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Appendix B 
Hammersmith & Fulham CCG 
2020/21 Local Intentions 
 
 

NWL Key System Priorities 2020/21 System Intentions  Hammersmith and Fulham Local Context 

Unscheduled and Emergency Care 

Urgent and Emergency Care  
Appendix 1 (slide 15) 

Reduce variation in the way urgent treatment 
centres (UTCs) operate, with best practice 
implemented through adherence to national and 
London standards and clear/effective referral 
pathways. 

Charing Cross and Hammersmith Hospitals 
urgent care centres will change and become 
compliant with the nation guidance on urgent 
treatment centres 

Last Phase of Life 

Last phase of life (LPoL) 
Appendix 1 (slide 27) 

Develop an integrated specialist palliative care 
pathway, alongside borough based ICPs. 

Progress the transformation work following the 
review of specialist palliative care provision. 

Mental Health 

Mental Health  
Appendix 1 (slide 18) 

Core IAPT offer requirements (25% access, 50% 
recovery, 75% <6 weeks, 95% <18 weeks). 
 

The CCG will be looking at how the core IAPT 
offer can be delivered locally to meet national 
requirements  

Out of Hospital – Primary Care 

Out of Hospital MSK  
Appendix 1 (slide 23) 
 

The community MSK services will support PCNs 
to deliver their responsibilities under the 
network DES, providing the advanced practice 
physiotherapists to work across PCNs linking the 
PCNs and the interface services together. 

Recruitment and implementation of first contact 
physiotherapists to work across PCNs.  

Out of Hospital Care – Primary Care 
Appendix 1 (slide 21; point 3)  
Local communities will look to general practice as 
their first point of contact with health and care 
services, as well as support with navigation 

Delivery of any changes needs to fit with the 
models of care for accessible, proactive and 
coordinated care as outlined in the NWL primary 
care strategy. 
New forms of integrated care contract will 

Awarded Macmillan scheme for social prescribers 
who will bolster care navigation provided by 
social prescribers employed in additional roles in 
H&F.  
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through the system via digital apps, social 
prescribing etc. Local authorities and the 
voluntary sector will  play an active and 
strengthened role in supporting families and 
individuals across our local communities, 
including for self-care and social inclusion 

emerge for both PCN Directed Enhanced Services 
and community services commissioning, 
alongside new ways of delivering community 
services and measuring primary care activity. 
 

Out of Hospital Care – Primary Care 
Appendix 1 (slide 21) 
Nationally supported – the PCN DES contract is 
nationally in place for the delivery of five service 
specifications within the network DES from 
20/21; structured medications review and 
optimisation, enhanced health in care homes, 
anticipatory care, personalised care and 
supporting early cancer diagnosis, with a further 
two from 21/22; CVD diagnosis and prevention 
and health inequalities.  These national 
specifications will be discussed and negotiated 
with the BMA and ready for publication in 
February. All providers will be expected to work 
together to deliver these services in an 
integrated way on the primary care network 
footprint 

Delivery of any changes needs to fit with the 
models of care for accessible, proactive and 
coordinated care as outlined in the NWL primary 
care strategy.  
 
New forms of integrated care contract will 
emerge for both PCN Directed Enhanced Services 
and community services commissioning, 
alongside new ways of delivering community 
services and measuring primary care activity 
 

Practice Resilience support provided to GP 
federation to support practice and network 
resilience. 

Out of Hospital Care – Primary Care 
Appendix 1 (slide 21) 
Nationally supported – the PCN DES contract is 
nationally in place for the delivery of five service 
specifications within the network DES from 
20/21; CVD diagnosis and prevention and health 
inequalities.   

The new focus on population health 
management, via PCNs, can be delivered both 
through use of established NW London initiatives 
(e.g. wrap-around primary care contracts, out of 
hospital service contracts, GP data packs, BI on 
Extended GP Access, WSIC, primary care quality 
dashboards etc), and via new algorithms. 
identifying the ‘rising risk’ populations and new 
ways of managing patients with long-term 
conditions and multiple co-morbidities etc. 

Population health management element of the 
Enhanced Primary Care contract – sets Network 
targets to increase identification of chronic 
diseases and improved management. 
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Local communities will look to general practice as 
their first point of contact with health and care 
services, as well as support with navigation 
through the system via digital apps, social 
prescribing etc. Local authorities and the 
voluntary sector will  play an active and 
strengthened role in supporting families and 
individuals across our local communities, 
including for self-care and social inclusion 
 

Delivery of any changes needs to fit with the 
models of care for accessible, proactive and 
coordinated care as outlined in the NWL primary 
care strategy. 
 
New forms of integrated care contract will 
emerge for both PCN Directed Enhanced Services 
and community services commissioning, 
alongside new ways of delivering community 
services and measuring primary care activity. 

PMS Premium being reinvested in to Practices 
with areas currently being scoped such as 
dementia & Learning disabilities. 

Out of Hospital Care – Primary Care 
Appendix 1 (slide 21) 
Introduction of network dashboard 

The new focus on population health 
management, via PCNs, can be delivered both 
through use of established NW London initiatives 
(e.g. wrap-around primary care contracts, out of 
hospital service contracts, GP data packs, BI on 
Extended GP Access, WSIC, primary care quality 
dashboards etc), and via new algorithms 
identifying the ‘rising risk’ populations and new 
ways of managing patients with long-term 
conditions and multiple co-morbidities etc. 
 

Network dashboard has been introduced during 
practice variation visits to all practices. Started 
off the conversations between practices in PCNs 
to reduce practice variation. 

Community Care 

Community: Better Care – NWL Diabetes 
Transformation Programme 
Appendix 1 (slide 25) 
 

Scaling and further development of the NWL 
REWIND Initiative. 
 

H&F are early adopters of the NWL REWIND 
initiative. 

Children   

Children with complex needs 
Appendix 1 slide 12 

Working with partners to meet the health and 
social care needs of children with complex needs, 
including through transition to adulthood 

Working with the London Borough of 
Hammersmith and Fulham improvements will be 
made to the case management arrangements for 
children in joint commissioned placements, 
introduction of a priority oversight tracker and 
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improvements in the behavioural support service 
for children with complex needs 

 


