical safety 
and governance assurance as set out in the Digital Technology Assessment Criteria developed by 
NHS X. 

22

Cleaning

Linking

Data quality

Anonymisa4on

Normalising

Detec4ngand correc4ng / removing inaccuracies from a dataset

Connec4ngseparate datasets to create new insights, for example GP and hospital data

Improving the integrity, 4meliness, validity, completeness and coverage of a data set or data sets

Removing iden4fiable details from a data set (and replacing them with a unique code for pseudo-
anonymised data)

Increasing the standardisa4on and unifica4on of the data, e.g. suppor4ng diagnos4c standards and 
interoperability



  

Page 23 
 

This standards-based approach is a strong basis for greater collaboration across multidisciplinary 
teams in population health management, clinical effectiveness and quality improvement 
programmes, all of which will support the development of our ICS into a learning health system 
underpinned by: 

• A standardised approach to data collection from across our environments 
• A common data repository with full transparency about data processing 
• The introduction of feedback loops and data quality assessments to improve the utility and 

value of data  
• Shared analytics capabilities 
• Standard guidance and alerts fed back to the front line. 

 

 
Improving our data capabilities 

 
• We will collaborate with our partners across London to develop the pan-London 

capabilities that will join up data in a trustworthy way and lead to improvements in health 
at both individual and population levels 
 

• We will develop a data governance framework that extends our use of data from a wider 
range of national and local sources and works at the level of separate organisations, our 
borough partnerships, our provider collaboratives, as well as at ICS system-level. 

 
• We will work One London team in conjunction with Health Data Research UK (HDRUK) to 

create a London Health Data Hub as a creating a federated data ecosystem.   
 

• We will work with the KHP AI Centre to agree priorities for initially piloting and then wider 
adoption of AI and RPA systematically across our ICS   

 
• Through the investment in the AI Centre, KHP will implement a bidirectional HL7/FHIR 

pipeline between the KCL data warehouse and local systems (including One London) to 
optimise the utility of data from different sources   
 

Discovery Data Service 
 
• We will develop the DDS operating model and governance to the highest standards of 

rigour and transparency to ensure that it is capable of supporting the wider research 
agenda 
 

• We will complete the roadmap for onboarding data from all South East London care 
providers onto the DDS by December 2021 

 
Analytics capability to support the ICS 
 
• We will carry out a stocktake of existing projects and programmes to improve the 

coordination of effort and collective benefits we can derive from these activities and to 
evaluate the analytical skills and expertise we need to be successful  

 
• We will use the findings of the reviews of analytics and business intelligence needs to 

design a cost-effective and coherent function that meets the needs of the ICS  
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Information governance arrangements 
 

• We will ensure that our ICS governance structures are capable of discharging our 
responsibilities, through the South East London Information Governance Group and the 
Data Usage Committee, with explicit escalation routes to help resolve any issues that risk 
blocking or compromising our integrity and effectiveness 

 
• We will work with our colleagues across London to ensure that the way we use and share 

data is consistent with the broad ambitions of our citizens 
 
• We will monitor how the planned legislation signalled in the Government White Paper will 

affect the status of Integrated Care Systems in the future, to ensure that our information 
governance framework remains fit for purpose under any changed governance 
arrangements   

 
Standards for data and architecture 
 
• We will use recognised standards and ontologies routinely in our systems 
 
• We will adopt the data architecture principles promoted in the Government’s Data 

Strategy 
 
• We will develop and publish the standards we will use for the purposes of curating and 

improving data quality and data curation as part of our DDS 
 

 

7. Information and control for patient empowerment  
 

 

7.1     Personal Health Records  
Citizens are increasingly creating and using data assets about their health and wellbeing, through 
the use of apps, devices and sensors to capture data supporting self-care and monitoring specific 
conditions or problems (e.g. pulse oximeters, blood glucose, pain management, long term 
conditions). This trend will continue to grow and will include other technologies such as implanted 
and ingested sensors. Therefore we need to consider how we can use the data from these apps 
and devices to improve care.  

These tools are often described as “personal health records” (PHRs) but this generic term masks a 
number of important variations. Surveys and studies have been undertaken to identify possible 
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uses for a PHR16. Some PHRs are linked (or “tethered”) to an organisation-centred electronic 
patient record, and others are not. Some provide access to a range of information and services; 
others are used to share data for a specific purpose. They include a range of functions and 
potential benefits to citizens, and potentially also to the ICS, as shown below.  

  

At the most mature end of the spectrum would be a single bespoke ICS portal, which will act 
as a secure, consolidated access route for people to access information and services (including 
consultations), manage their care record and related information, order repeat prescriptions, 
and manage their appointments and other activities.  This could have significant benefits in 
terms of digital inclusion. People have told us how important it is to have access to 
information to help them make decisions and manage their health and wellbeing, and an ICS-
branded portal could be a major driver in terms of levelling up the availability of information 
and services across our six boroughs. It would make it a lot easier for citizens to navigate the 
current proliferation of websites provided by our partners – NHS, local authorities, 
universities, voluntary, community and charitable organisations.  

We have not yet decided on our preferred way forward for South East London. There are 
different PHRs in use across our ICS or planned (notably the Epic MyChart product that will be 
rolled out in GSTT and KCH). The development plans for the national NHS App are also 
relevant here.  

We will evaluate the current landscape to determine our preferred way forward. We will also 
take account of citizen views and preferences before we make any strategic decisions. This will 
be a comprehensive review of user requirements, including the potential for having write 
access into care records and the generation of new data assets from apps, monitors and 
sensors that may supplement the information held in care records. 

To help with our assessment, we will work with the Mental Health South London Partnership 
(SLP) who have been developing a “digital front door” to mental health services. SLaM’s Beth 
and Oxleas’s Oxcare portals are being developed as a way of enabling patients and their carers 

 
16 See this guide published by NHS Digital 
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to keep in touch with their care team and help with the management of their mental health 
conditions. They integrate with the electronic health care records and patients can see their 
care and crisis plans, appointments, physical health as recorded in their mental health notes; 
they can enter their goals and coping strategies, track their progress using tools to monitor 
their sleep and mood, and they can access trusted, bespoke mental health information and 
support resources online. These services are also available for carers. 

Beth supports the uptake of video remote video consultations and both products are being 
developed by the same provider using modular and scalable architecture. They are being 
developed in collaboration with service users, their carers and clinicians and will soon be 
accessible via the NHS app. The SLP anticipates that there will be better engagement from 
many patients as they will be able to contribute to their care record outside of sessions. 

The learning from these developments with inform our ICS about: 

• The design and development of the product to identify key design principles that our ICS 
might adopt for multi-channel services and the potential for reducing clinic or outpatient 
attendances by integrating a record with a remote consultation platform 

• The benefits of the model as a basis for an ICS-wide PHR which could act as a “single front 
door” for citizens to access their care information as well as health and care services and 
share data from their own apps and devices into their care record 

• Whether the functionality offered through Beth is usable for other patient cohorts with 
little, if any adaptation 

7.2     Online consultations 
Digital services are routinely used to support the new ways of working which have been 
introduced in the last year out of necessity to support the continued provision of services 
under significant constraints, including restricted access to NHS buildings and the separation 
of COVID and non-COVID services. Numerous products are in use in South East London17. 

We will carry out a systematic review of these products and services during 2021. We will also 
assess the implications for interoperability arising from the new data assets captured 
remotely, and the architecture to support the communication and data flows across virtual 
settings, prior to procuring to meet our strategic, longer-term requirements. 

Our review will take into account the different views from our workforce as well as our 
patients and citizens. There have been many studies about the need to modernise outpatient 

 
17 For example, Oxleas use Webex for group clinics; KCH are using eClinic, Healthcare Communications and In Touch, GSTT use 
Doctor and Blue Jeans as well as Attend Anywhere; Lewisham and Greenwich is considering replacing Attend Anywhere with 
Blue Jeans). Our borough partnerships have been piloting some tools to support patients in community and residential 
settings, including care homes. Some of these pilots used national funding from NHS X – for example Docobo in Bexley, or 
Doctorly in Bexley, Lambeth and Bromley, and Arc in Lambeth and Bromley. 
 
We have agreed a local contract for our ICS to continue to use the Attend Anywhere product so that there is continuity 
following the discontinuation of the national contract which was put in place by NHS X during the COVID-19 pandemic 
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services18 and deliver more care remotely19. More recent research20 into the use of virtual 
consultations confirms there are mixed views about its use and efficacy (in general, they are 
more effective for people with stable, predictable long term conditions, and where there is a 
pre-existing relationship between the patient and the clinician). London Ambulance Service’s 
extensive digitisation programme, which is improving core infrastructure, modernising 
corporate services, implementing video consultations, e-referrals and e-prescribing, and 
improving data flows  

7.3     Enhancing our digital mental health service offer 
We are taking a system-wide approach to delivering new care models that have a clear access 
route, support timely access to services and remove the barriers patients currently face 
between primary and secondary care. 

Mindful of the impact that COVID has had on people’s mental health needs, we are looking at 
how we can extend and expand our service offer and have set up a mental health taskforce to 
steer this work, with a strong focus on prevention. These new models will not only deliver 
clinical services, but also social prescribing, housing, benefits and employment support, 
working through the local care partnerships to address the non-clinical and social needs of 
people, whilst also reducing duplication and making best use of all community services 
available locally.  

Increasing the use of digital tools and technology has a significant role in improving access to 
psychological therapies, supporting integrated teams and providing the infrastructure needed 
to support our redesigned pathways so that, by 2023, anyone experiencing mental health 
crisis can call NHS 111 as a single point of access and have 24/7 access to the mental health 
support they need in the community, reducing pressure on Emergency Departments.  

7.4     Improving services for people with learning disabilities and autism 
 

We intend that people with learning disabilities and autism will benefit from all the ambitions 
for improving services which are set out in this strategy (such as digital records, improved 
communication and handover, better information and signposting about local services). This 
needs to be underpinned by: 

• The systematic capture of information and the introduction of flagging and 
information sharing across all hospital services which show whether the patient has a 
diagnosed learning disability and their needs and preferences (e.g. for 
communication) 

• The adoption of a single dataset for learning disabilities services that can then be 
shared or linked to other data sources including social care 

• The development of standard approach to data collection processes, outcomes and 
measurements for improvement that also addresses reporting requirements to the 
national bodies 

 
18 See this study from the Royal College of Physicians published in 2018. Many other studies are also available from 
consultancies and think tanks  
19 NHS X is building a suite of "digital playbooks" to support the spread of good practice 
20 See for example the study by the Health Foundation which includes a survey of public use of technology to access services 
during COVID. See also Remote by default general practice: must we, should we, dare we?  by Trisha Greenhalgh and Rebecca 
Rosen published in the British Journal of General Practice March 2021 
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• The ability to disaggregate data about learning disability from routine patient 
experience/outcomes data to enable greater intelligence around the impact of care so 
that we can address any disparities or inequalities. 

 

Our primary objective is to deliver person-centred care informed by systematic engagement 
and involvement of the service user and underpinned by standard care pathways tailored for 
each person. This will include better signposting, communication and handover across teams 
and sectors, systematic quality improvement programmes and better recruitment, retention 
and training practices for LD staff. 

Under the guidance of the South East London Learning Disabilities and Autism (LDA) 
Programme and the King's Health Partners (KHP) strategic plan, place-based alliances across 
South East London are implementing new ways of supporting people with learning disabilities, 
through the routine use of Annual Health Checks (AHCs), Dynamic Support Registers (DSRs) for 
all ages and support to community Care, Education and Treatment Reviews (CETRs).  

 

7.5     Digital inclusion 
This strategy has already described how the use of digital services, including consultations, 
rose dramatically during the COVID-19 pandemic. However, there are still many people who 
do not have access to the internet or the tools or skills to use digital technologies. As the use 
of technology becomes more widespread, digital exclusion will remain the reality for many – 
often the most vulnerable people. 

That is why our digital strategy needs to champion digital inclusion.  

Different definitions of digital inclusion21 tend to coalesce around a set of common themes: 

• Access to information which helps them make decisions about their general health and 
wellbeing, and self-manage their conditions 

• Access to affordable devices and connectivity 
• Skills for life, for work, for health & wellbeing, including behaviours and techniques to 

take advantage of digital services 
• Confidence about the quality of the information and services they use online, including 

cyber safety 
 

Digital inclusion is everybody’s business. It cannot be achieved by organisations working 
separately, and no single organisation or sector has overall responsibility for tackling digital 
inclusion. That is why collaboration across system players is key. All our borough-based 
partnerships have reflected this in their plans for the provision of information and online 
services as well as achieving digital maturity. The system work we are doing to redesign 
pathways also reflects the need for collaboration of all the teams and organisations involved 
in the pathway22. 

The COVID-19 pandemic has shown how digital technologies contribute to the effectiveness 
and efficiency of the delivery of health and social care services, but also to a person’s ability 
to access the information and services that they need. As such, it is relevant to our workforce 
as well as the public we serve.  

 
21 See for example the Good Things Foundation report published in September 2020 - Digital Inclusion in Health and Care as 
part of the “Widening Digital Participation programme run with NHS England, NHS Digital and NHS X 
22 As the recent report from National Voices illustrates - Unlocking the digital front door - keys to inclusive healthcare 
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Reflecting the need for a system-wide approach, we will adopt a set of principles for digital 
inclusion and co-production that we expect all our digital transformation projects to follow. 
There are many studies and examples of best practice and research that will inform our 
work23. This will ensure that our collaborative work is consistent with national expectations 
that ICSs consider these principles at planning and design phase to optimise self-management 
as well as achieving system outcome measurement and gathering evidence for quality 
reporting, tackling inequalities, performance and further service improvement and changes. 

 

 
Personal health records 

 
• We will evaluate the current landscape (including citizens’ and patients’ views) to 

determine our preferred way forward for PHR 
 

• We will work with SLaM and Oxleas to evaluate the Beth and Oxcare products to assess the 
benefits of an ICS-wide PHR offer that could act as a “single front door” for citizens to 
access their care information as well as health and care services 

 
Online services 
 
• We will use the extension on the Attend Anywhere contract to determine the ongoing 

requirements for our ICS, including opportunities for consolidation around a smaller 
number of products 

 
Enhancing our digital mental health service offer 
 
• We will increase the use of digital tools and technology to improve access to and improve 

rapid integration of psychological therapies into our PCNs and Borough partnerships 
 

• We will put in place the robust infrastructure needed to support our redesigned crisis 
assessment and pathways so that, by 2023 anyone experiencing mental health crisis can 
call NHS 111 as a single point of access and have 24/7 access to the mental health support 
they need in the community, thereby reducing pressure on Emergency Departments 
 

• We will introduce a catalogue of service innovation that have been verified by clinical leads 
and can be used in different settings, including primary, community and acute mental 
health settings  

 
Improving services for people with learning disabilities and autism 
 
• We will make it easier for people with learning disabilities or autism to access a wider range 

of information and tools to improve access to treatment 
 
• Under the leadership of KHP, we will promote the adoption of a single dataset for learning 

disabilities services and the development of a standard approach to data collection 

 
23 NHS Digital has also published a guide for health and care organisations.  There are also many examples of coproduction 
principles or frameworks (see this for example from mHabitat or this from the Government Digital Service) 
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processes, outcomes and measurement for improvement that also addresses the reporting 
requirements to national bodies  

 
Digital inclusion 
 
• We will adopt and promote a set of principles for digital inclusion and co-production that 

we expect all our digital transformation projects to follow 
 

• We will build on the work that is already in progress across our ICS develop a network of 
digital champions across our workforce, reflecting the different skills, expertise and 
enthusiasm that will help promote digital inclusion. This is a key component of the SEL CCG 
equalities programme and in a number of our borough partnerships’ programmes of work 

 
 

8. Leveraging population information for health improvement 

 

Our Population Health Management and Inequalities Board is mobilising across our ICS to improve 
our use of data through improved intelligence methods and analytics, to  

• Create a coherent longitudinal record of a person’s health and care 
• Improve our understanding of the overall health and care needs of our citizens including the 

underlying variations across the 6 boroughs, demographic groups and time 
• Introduce other data sources alongside health and care data to generate a richer resource that 

will inform our planning and decision-making at patient- and service level 
• Carry out intelligent segmentation and stratification of our population and commission/deliver 

services that address the needs identified through this stratification 
• Track and report on quality and outcome measures 
• Evaluate the quality, impact and effectiveness of interventions 
• Provide evidence to justify our interventions (including investments) 
• Prioritise and target expenditure where there is the greatest potential for change in order to 

reduce inequality 
• Predict future health and social care needs for resource planning. 
 

This involves taking our use of data to a new level to achieve maximum impact in a specific 
population. It uses data to design new models of proactive care and deliver improvements in 
health and wellbeing which make best use of collective resources. The modelling centres around 
segmentation and stratification of particular population groups or cohorts and then identifying the 
subsets of at-risk patients for whom particular care/treatment is most likely to be beneficial. One 
aspect of the risk that people are exposed to will include unnecessary variation in people’s health, 
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access to services and outcomes, the impacts of the wider determinants of health (including 
income, education, access to green space and healthy food, the work people do and the homes 
they live in), as described in the Marmot Review into health inequalities in England24. 
 
The way we approach this work will be informed by the ambitions described in the Government’s 
data strategy as well as the approach set out in section 6, regarding information governance and 
standards.  

We have benefitted from support from NHS England (with Optum) to develop our PHM operating 
model and will use the learning from this programme to ensure that our teams have the right 
skills, capacity and support to work together more effectively, use joined-up information as part of 
their decision-making processes and to identify areas of need and variation in services. The result 
will be improved standards of care being delivered and more consistency for the whole 
population. 

The PHM and Inequalities Board will: 

• Set the PHM priorities and ‘one team model of change’ that includes the clinical 
operational process of review, patient identification, and improvement (e.g. call & recall) 
to be adopted across the ICS  

• Work with the DDS team to develop data service dashboards 
• Use Quality Improvement (QI) process in incubator sites to test, learn & improve 
• Create opportunities to innovate and think differently, including the adoption of enabling 

technology 
 

 

 
Leveraging population information for health improvement 
 
• We will use the learning from the NHS E/Optum programme to inform the PHM operating 

model and structures 
 

• We will adopt a “one team” operating model that promotes the sharing of learning, good 
practice and innovation across South East London and supports the development of our ICS as 
a Learning Health System 
 

 

9. Driving innovation across South East London 
9.1   Overcoming the barriers to innovation 

Delivering the ambitions set out in this strategy will involve all organisations in the ICS in some 
way or another, using structures such as project teams, working groups, expert reference groups 
and other models as appropriate to the specific task. This will give us maximum flexibility for 
accessing the expertise available through the ICS and addressing skills or capacity gaps when we 
need to.  

We will build on the work that has been done to improve the NHS’s openness to adopt innovation 
at scale25 and overcome the barriers to innovation and diffusion, which include: 

• Culture and capacity of staff to adopt new models of working 

 
24 The original report was published in 2010 and an update in 2020 
25 See for example the Accelerated Access Review from 2016 and the Accelerated Access Collaborative 
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• The NHS is a fragmented and diffused market, managed by independent Trust-based teams 
and a range of national and regional intermediaries and channel partners with varied 
capabilities in the procurement of products and services 

• Financial constraints associated with an annual budgetary cycle which drives short term 
planning 

• Limitation – real or perceived – in regard to the validity of evidence demonstrating benefits 
and outcomes. 

 

We want our ICS to develop an innovation culture around digital transformation. In fact, one of 
the things that our digital leaders say will have a great impact is the ability to work in innovation 
environments that allow innovators to develop and test ideas in a “safe” environment. 

The ability of technology to deliver benefits is more dependent on the people using it, the 
processes into which is delivered (which usually need to change from their “analogue past”) and 
the culture of the workplace and leadership. This involves a wider set of skills and capabilities to 
design and deliver the changes that are required. It also requires support for our clinical and 
business leaders running our projects and programmes, and the right mix of change management 
and transformation skills needed alongside the technical skills in our projects and programmes. 

We will work with trusted partners to create an “incubator hub” environment. There are several 
possibilities available to us: 

• Kings Health Partners is our Academic Health Science Centre and is developing plans to set up 
the Centre for Innovation, Transformation and Improvement  

• GSTT and KCH are developing an innovation zone to support the implementation of the EHR, 
so that multidisciplinary teams can develop and then showcase new ways of working so that 
staff are fully engaged in the implementation process 

• There are opportunities to develop closer relationships with our key suppliers and industry 
partners 

• The Health Innovation Network is part of the national Academic Health Science Network 
• Other opportunities might include MedCity or DigitalHealth.London, working to pioneer the 

development, commercialisation and adoption of digital technologies in health and social care 
to improve health outcomes. 

 

We will introduce common ways of working for key aspects of our approach to digital 
transformation. As our organisations collaborate more to develop and deliver projects and 
programmes, we will need standard methods for developing business cases and benefits 
realisation plans, for managing projects and programmes. This also needs to include a 
collaboration platform that provides shared access to programme management tools. That is why 
we also need to modernise our processes and culture just as much as tools and technology. 

 

9.2    Digital channels to improve access to services  
 

Our clinical hubs and provider collaboratives are bringing clinical teams together across acute, 
mental health, social care, community and primary care services to develop new approaches to 
pathways and integrated care models which balance considerations about our collective capacity 
alongside clinical prioritisation and safety.  Examples of the work we are progressing include: 

• Better online services for managing entry points and signposting into the system, to steer 
people to the most appropriate service for their problem. A number of channels are now 
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widely used to provide alternatives to A&E (these include NHS.UK, NHS 111 online, Urgent and 
Emergency Care Pathway, Help us to Help you, and same day emergency care) 
 

• The extension of reviews, triage and step down at key points along a pathway to manage the 
offer of follow-up appointments and reviews only to those who need them. The use of virtual 
consultations (including the telephone) has changed people’s expectations around face-to-
face contacts with clinicians. This has implications for the need to visit hospital settings for 
followup outpatient consultations which can be done through digital channels, and in turn the 
need to take account of DNA rates for these appointments. Our Estates programme will 
consider the implications for the use of the NHS estate 
 

• The Consultant Connect platform links GPs with specialist advice to help manage referrals 
better and reduce the need for hospital visits  
 

• The introduction of a networked approach to critical care services across our three acute 
trusts 

• The adoption of common principles to manage Patient Tracking Lists (PTL) collaboratively with 
the ultimate aim of having a single PTL for our ICS, through standardised referral processes, 
integrated scheduling, demand management, optimisation of clinical resource, all supported 
by robust patient transfer mechanisms and reporting processes. The Clinical Hubs are in the 
process of finalising the plans for each specialty. Some are looking at specific procedures to 
address, while others are taking a pathway approach to the entire waiting list 

9.3    Commercial and procurement capabilities 
 

The operating model for technology services has changed significantly recently but our structures 
and functions are still adapting to these changes. The changes impact on a range of functions, 
including:  

• Modernised network and telephony services 
• Infrastructure services 
• Growing use of Cloud services 
• Back-office management of end user technology including build and deployment, server 

management 
• Greater need for the integration of services 
• The management of the development lifecycle 
 

As a consequence, we are seeing the development of a more coherent architecture than we have 
had in the past, with its fragmented and diverse suite of systems. This has implications for our 
commercial relationships, and this will continue as we see the growing convergence around key 
platforms. Our services will be dependent on relationships with suppliers who are providing key 
components of our architecture (such as hosting) and who are running apps and services for us on 
the back of the architecture.  There will also be a need to plan and actively manage the retirement 
of systems that will become redundant as a result of new investments such as EHRs.  

The national plans expect that each ICS will ensure it has access to the right procurement and 
commercial capabilities to address these challenges and we intend to establish our ICS as a high 
performing centre of commercial excellence that will provide a dedicated, agile and tailored 
procurement service to our teams.  
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We are already building the capacity within our ICS to achieve this and are working with One 
London to look at pan-London opportunities to consolidate our supply chain management. 

Alongside the digitalisation of key procurement processes, we will develop an online Academy of 
Procurement Excellence (APeX) to support the creation of a “community of practice” for all 
commercial and procurement practitioners. This will ensure that our ICS has access to the 
commercial skills necessary to enable us to manage our supplier ecosystem effectively and to 
deliver a more strategic approach to all our procurements and sustain the delivery of process 
excellence and to enable collaboration and the sharing of best practice regarding: 

• The delivery of significant, sustainable value in cost efficiencies and supply chain 
improvements  

• A relentless, strategic focus on total spend management and total cost of ownership  

• Extensive, expert-led, through-life approach to driving consistency across all sourcing and 
supply management activities in key spend categories 

• The adoption of commercial and contractual models to enable output and outcome-based 
delivery and the fostering of supplier-led innovation 
 

• Formalising a strategic partner ecosystem to deliver supplier rationalisation, demand 
aggregation and strategic service alignment 

• Proactive assurance of key, strategic suppliers and supply risk, and effective recovery of 
problematic supplier relationships through a strategic supplier management programme 

• Management, measurement and assurance of contractual performance 

 
Overcoming barriers to innovation 
 
• We will work with our partners to create an “innovation incubator hub” environment 

to promote and champion innovative best practice 
 
• We will develop our plans for our ICS to address the wider portfolio of skills needed 

to deliver digital transformation at scale 
 

• We will introduce common ways of working for key aspects of our approach to digital 
transformation  

 
Digital channels 
 
• We will strengthen links and embed our digital team into the work of the clinical 

hubs and the provider collaboratives  
 
• We will evaluate the impact of the changed operating models and pathways by 

mapping the way data and digital technologies have been deployed in new models 
for outpatient services and virtual wards, to identify opportunities for extending 
good practice 
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• We will use our understanding of the data flows and identify the implications for our 
data architecture, access to care records and wider integration and architecture with 
local and national (e.g. NHS App, NHS Spine) 

 
Data-driven research and innovation 
 
• We will draw up plans for our data and digital strategy to support the ICS’s ambition 

to develop into a Learning Health System and to develop a strategy for data science 
and analytical skills, in collaboration with the KHP Faculty of Data Science and 
Analytics 
 

Commercial 
 

• We modernise our procurement capabilities by implementing a new, single, online 
collaboration platform. This will result in the digitalisation of all key processes – 
strategic sourcing, strategic supplier management, and contract management 
 

• We will develop an online Academy of Procurement Excellence to support the 
creation of a “community of practice” for all commercial and procurement 
practitioners to sustain the delivery of process excellence and to enable collaboration 
and the sharing of best practice 

 
• We will work with our ICS partners to review our cost and contract profile, to explore 

market options so that we obtain best value for money from all our suppliers, and to 
deliver a strategic approach to the management of supply risk 

 
 

10. Risks, dependencies and issues 
 

In preparing this strategy, we have engaged widely with our partners and stakeholders on both 
the ambition and the delivery expectations for our ICS, including the risks and dependencies we 
will need to manage. A number of risks featured prominently in our discussions, and these are 
summarised here: 

 

System Resources

People COVID

• Inability to recruit/retain staff 
with the skills we need to 
deliver the strategy

• Capital funding constraints
• Insufficient revenue to 

manage capital investment
• Cost pressures
• Lack of long term view makes 

it harder to plan

• Adverse impact on people’s 
health

• Inequali,es and varia,ons 
worsen

• Addressing service backlogs 
constrains ability to implement 
transformed pathways and care 
models

• Fail to break from organisa,on-
level view to system-level view

• Structural change from White 
Paper affects our priori,sa,on

• Unresolved na,onal strategy for 
social care

• Con,nued focus on acute sector 
at expense of others

• Lack of engagement and 
support to make the changes 
happen

• Change fa,gue amongst key 
staff

• Staff resilience undermined by 
impact of COVID pandemic

• Not enough focus on ci,zen 
needs and expecta,ons
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The ICS Digital Team will translate this into a comprehensive risk register that the Digital 
Transformation Board will review regularly. 

 

11. Conclusions 
 

We have developed this strategy at a particularly challenging point in time, with many uncertainties 
still to be resolved. While this does not change our fundamental vision and ambition, these 
uncertainties (for example regarding future funding) are likely to affect the speed with which we will 
achieve our ambitions. This is consistent with the advice of Robert Wachter in his report Making IT 
Work, which is that it is better to do IT right than to do IT quickly. 

 We have a lot to do in the next 1-2 years to consolidate the advances we have made during the COVID 
pandemic and to achieve a “levelling up” of digital maturity foundation across our ICS. At the same 
time, we will carry out the detailed planning for other strategic developments for our ICS, such as the 
personal health record “offer” we wish to provide to our citizens.  

Our immediate priorities are to: 

• Establish the Digital Transformation Board in our ICS governance framework 
• Use the launch of this strategy to signal the start of an extensive communications and 

engagement campaign to build on the discussions we have had to inform this strategy 
• Consolidate this into a roadmap for delivery over the next four years 
• Agree a plan for resourcing this strategy that identifies the need for internal and external 

funding and takes a flexible approach to sharing and using South East London skills and 
expertise for collective benefit 

• Design and build the ICS digital team that will take responsibility for the digital strategy, 
and report to the Digital Transformation Board for assurance and oversight purposes. 
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Appendix 1 - Improving our population’s health and tackling 
inequalities 
 

People who live in our 6 boroughs are coping with significant challenges in respect of both health and 
healthcare. Some of these are familiar to other urban areas and some are unique to South East 
London. Whilst there have been some successes in these areas which we should be proud of, the 
overall picture shows there is still much to do: 

• There remains a high burden of disease (both physical and mental) 
• Health inequalities are growing (both between and within boroughs) 
• Life expectancy improvements have stalled; and 
• The quality of care is variable and often does not meet the needs of the most disadvantaged 

or those with the greatest need, despite examples of world-leading services and research 
within our ICS. 

These variations have exposed some sections of our communities at greater risk from COVID, and the 
impact of the COVID-19 pandemic has exacerbated these inequalities and measures to reduce the 
spread of COVID have had a negative impact on other aspects on our health and wellbeing26.  

To inform our COVID recovery plan for South East London, we carried out a review of the population 
health inequalities across our 6 boroughs, and that has formed the bedrock of our borough based 
recovery plans. The review27 confirmed: 

• Commonalities between the four inner South East London Boroughs (Southwark, Lambeth, 
Lewisham & Greenwich), which are younger, diverse and densely populated 

• Commonalities between the two outer south east London Boroughs (Bexley and Bromley), 
which are less densely populated and with older populations 

• All boroughs share inequalities in life expectancy and healthy life expectancy. Common 
themes include smoking; obesity; long-term and multiple health conditions; vulnerable 
younger people and children; poor mental health; communities with diverse ethnic heritage; 
housing and homeless; and across all factors, deprivation 

• A disproportionate impact on those with other underlying health conditions, the obese, those 
from Black, Asian and Minority Ethnic groups and more deprived population groups. 

It is for these reasons that the need to address our population health variations and inequalities is a 
priority for all of our ICS partners in the NHS, local government, social care, voluntary and community 
sectors, and in organisations whose work makes a difference to the wider determinants that can affect 
our health and wellbeing, such as housing providers, education and leisure services. 

We have adopted a blended approach, with locally-developed plans owned and delivered through our 
6 borough-based partnerships, and all co-ordinated through an ICS-wide perspective. This combines 
clinical effectiveness and population health management approaches together to form the basis for 
personal, organisational and system development, and for continuous improvement in outcomes - 
activities that are characteristic of a learning health system. This approach involves: 

• Working closely with our local authority and other partners to set explicit targets for 
addressing inequalities through the borough partnerships 

 
26 For a national perspective, see Build back fairer: the Covid-19 Marmot review commissioned by the Health Foundation and 
published in December 2020 and the June 2020 report on the impact of COVID on our BAME communities. Published by 
Public Health England. 
27 More detail is provided in pages 20 – 26 of the COVID recovery plan 
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• Making better use of data to shine a light on inequalities and target our actions accordingly 
• Make better use of feedback from patients and the public to help us develop more culturally 

competent and tailored services 
• Use different methods of communication and engagement to maximise access to services for 

the seldom-heard groups 
• Set up networks of champions across our workforce to promote all aspects of our equalities 

programme, including Freedom to Speak Up, faith, age and ability, LGBTQ+, women and 
parent leaders. 

 
This epitomises the partnership approach that our strategy is promoting. We will leverage what 
we have learned and the partnerships we have built during the pandemic to develop and build 
those strategic capabilities to enable us to accelerate the pace of change and improve the impact 
in terms of experience and outcomes for our patients. We will also build on the strong history of 
collaboration across the whole of London, informed by a shared view of the needs of our citizens: 
 

• The Mayor of London has set the ambition to be the world’s healthiest global city and has set 
out his Health Inequalities Strategy. Although published in 2018, this is still relevant to our 
work in South East London, and we have a way to go to achieve London’s ambition 
 

• Each of the local authorities in South East London has produced a Joint Strategic Needs 
Assessment (JSNA) which sets out the key issues affecting the health and well-being of people 
in the borough, both now and into the future28. These assessments are informed by an 
extensive review a wide range of data and information, as well as the views of people who use 
services or live in the borough. 
 

 
  

 
28 In South East London, the local authorities’ JSNAs are for Bexley, Bromley, Greenwich Lambeth, 
Lewisham, Southwark. 
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Appendix 2 – How our strategy maps against the What good looks 
like framework 
The diagram below shows how our strategy maps against the What good looks like framework which 
has been developed by NHS X and will be used by the Centre to monitor our progress as an ICS.  
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Appendix 3 - Developing the digital workforce 
Increasing the level of digital literacy for our workforce and for the people we care for is a critical 
dependency whose impacts can be mapped against most if not all our key programmes.  

We will take as our starting point the work that has already been done by Health Education 
England, using the recommendations of the review it commissioned from Professor Eric Topol 
which explored how technology will impact on healthcare and its workforce (including genomics, 
robotics and artificial intelligence) over the next twenty years.  

There are many existing resources we could leverage to help implement such a learning strategy. 
Our ICS organisations have extensive learning and development expertise already deployed across 
our organisations. Many have also developed learning programmes, much of which is available on 
demand and online: 
 

• Our teams are also developing new resources to support their work. This include the Digital 
First programme for primary care, and the training programme under the Apollo programme 
which is implementing Epic EHR in two of our acute Trusts 
 

• Through our Clinical Effectiveness programme, we are developing a partnership with Kings 
Health Partners (KHP) to enable our teams to access the Education Academy and the online 
learning hub. This will give staff access to learning and development opportunities and 
support recruitment efforts and will include a variety of learning products and tools, including 
value-based healthcare, informatics, population and health and inequalities, and access to 
academics in King’s College London primary care and population health academics to support 
our work 
 

• Other opportunities involving national partners, include 
o The NHS Digital Academy specifically designed for digital leaders, and is currently inviting 

another round of applications 
o Health Education England resources developed through its Building a digital-ready 

workforce programme, the Digital Literacy Capability Framework and the Digital Aspirant 
Programme  

o The London Digital Pioneer Fellowships 
o The Certificate and Diploma in Health Informatics and other accredited learning 

programmes offered by the British Computing Society , the Federation for Informatics 
Professionals, the Faculty of Clinical Informatics and others 

o Royal Colleges and professional bodies for nursing, allied health professionals and social 
care 

o The Government’s Digital, Data and Technology profession 
o Other national organisations such as Skills for Care and NHS Providers guidance for Boards  
o Academic institutions 
o Future opportunities such as the Topol Digital Fellows or the NHS Clinical Entrepreneur 

programme (if they are repeated) 
 

In the longer term, we will consider opportunities for creating an ICS professional pathway for 
clinical informatics aimed at creating a cohort of digital leaders to help drive our data and digital 
transformation strategy forward. 

 


