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Chair’s foreword 

 

From life threatening scenarios to less 
serious but nonetheless urgent needs, 
Accident and Emergency departments are 
for a growing number of people the 
gateway to healthcare services. The 
pressures that A&Es face, from increasing 
attendances, staff shortages and the 
difficulty in admitting patients to wards, is 
the barometer of pressure on the health service in London. 

During the past year, 2.7 million people have had cause to visit one of 
London’s major Accident and Emergency departments and of them over 
200,000 have had to wait over four hours to receive care. The failure of 
half of all trusts to consistently treat 95 per cent of patients within four 
hours shows that the health care system is under stress and cannot be 
allowed to continue.  

The pressures more commonly associated with the colder months of 
winter were felt well into spring and summer in 2013. With another harsh 
winter expected this year and the increased cost of heating this now has 
the potential to become a crisis for all seasons.  

The Secretary of State has devolved responsibility for NHS services in 
England to clinical commissioning groups (CCGs) through NHS England.  
NHS England (London) must publish immediately the recovery and 
improvement plans that have been agreed with each of London’s A&E 
departments’ non-statutory urgent care boards in order to restore public 
confidence that hospitals will be prepared for winter.  

For all of the improvement that is required in the short-term, urgent and 
emergency care services also face the additional challenge of adapting to 
the future long term needs of Londoners. 

Unlike other parts of the UK, London is perhaps unique in that it is an 
identifiable metropolis with clear pan-regional health demands and 
needs. While abolition during the NHS’s reconfiguration of London’s 
strategic health authority – NHS London – is the subject of some 
discussion, there is growing consensus that greater strategic leadership of 
London’s healthcare economy is desperately needed.  
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Furthermore, while a coherent, truly pan-London plan is needed in order 
to achieve the best possible settlement of future healthcare services, 
patients must  be allowed to be partners in decision making in the truest 
sense rather than recipients of top down solutions. This requires NHS 
England (London) to be transparent and allow local communities shape 
local solutions within overall strategic objectives.  

It is not enough that commissioners communicate what they believe to 
be clinically sound proposals to the public. Service users, as patients and 
as the families that depend on their loved ones receiving high quality 
care, should have the right to be engaged from the outset in genuine 
discussions over how they believe local services should be configured. 

Perhaps then clinical commissioning groups will be able to better 
demonstrate to the public that exercises in service reconfiguration are 
not just financially required, but are clinically led and reflect local need.  

We may well see a very bad winter in London, and the public have a right 
to be reassured that our Accident and Emergency services are well 
prepared now and well into the future. 

 

 

 

 

Dr Onkar Sahota, Chair of the London Assembly Health Committee 
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This winter 

Scale of the problem 
 
Too many A&E departments in London have consistently missed 
the Government’s waiting time target over the last year. As we 
move into winter and the weather gets colder, demand for A&E 
services will increase and the waiting time performance of some 
departments will deteriorate further. More patients will have to 
wait longer than the four-hour target maximum time. 

 
Pressure on A&E departments in London has grown to unprecedented 
levels. There has been an increase in annual attendances of nearly a third 
over the last decade – from 2.5 to 3.6 million.1 

Concern about the capacity of A&E departments to deliver high quality 
care is mounting. A range of organisations representing those delivering 
the service have now been vocal about the pressures departments are 
facing and difficulties in managing patient flow due to increased demand. 
The head of NHS England in London, Dr Anne Rainsberry, told us that 
there is a trend: that A&E departments have performed at a lower level 
over the last few years than they previously had. The reasons for this are 
not entirely understood but guests at our meeting gave their views of the 
main factors. These included young people and migrants being less likely 
to be registered with a GP; older people being more likely to end up in 
A&E rather than being treated at home; and GPs no longer being 
permitted to admit patients directly onto a ward.  

This is a need for both an urgent response to address the immediate 
challenges and a comprehensive review for the longer term. In January 
the Government announced a review of urgent and emergency care to be 
led by NHS Medical Director Sir Bruce Keogh.2 The longer-term aim of the 
review is to develop a national framework and guidance for clinical 
commissioning groups to help them commission a consistent, high quality 
service. The review will not, however, provide direct solutions to the 
problems being faced right now in London’s A&E departments.  

Some London A&Es are consistently missing the Government’s waiting 
time target, despite it being reduced from 98 per cent of patients being 
dealt with within four hours to 95 per cent in 2010. The table below 
shows that, over half over London’s major (Type 1) A&E departments 
missed the four-hour wait target in at least 26 of the last 52 weeks and six 

                                                             
1 See NHS England weekly sit reps (here).  
2 Press release 18 January 2013. See link. 
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missed it 80 per cent of the time or more. The department at one  trust – 
Barking, Havering and Redbridge University Hospitals Trust – missed the 
target every single week over the past year, including during the warmer 
summer months. Looking at the attendances at London’s Type 1 A&E 
departments in past year, 202,614 (7 per cent) of 2,731,392 resulted in 
waits of over four hours.  

Figure 1 Number of weeks out of the last 52 in which the 95 per cent under four-hour 
waiting time target was missed by London Type 1 A&E departments.   

 
London NHS trust with Type 1 A&E 
department 

Number of 
weeks of last 
52 reported 

Number of weeks 
of last 52 in which 
the target was 
missed 

Total patients 
dealt with within 
four hours over 
last year 

Barking, Havering And Redbridge University 
Hospitals NHS Trust 52 52 84.8% 

Barnet And Chase Farm Hospitals NHS Trust 52 45 91.0% 
Barts Health NHS Trust 52 39 92.5% 
Chelsea And Westminster Hospital NHS 
Foundation Trust 52 0 98.4% 

Croydon Health Services NHS Trust 52 46 89.3% 
Ealing Hospital NHS Trust 52 35 92.3% 
Epsom and St Helier University Hospitals 
NHS Trust 52 19 95.0% 

Guy's And St Thomas' NHS Foundation Trust 52 31 94.2% 
Homerton University Hospital NHS 
Foundation Trust 52 9 96.2% 

Imperial College Healthcare NHS Trust 52 46 92.7% 
King's College Hospital NHS Foundation 
Trust 52 32 93.3% 

Kingston Hospital NHS Trust 50 17 95.7% 
Lewisham Healthcare NHS Trust 52 26 93.3% 
North Middlesex University Hospital NHS 
Trust 52 29 94.3% 

North West London Hospitals NHS Trust 52 50 84.3% 
Royal Free London NHS Foundation Trust 52 9 96.0% 
South London Healthcare NHS Trust 47 43 88.5% 
St George's Healthcare NHS Trust 52 25 94.5% 
The Hillingdon Hospitals NHS Foundation 
Trust 52 33 92.7% 

The Whittington Hospital NHS Trust 52 18 94.7% 
University College London Hospitals NHS 
Foundation Trust 52 18 95.2% 

West Middlesex University Hospital NHS 
Trust 52 21 94.5% 

Source: NHS England, Weekly SitReps – weeks commencing 11 November 2012 to 3 November 2013 
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Already this year waiting times have reached levels not normally seen 
until December. Analysis by Health Service Journal showed that during 
the week commencing 8 September around 8 per cent of patients at 
London’s biggest hospitals (those that run full A&E services) waited more 
than four hours – a level which has previously been seen in winter 
months. London was also the worst performing region in England for the 
three months between July and September.3  

Recent cold and prolonged winters resulted in increased attendance and 
waiting times for London A&E patients and the situation looks like it could 
be even worse if there is more harsh weather in 2013/14. The Health 
Secretary, Jeremy Hunt, has acknowledged that this winter will be 
“extremely difficult” for A&Es nationally.4 For London, Dr Rainsberry told 
us that departments had a “very, very difficult winter” last year, with 
increased numbers of the sickest patients. She emphasised that London 
hospitals on average had hit the waiting time target but accepted that 
some were struggling with patient numbers, which is “not where you 
would want to be”. Dr Clare Gerada, the Chair of the Royal College of GPs, 
predicted we could again be heading for “a very bad winter” in A&E. 

  

                                                             
3 Health Service Journal article dated 23 September 2013. See link. 
4 Speaking at the Foundation Trust Network conference on 16 October, as reported by 
the Health Service Journal.  
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Planned measures 
 
Plans to deal with winter pressures should be published 
immediately so that the risks to A&E services in London can be 
assessed. This will help judge whether the measures will be 
adequate to avoid unacceptable waiting times if there is cold 
weather, particularly at hospitals that are already struggling. 

 
As it has in the past, the Government is providing additional funding to 
help support A&E departments through the winter months, which is 
welcome. This will amount to £500 million nationally over the next two 
years for the departments under most pressure. Ten London NHS trusts 
are to receive a share of the funding totalling £55.4 million between 
them.5  Eight of these failed to meet the four-hour wait target for at least 
26 out of the last 52 weeks. There are also four London trusts that have 
missed the target at least half the time but which will not get additional 
funding.6 

The Government has created new local bodies to agree individual 
approaches for each A&E department, including how any additional 
funding will be spent. Urgent care boards (UCBs) include all key 
stakeholders from health and social care including clinical commissioning 
groups, providers, local authorities, patient groups and clinicians. They 
are overseen by NHS England and are responsible for developing and 
implementing local recovery and improvement plans to cover a patient’s 
journey through the emergency system. Each plan will be different but 
we understand that they could include measures such as locums, 
additional beds and staffing capacity in hospitals and additional funding 
for primary and community care.  

The plans are different for each hospital trust and reflect local priorities. 
For example, we heard that Barnet and Chase Farm has decided that half 
of its funding will be used directly by the trust within the hospital, 
possibly for additional beds, staff and seven-day working, and the 
remainder for primary and community care services in the area. Across 
London, we understand that additional funding for services provided 
outside of hospitals could range from 25 to 60 per cent of trusts’ 
allocations. 
                                                             
5 Press release dated 10 September. The Trusts are Barking, Havering & Redbridge 
University Hospitals Trusts £7,000,000; Barnet & Chase Farm Hospitals NHS Trusts 
£5,120,000; London Barts Health NHS Trust £12,800,000; Croydon Health Services NHS 
Trust £4,500,000; Ealing Hospital NHS Trust £2,900,000; North Middlesex University 
Hospital Trust £3,800,000; North West London Hospitals Trust £6,400,000; South 
London Healthcare NHS Trust £7,700,000; Whittington Health NHS Trust £2,960,000 
and West Middlesex University Hospital NHS Trust £2,300,000. See link 

6 Imperial College Healthcare, Guy’s and St Thomas, Hillingdon Hospitals NHS Foundation 
Trust and Kings College. 



 EMBARGOED UNTIL 00:01 ON TUESDAY 12 NOVEMBER 2013 

 10 

However, there have been some delays to the production of the plans 
and in most cases they are still not available to view. The initial May 
deadline for submitting recovery and improvement plans was not met by 
many trusts across the country.7 And, despite assurances to us from NHS 
England that the plans are now in place and would be published, they are 
largely not easily accessible or published at all so it is not possible to 
judge whether they are likely to be adequate to enable A&Es to cope this 
winter. 

The inability to assess the UCBs’ plans is particularly concerning given 
scepticism about their ability to deliver real improvements. Following a 
review of A&E provision, the House of Commons Health Committee said 
in July the intention that UCBs should overcome the difficulties facing the 
service is fraught with problems and highlighted the need for more clarity 
on their remit, powers and relationship to commissioners. It said, 

From the evidence presented by NHS England it was unclear 
whether UCBs are voluntary or compulsory, temporary or 
permanent, established structures or informal meeting groups. We 
believe UCBs have potential to provide local system management 
but they have no executive power and no clear direction. […] UCBs 
will be challenged by the fact that they have no statutory role but 
must exert authority over clinical commissioning groups in order to 
deploy resources to support the improved delivery of emergency 
and urgent care. […] Ministers should seek much greater clarity 
from NHS England regarding their plans for UCBs and whether UCBs 
or Health and Wellbeing Boards should be held to account for plans 
to improve local emergency and urgent care. 

It appears from this that trusts have set up UCBs on an individual basis so 
there could be differences in how they operate and their approaches. 

Recommendation 
NHS England, which is distributing winter pressures funding, should 
publish immediately, in one place, the recovery and improvement plans for 
all London A&E departments in order that their adequacy to deal with the 
anticipated increase in demand over the next few months can be assessed. 
NHS England should also publish the memberships of the London UCBs 
and their terms of operation given the lack of clarity identified by the 
Health Select Committee.  
 

 
                                                             
7 A survey by the Foundation Trust Network in mid-July revealed that around a third of 
respondents had missed the end of May deadline for submitting plans (see link). NHS 
England confirmed in July that they had all been submitted and sought to reassure the 
public that planning for the winter was “well underway” (as spoken by Dame Barbara 
Hakin, NHS England, on the BBC Radio 4 Today programme, 24 July 2013). 
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Longer term 

A plan for radical change 
 
London’s health leaders urgently need to make progress on a clear 
London-wide plan for A&E services, taking into account 
reconfiguration plans that have already been put forward. A&E 
services are not sustainable as things stand and radical change is 
needed if increasing demand is to be met.  
 

London’s health leaders are unanimous in their view that radical reform 
of A&E services in London is now essential. The head of NHS England in 
London, Dr Anne Rainsberry, told us that the urgent and emergency care 
system in the capital is “not sustainable in the medium term how it is 
organised at the moment” and that, as a city, “we need to embrace the 
fact that we have to change our model of care for urgent and emergency 
patients.”. Dame Ruth Carnall, who is acting as a consultant to the Mayor 
on strategic health matters, agreed saying that London has “a pretty 
profound structural problem”.  

There is also widespread agreement that we need to get out the cycle of 
propping up an unsustainable systems at the expense of more 
fundamental changes. Ruth Carnall told us that some of the winter 
pressures funding, which is only committed for two years, would be used 
to support services which “in the long run are not sustainable”; and the 
NHS Federation has talked about “sticking plaster solutions” rather than 
solutions that focus on the long-term challenges ahead.8  

There is a fairly clear view of the major structural changes that need to be 
made: 

• Investment in primary, community and social care – as Ruth Carnall 
put it, “to help people to access the right service in the right place and 
not turn up at an emergency department for things that could be 
better and more sustainably treated in the community”.  There was 
agreement around the need to treat complex patients out of hospital 
where possible and avoid unnecessary admissions to A&E. Dr 
Rainsberry estimated that 25 per cent of admissions of elderly people 
could be avoided with better primary, community and social care 
services.  

                                                             
8 NHS Confederation briefing, Emergency care: an accident waiting to happen, Issue 268, 
September 2013. See link 



 EMBARGOED UNTIL 00:01 ON TUESDAY 12 NOVEMBER 2013 

 12 

• A “different offer” for patients who need urgent care outside normal 
hours of primary care – this includes younger people who can be more 
likely to use A&E as a first port of call, rather than going to a GP. 

• Service reconfiguration – Dr Rainsberry and other guests set out the 
case that the process of reconfiguring services needs to continue. She 
focused particularly on consolidating services for the sickest patients 
and closing small A&E departments which, she said, were not able to 
provide “as good care as they could do”.9 

There are also hospital staffing and logistical issues to be addressed. One 
of the most serious is the difficulty in recruiting to senior emergency care 
vacancies, which is vital to help improve patient flow and quality of care. 
A&Es can be largely reliant on locum cover, which is expensive and 
unsustainable over the long term.10  However, we heard from Dr Julian 
Redhead from the College of Emergency Medicine that it is not easy to 
recruit A&E doctors because of increasing workloads and the requirement 
to work longer hours. This has led to some departments in London being 
closed overnight on safety grounds – most recently, Central Middlesex A&E 
because it has not been possible to provide the appropriate level of 
consultant cover. 

A London-wide plan 
A big part of making A&E in London sustainable will be reaching a 
settlement on the best configuration of hospital services. NHS England’s 
recent London – A call to Action paper says we must “redefine how we 
organise our services”. It says, 

London’s hospital services are becoming increasingly unsustainable, 
both clinically and financially. In many cases they are no longer fit for 
purpose. […] For decades, reviews of healthcare in London have 
consistently highlighted the inappropriate configuration of hospital 
services. The average catchment population of London’s acute 
hospitals is […] lower than other regions in the country […], with a 
wide variation between very large and relatively small hospital sites. 
This problem is becoming even more apparent today with 
technological advances driving the centralisation of specialised 
hospital services to make best use of highly skilled teams and 
expensive equipment.11  

                                                             
9 Dr Rainsberry said, “What we need to do is to organise care for the sicker patients, the 
type 1 patients, in a way where we bring together services such that they are able to 
receive very swift treatment from consultants, whatever the type of consultant that they 
need to see, they need to access that seven days a week, 24 hours a day.” 

10 Dr Rainsberry told us that about 30 per cent of the additional funding for this winter 
will be targeted at consultant cover and seven-day working. 

11 NHS England (London), London – A Call to Action, 14 October 2013 
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A clear London-wide plan will be crucial if the case for the radical change 
this implies is to be made. A strategy will need to set out the rationale for 
individual services changes in the context of the London’s overall provision 
and demand. There is inevitably a tension between clinical and 
commissioning decisions to rationalise services and genuine local concerns 
about access to care and losing highly valued services. Without an overall 
strategy it will be much harder to make the case that a particular hospital 
that should see a service, such as A&E, downgraded.  

Past successful pan-London programmes to reorganise stroke and trauma 
services and ongoing sub-regional attempts to reconfigure A&E departments 
have been difficult and protracted because of local concerns about closing 
services.12 Trusts have received criticism from the Independent 
Reconfiguration Panel for the failure to engage service users more 
meaningfully in pre-consultation discussions over service plans.13 A greater 
emphasis on genuine engagement with patients in the co-design of NHS 
services must be an integral part of pre-consultation planning if 
commissioners hope to implement reconfiguration plans that meet both 
clinical need and local demand. 

The steps required and the mechanism to develop and agree a London-wide 
plan are not clear. It is welcome that NHS England is now trying to take a 
lead on broad reform of health services in the capital through its 
consultation paper, which sets out the case for fundamental changes. The 
Mayor’s Health Board and the recently announced review by Lord Darzi also 
represent opportunities to help make London-wide change happen.14  

However, these bodies cannot simply develop and impose a plan under the 
existing devolved structures, which are designed specifically to encourage 
bottom up solutions.  The Kings Fund has warned that there is a “leadership 
vacuum” in London and has said that “Failure to address the need for 
system leadership and to drive forward change could result in a health care 
system for London that is financially unsustainable and unable to deliver 
consistently high standards of care.”15 We would note though that the 

                                                             
12 Plans to close four of the nine A&E units in North West London NHS Trust have been 
subject to a failed application for judicial review. Plans to downgrade A&E services at 
Lewisham University Hospital were halted in July after a judicial review by Lewisham 
Council; the Government has launched an appeal. Consultation on reconfiguring A&E 
and maternity care across five Primary Care Trusts within the South West London NHS 
Trust has been deferred on several occasions and is now expected to take place in the 
autumn. A&E and maternity services at King George’s Hospital in Redbridge are due to 
close under proposals to re-configure care in NHS North East London. Proposals to close 
A&E and maternity services at Chase Farm Hospital in Enfield are being implemented. 
13 "Shaping a Healthier Future", Independent Reconfiguration Panel, para 5.6.1,Nov 2013 
14 The Mayor announced in September that he was setting up an independent 
commission chaired by Lord Ara Darzi to look at the provision and resourcing of health 
service in the capital (press release 16 September 2013; see link). 
15 The Kings Fund, Leading Healthcare in London, 26 June 2013 
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existence of NHS London, which was previously tasked to provide strategic 
leadership, was not on its own enough resolve all the issues around 
London’s healthcare provision. 

There may be different ways to get to the strategic view that London may 
need. The Kings Fund has concluded that we should establish a London-
wide commissioning body where “experienced clinical and managerial 
leaders would lead implementation of overdue service changes at scale and 
pace.” It told us that this could be the existing NHS England London 
regional team or perhaps even the Mayor. Another option may be for one of 
these bodies to act as a strategic convenor to get the users and providers of 
healthcare services in the capital together to decide how services need to be 
reorganised and develop a plan of action. Either way, progress on a 
mechanism for agreeing a London-wide plan for A&E is an essential first 
step.  

Next steps 
The Committee intends to look again at London’s A&E provision in March 
2014 when the NHS England (London) consultation on the future of the 
capital’s healthcare services should be complete. We will look for 
assurances from NHS England, the Mayor’s Health Board and other health 
leaders in London that progress is being made towards a London-wide 
plan for the reforms that are being advocated. We will assess the progress 
of existing A&E reconfiguration plans, seek NHS England’s view of the 
need for further such changes to A&E provision and explore the steps 
being taken to bring about the broader changes needed to make London’s 
A&E services sustainable.  
 
In the meantime we will write to the Department of Health for its view of 
the need for a more strategic approach to A&E provision in London. 
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Reform of primary care 
 
We heard that a greater role for primary care will be a vital part of 
the longer-term solution for A&E services. Wider reform of 
primary care in London may also be needed to improve the service 
GPs can provide.   

 
There is broad agreement that more needs to be done through primary 
care services – i.e. GPs – and that reform to primary care in London is 
crucial for the future of A&E. Dr Rainsberry told us that “transforming 
primary care in London” is a priority in addressing the problems faced by 
A&E services.  

However, GPs believe there is a risk that concerns about A&E will mean it 
getting additional funding at the expense of primary care, which would 
ultimately be counterproductive. Dr Clare Gerada, representing the Royal 
College of GPs, described a situation where over the last decade there 
had been decreasing or flat funding for primary and community care 
while funding for hospitals rose. She said, “if we pour money to deal with 
this winter’s crisis into propping up urgent care or the emergency 
departments, even if we get some more investment in general practice, we 
are going to see a catastrophe in general practice”. 

We heard that the cost of an attendance at A&E can be broadly the same 
as a GP’s funding for a whole year of care for the same patient. Dr Gerada 
suggested that GPs should be “at the front door of the NHS” and that it 
might be better to close a struggling A&E department and invest in 
increasing the capacity of GPs, district nurses and “wraparound services” 
for the elderly and young people.   

Like A&E, London’s primary care service faces some difficult and unique 
challenges. Dr Gerada told us there is a “dire shortage” of family doctors 
in the capital and that it was “haemorrhaging staff”. Dr Rainsberry 
highlighted London-specific problems caused by the number of single and 
double-handed practices (more than half) and premises which in many 
cases are “not fit for purpose”. More recently, the Chief Executive of the 
Kings Fund told members of the Committee that patient satisfaction with 
primary care is lower in London than elsewhere in the country.  

Next steps 
The Committee will consider the need for reform of primary care in 
London, including steps specifically related to reducing the pressure on 
A&E, as a priority in its future work programme. We will be addressing out 
of hospital care initially at our meeting in January 2014. 
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Orders and translations 

How to order 
For further information on this report or to order a copy, please contact 
Carmen Musonda , Scrutiny Manager, on 020 7983 4351 or email: 
carmen.musonda@london.giv.uk 

See it for free on our website 
You can also view a copy of the report on the GLA website: 
http://www.london.gov.uk/assembly/reports 

Large print, braille or translations 
If you, or someone you know, needs a copy of this report in large print or 
braille, or a copy of the summary and main findings in another language, 
then please call us on: 020 7983 4100 or email: 
assembly.translations@london.gov.uk. 
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