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The London Health and Care Landscape

London has:

• Around 10 million population

• 5 Integrated Care Systems

• 35 NHS Trusts

• 1385 General Practices

• 32 Local Authorities

• 19 Hospices

• Around 40 Universities

• There are around 24 different

EPRs in use by NHS providers 

in London



Introducing OneLondon

• OneLondon was created in 2018 and is a collaborative 

of London’s five Integrated Care Systems, London 

Ambulance Service, NHS England (London) and other 

partners.

• Our mission is to work in partnership to transform care 

across the Capital through harnessing data, 

information, technology and innovation.

• An important part of our work is to think ‘London First’ 

to encourage collaborative work to make best use of 

our collective resources.

• This reflects that around one third of Londoners receive 

care outside of the areas they live in.

• OneLondon Programmes include:

• The London Care Record

• The Universal Care Plan for London

• The OneLondon eMHA Programme

• The OneLondon 999 Transfer of Care Programme

• The OneLondon Health Data Strategy Programme

The work of OneLondon is part of the ambition 
for London to be “the healthiest global city, 

and the best global city in which to receive 
health and care services”



Introducing the 

Universal Care Plan 



The Universal Care Plan’s journey

• Started as an End of Life Advance Care Plan (ACP)

• The Universal Care Plan (UCP) is part of OneLondon - a collaborative of London’s five 

Integrated Care Systems, London Ambulance Service, NHS England (London) and other 

partners.

• Our mission is to enables every Londoner to have their care and support wishes digitally 

shared with healthcare professionals across the Capital

• Launched in 2022, the UCP is at an exciting phase of the programme with;

• utilisation growing in all areas

• the programme leverage more of the technical capability and to support this,

• London clinical networks identifying UCP as key enabler for pathway transformation

• Currently over 76,000 living Londoners are supported with a UCP and over 60,000 deceased 

people have been supported in the last 2 years. 

• Initially supporting people at the End of their Life, the UCP has evolved into a broader 

personalised care and support plan also supporting patients with other multiple long-term 

conditions including dementia, frailty and learning disabilities. 



Example of how the UCP works for clinicians

Care plan is created by a PEoLC 

healthcare professional, via the 

electronic clinical system, local health 

and care record, or UCP Web Portal.

Patient information is pre-populated 

from Patient Demographic Service.

Care plan is updated or viewed by a 

Frailty healthcare professional via 

electronic clinical system, local health 

and care record or UCP Web Portal.

There is bi-directional information flow 

between the UCP and selected 

electronic clinical systems.

Care plan is viewed by urgent 

care services via electronic 

clinical system.

Clinical systems
• EMIS

• TPP SystmOne

• Cerner 

Millennium

• Epic
• Rio

• System C 

Medway

UCP Web Portal

London 
Ambulance 

Service

• Cleric CAD

• Cleric ePCR

Other urgent care 
services

• National Record 

Locator

111 
Services

• Adastra



Example of how the UCP works for a patient in crisis

Example: Viewing a care plan in an emergency.

Patient

A patient with SCD is having a 
pain crisis and calls 999.

Paramedic

The paramedic is called out and uses 

the electronic clinical system, Cleric. 
They are alerted to the patient’s 

diagnosis and crisis management plan. 

After enacting the plan, the patient is still 
experiencing shortness of breath, so the 
paramedic takes the patient to ED.

On handover, the ED consultant 

opens the patient’s record through 
the local health and care record 

(the London Care Record) and 

administers the pain medication 
as outlined in the care plan.

ED Consultant

At every stage in the journey, the same information is available to all 

professionals involved in the patient’s care, including urgent care services.
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Current UCP use



The Clinical 

Perspective



Palliative and End of Life Care

At the EOL, patients move frequently across care settings

Can be seen by multi professionals in a short space of time

There is often complex medical information

Patient wishes and preferences for care is important

An agreed plan of care needs to be made and shared

Regular changes to medications as symptoms change / and updates to 
plan of care accordingly



On admission

• 88 yr old man – recently discharged 3 weeks ago 

from hospital to home with new diagnosis of 

metastatic lung cancer, background of frailty and 

COPD

• On admission at 3am – breathless and in pain, 

distressed

• Son able to say patient had been commenced on 

medication by palliative care nurse recently for 

pain which helped. Had also been seen by GP – in 

rush to leave house had forgotten to bring 

medication list

• Son distressed saying that Dad wanted to die at 

home and this had all been discussed already, 

didn’t want Dad to be in hospital but also 

distressed by rapid deterioration in his symptoms



Accessible Information

Little available information from patient and son due to 
distress

Not wanting/unable to repeat information more than once

Able to confirm some information on EPR and other 
information via LCR – medication information prescribed 
by GP confirms recent medication changes in community

Able to see on accessing the LCR that a universal care 
plan has been created



Plan of care – key information on UCP

GP recently discussed and 
recorded CPR status

Not for resuscitation – agreed 
with patient

Detail of conversation valuable –

son struggling with conversation 
due to own mental health issues. 
Agreed with DNACPR decision 

but lots of support required.

GP recently discussed 
prognosis and PPC/PPD

Prognosis weeks

EOL sc meds and MAAR in the 
house

PPC/PPD home – wanted to 

consider reversible treatments but 
within the home/hospice

• Son in agreement, desperate to 
keep Dad at home but little family 
support to do this – concerned re 
how he was going to manage it, 
but was important to him

• Suggestion that son may struggle 
to advocate for his Dad at times 
due to mental health vulnerabilities

Symptom management 
plan

For pain, breathlessness and 
EOL sc medications



CPR and treatment escalation decisions

• We can see on the UCP that CPR has been discussed so we 

do not need to begin this whole conversation again

• We can acknowledge that we have seen the conversation and 

that we will continue the decision whilst he is an inpatient

• We can also see the distress experienced by the son when 

this discussion was held by the GP so we can approach the 

conversation sensitively and ensure appropriate time is given 

to support the son as needed



Prognosis and PPC/PPD 

• We can see on the UCP an assessment of prognosis from his usual 

treating clinician which helps us anticipate what to expect

• We can see that consideration of reversible causes is important but that 

overall, the priority is to be at home

• This explains the son’s distress about being in hospital and their priority to 

explore how and why he is in hospital and discharge him safely

• The information regarding the son’s vulnerabilities is valuable and shapes 

approach



Symptom management plan 

• Gives the detail about what he is prescribed at home 

for end-of-life care, so we know what to prescribe as 

the starting point in hospital



Plan going forward 

• Awareness of the plan of care from the community - we can pick up 

at this point

• Priority was symptom control – using UCP symptom management 

plan as a starting point 

• Parallel discussions re a plan for discharge from ED without the 

need for an inpatient stay 

• Outcome: a 36hr hospital admission for rapid control of symptoms 

while we adjusted package of care at home

• Successful discharge – died at home 5 days later
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Current UCP outcomes



Use Case 

Expansion



Long-term conditions……

• 5% of healthcare users consume 50% of healthcare resources

• 80% of patients have long term conditions, with many patients having more than three

• Focus on frailty due to the increasing healthcare burden of older population

• Health of people living with frailty often deteriorates when in hospital:

• 50% of people living with frailty stay in hospital for over 21 days

• 15% of discharged older people are back in hospital within 28 days

• Advance Care Planning is an effective intervention, which improves outcomes for 
people living with frailty



Expanding use case

Long Term 
Conditions

•Renal

•Diabetes

•Respiratory
•Stroke

•Cardiology

•Sickle Cell Disease

Ageing 
Well

•Frailty

•Dementia

•Personalised care
•Learning disabilities 
and autism

End of 
Life 

•About Me
•Advance Care Plan

Improved End of Life Care and new Sickle Cell templates are live. Ageing Well templates went live in January 2025

Expanding use case beyond the urgent care pathway to 
a holistic personalised care pathway 



The new UCP template

The new UCP template enables a much richer sharing of 
information



UCP use case requests

Thalassemia

MH 
Crisis 
Plan

Paediatric 
Long-Term 
Ventilation

Homelessness

Kidney 
Disease

Maternity

Epilepsy

Use cases 
UCP has 
been 
requested 
to support



Patient Access



NHS App Integration



Overview of UCP 

Digital Roadmap and 

Benefits



UCP’s Digital Roadmap

System 
Foundations

Migrate previous data 

(End of Life Form V1)

Core Care planning product

Business Intelligence Dashboard

Integrations with EMIS, TPP, 
London Care Record, Cleric 

ePCR, Adastra, Cerner 
Millennium

Functional 
Improvements

Professional Dashboard 
(worklists)

Expansion of Form

(Sickle cell Disease V2)

Automated recording of death 
information

Patient level data feed to 
London ICBs

Growing Use

Provision of patient access to UCP 
via NHS App

(Viewing – Live)

(Editing – In progress)

Connection with NHS Target 
Architecture services – 

National Record Locator, 

GP Connect

Enhanced Training Provision  

Workflow Enhancements

(Alerts and Notifications)



UCP discussion points

• Evolved from End of Life Advance Care Plan

• Can be updated from many different care settings

• Synchronisation with Patient Demographic Services (PDS)

• Data can be shared from the host Patient Record

• In context launching

• Flagging of presence of a care plan

• Rapid expansion and updating through Low Code tools

• Built on OpenEHR standards

• Focus on needs of clinicians and patients

• Clinical engagement and service re-design is critical to 

success



Further information



UCP resources and contact details

Find out more about the Universal Care Plan at 

www.ucp.onelondon.online

Enquiries: ucp.programme@swlondon.nhs.uk.

http://www.ucp.onelondon.online/
mailto:ucp.programme@swlondon.nhs.uk


Questions
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