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1
INTRODUCTION
1.1 
What is the purpose of this document?
This discussion document sets out the current position around primary and community services in Brent, why that needs to change and proposals for organising service better. The document sets out a framework for commissioning services.  It proposes an overall model and direction for services over the next four years. It does not propose individual service changes.  Detailed proposals will evolve within localities, with practice based commissioners and providers.  Any substantial proposed service changes will be formally consulted on.

The proposals have been developed in the light of the Commissioning Strategy Plan. The Commissioning Strategy Plan sets out the commissioning vision and priorities for services over the next three years, including five underpinning goals:

· Increasing the life expectancy of our population by reducing premature mortality

· Addressing the health inequalities that exist in our borough, by working with our partners to address inequities both in health services and the wider determinants of health.

· Promoting good health and preventing ill health, to improve the health and well being of our population.

· Ensuring the safety and improving the quality of all our services, by working with stakeholders to develop integrated and connected services, adopting the most effective models (local or regional) for each service.

· Increasing satisfaction with our services, by continually improving our understanding of the needs, wants and preferences of our community and using this insight to guide our decisions.

Development of the primary and community care strategy is one of the initiatives in the Commissioning Strategy Plan. A number of the other initiatives require support from primary care.

1.2 
How was the document developed?
The proposals were developed in collaboration with clinicians, community groups and the public. Information about existing services was collected and analysed, premises surveys were carried out and visioning and other workshops held. The analysis, outcomes and emerging proposals were discussed widely. The Primary and Community Care Strategy was sponsored by the Professional Executive Committee and steered by a PBC weighted Programme Board.  

1.3 
Why are Primary & Community Services important?
As in the rest of the country, most people have contact with the NHS through their GP, pharmacy and community services.  Primary care is the first point of contact for many people with health needs and has a central part to play in early identification of disease and in providing advice and support to maintain health. Primary care is not only in a position to take a more holistic view of its users circumstances, it is also a key support for people who have longer term or more intensive needs, including people with long term conditions or those nearing the end of their lives.    Ensuring everyone has access to high quality primary and community services is central to reducing health inequalities in people’s experience of health care and their individual outcomes.
In addition, national health policy and health policy for London - Healthcare for London have emphasised the need to strengthen primary and community services.

1.4 
What does NHS Brent want to commit to offer people in Brent and what do we expect from them?

We are proposing a set of pledges that NHS Brent will be working towards for all residents. These are based on the rights and responsibilities of patients set out in the NHS Constitution published in January 2009. In time, we will develop specific guarantees for residents.  
NHS Brent welcomes views on whether these are the right pledges to meet the needs of Brent residents and how they can be delivered (discussion question 1).

The table below proposes pledges that NHS Brent will work towards:
	NHS PLEDGES TO BRENT RESIDENTS

We are working to ensure that all our residents can say with confidence:


	WHAT DO WE EXPECT FROM BRENT RESIDENTS?

	Access & Choice



	1
	I will be able to easily register with a GP close to where I live and I will have a choice of GP practices to register with.  I can also easily change GP practice if I choose to do so.

	You should register with a GP practice – the main point of access to NHS care

	2
	At my practice, I can see a GP or primary care professional on the same day if I need to, book an appointment within 48 hours and can book an appointment at least two weeks in advance.

	You should keep appointments, or cancel within reasonable time.  Receiving treatment within the maximum waiting times may be compromised unless you do.

	3
	When I need to be referred to hospital, I will have choice and the appointment will be booked with me.

	

	

	Quality



	4
	I will receive high and consistent quality clinical care regardless of my ethnicity, language and where I live in Brent.


	You should treat NHS staff and other patients with respect and recognise that causing a nuisance or disturbance on NHS premises could result in prosecution.

	5
	I have a relationship of mutual respect with the people who help me with my health.  I am always treated with respect and dignity.


	

	

	Personal Care



	6
	If I have a more complicated or long-term health need, my care will be agreed and coordinated between me and my care providers.

	You should provide accurate information about your health, condition and status.

	7
	The system of care will be organised in a way that meets my needs effectively.

	You should follow the course of treatment which you have agreed, and talk to your clinician if you find this difficult.
You should give feedback – both positive and negative – about the treatment and care you have received, including any adverse reactions you may have had.



	8
	I will be provided with the care I need as close to home as possible.

	

	9
	I will be helped to stay well by being given advice, support and health promoting services in a way that I can use them.

	You should recognise that you can make a significant contribution to your own, and your family’s good health and well-being, and take some personal responsibility for it.
You should participate in important public health programmes such as vaccination.

You should ensure those closest to you are aware of your wishes about organ donation.




Within the Commissioning Strategy Plan, we also set out three specific improvement targets for primary and community services. These are:

· An increase in the percentage of patients reporting satisfaction with GP access (from 65.7% currently to 73% by 2011/12)

· An increase in the percentage of patients who felt they had been treated with respect and dignity (from 89% currently to 96.5% by 2011/12)
· An increase in the percentage of patients reporting sufficient support from local services to manage their long term condition (from 46.7 currently to 66.7% by 2011/12)
2 
Key health facts in Brent

Health Inequalities 

· There is a 9.4 year gap in life expectancy between the lowest (Harlesden) and highest wards (Northwick Park) and this gap has persisted over a number of years.
· Circulatory disease, cancers and respiratory disease account for the majority of the gap in life expectancy.
Circulatory disease

· Cardiovascular disease is the biggest killer in Brent accounting for 543 deaths in 2006 and disproportionately affects the most deprived areas.
Cancers 

· Cancers are the second largest cause of death in Brent accounting for 378 deaths in 2006.
Mental health 

· Mental ill-health is the largest cause of morbidity and mental health problems affect one in six people in Brent.
Smoking Diet and Exercise

· One in four people in Brent smoke causing approximately 290 deaths per year.
· Almost one fifth of Brent’s Adult population are estimated to be obese.
· Approximately 2/3rds of Brent's population are estimated as not eating the recommended amount of fruit and vegetables per week.
· Over half of our population is not taking part in any form of physical exercise.
High prevalence of Diabetes TB and HIV 

· More than 16,000 patients (4.6%) with diabetes are registered with a GP. This is amongst the highest prevalence in the country and the number is set to increase.
· The TB notification rate (274 per 100,000) is one of the highest in the country

· There are 720 people living with HIV/AIDS in Brent.
Other long term conditions

· 15,237 patients are on GP asthma registers and in 2003/4 Brent had the second highest incidence of Chronic Obstructive Pulmonary Disease (COPD) compared with other London PCTs

· Prevalence of hypertension, COPD and CHD is expected to increase over 5 years, though not as significantly as diabetes
· Some groups of people are disproportionately affected by long term conditions. For example people with learning disabilities have much higher levels of respiratory disease and epilepsy

Uptake of preventive services

· Low uptake of some preventative services, such as smoking cessation, breast and cervical screening, and immunisation and vaccination.
High Delayed Discharges

· Delayed transfers of care in Brent have been amongst the highest in London although performance has improved recently.
Registered and resident populations

There are 347,541 people registered with a Brent GP and there are 270,100 people living in Brent. This is the largest difference for an England PCT.  This is likely to reflect the mobility of the population, migrant populations, a population that may not complete census data/electoral rolls and some practices not keeping their lists up to date.
3. Why do current services in Brent need to change?
3.1 Current services 

Brent has:

· 70 practices located across the borough, 53% are in 1-2 handed practices (London 54%) and 31% of GPs are 60+
· 65 (NHS) dental practices, 72 pharmacies (more per head of population than England & Wales) and 26 opticians

· A community services spend of £43 million covering 31 service lines including community and specialist nursing services, community rehabilitation and rehabilitation beds

· Three established long term conditions pathways with GPs with a Special Interest, community consultants and specialist nurses and a partly operational respiratory pathway

· A variable estate, with significant investment in new buildings (some of which are underused), GP premises are generally good but many are overcrowded and do not meet DDA requirements, and a community estate that is reasonably spread across the borough and largely of good quality

· A range of third / voluntary sector organisations from small localised groups to branches of national groups, with whom the PCT is developing a stronger relationship, many of whom are interested in contributing to a different model of service provision

· Five practice based commissioning clusters largely based on the five borough localities of Harlesden, Kilburn, Kingsbury, Wembley and Willesden.  They are developing locality based care pathways and pathways across Brent.

3.2
 Why do there need to be changes?
There are a number of strengths around existing primary and community services. Many people are very happy with existing primary and community services and particularly their GP. The general practitioner is often the first person that residents and families turn to when they have difficulties. But there are a significant number of people whose needs are not well met. A number of innovative community services have also been put in place but these are not available throughout Brent and some services are organised in a way that is confusing and difficult to use or do not make best use of resources. 
Services need to change because of:

3.1 Changing national policy – “Our Health Our Care Our Say” (DoH 2006) and the next stage review (DoH 2008) highlighted the importance of providing effective, personal services that are close to home and avoid unnecessary trips to hospital. They identify the key challenge of the next decade as improving the quality of care, and envisage an NHS that is more focused on prevention and more personalised, giving individuals real choice and real control over their care and their lives. As part of measuring change, the Department of Health recommends the development of a primary care scorecard.   
3.2. Changing London policy – A comprehensive review of healthcare in London (Healthcare for London – A Framework for Action, NHS London 2007) found a number of areas where London was lagging behind the rest of the country and elsewhere. A ten year programme was established to transform services and standards in London with the aim of reducing health inequalities, improving health and wellbeing, centralising/regionalising where necessary to improve standards/outcomes, localising others, personalising services and developing services that are integrated and connected. Both national and London wide policy expect many more conditions to be managed in primary care and there is insufficient capacity in some practices and community services to provide this and expertise in long term conditions and palliative care may need to be strengthened. 
3.3 Increasing reliance on hospital care in Brent – Minor attendances at A&E continue to increase. There are low conversion rates and high follow up rates for some out-patient specialties suggesting that there may be opportunities to develop better local pathways of care. Comparative data suggests that there may be further opportunities for supporting people better outside hospital and avoiding admissions.

3.4 Changes to the population – The south of Brent in particular already has a younger, more mobile population than many parts of London, with a 30% turnover in some practice lists. Traditional models of practice may not be able to meet these needs and those of Brent’s large refugee population. The Brent population is also expected to increase with a number of new planning developments anticipated, particularly in Wembley, Kilburn and parts of Kingsbury. Brent’s population is very diverse with 55% of people from black and minority ethnic groups and 130 languages spoken.  By 2018 60% of the population is expected to be from BME backgrounds.
3.5 Existing health inequalities in Brent – There are significant health inequalities linked to location, gender, deprivation, ethnicity. The most deprived wards in the South have a higher death rate and lower life expectancy then less deprived wards in the North. These differences are illustrated by the nine year gap in male life expectancy between Harlesden, the lowest, and South Kenton, the highest, a journey of 3.5 miles.  The incidence in long term conditions is expected to rise and without intervention, the gap in health inequalities will increase. Brent has become more deprived with pockets of deprivation emerging in north Brent in Wembley and Kingsbury.
3.6 Variation in access – There is considerable variation in geographic and other access. Overall Harlesden, Kingsbury and Kilburn have the best access to general practice and Wembley and Willesden the least. When access to GP services is mapped by older people and children, parts of Kenton, and Sudbury have the worst access. GP consultation and opening hours of GP surgeries vary threefold across the borough with the lowest consultation and opening hours in Wembley and Willesden. These two localities have the least number of GPs.  The number of pharmacies per head of population in Kingsbury is almost double that in Harlesden. Harlesden also has the lowest pharmacy opening hours. The increasing use of A&E for minor illnesses/injuries may reflect difficulties in accessing other services. 

3.7 Variation in clinical indicators – A similar level of variation between and within localities can be seen in clinical indicators. Three areas were considered, identification of disease, achievement of HBA1c less than 7.5 (a measure for measuring how well diabetes is being managed and prescribing for cholesterol lowering drugs (statins). All showed two-three fold differences between localities and practices. 

3.8 Take up of preventative and screening services – take up of childhood immunisation, chlamydia and breast cancer screening and smoking cessation services is generally poor in Brent.  Breast cancer screening and antenatal care is very low for some communities and as a result outcomes for these groups are much poorer.
3.8 Issues around community services – Some innovative approaches have been developed but many community services are under developed offering weekday services 9.00 am to 5.00 pm with fragmented teams lacking integration with local authority services, high staff vacancies, restricted access criteria and long waiting times. There are few metrics available for services and this impeded benchmarking and improving value for money and productivity.
3.9 Patient and public views – While many people are very satisfied with their general practice, patient surveys show a higher level of dissatisfaction than other areas for opening hours, telephone and advanced access, not being treated with respect and dignity, not being listened to carefully and not being provided with information about medication. Community groups have identified issues about language and cultural sensitivity, information availability and complexity and access to a female GP.

3.10 GP Premises – The premises survey found that many GP surgeries are overcrowded and do not meet Disability Discrimination requirements. Some are also poorly designed. At the same time NHS Brent’s newer community estate is under utilised and costly.

NHS Brent welcomes views on whether we have identified the right reasons for change (discussion question 2).

4. What is our vision for primary and community services?
Seven principles have been identified to develop the emerging service and to meet our pledges to Brent residents: choice, sensitivity to different needs, quality, safety, equity, integration and affordability.
 What we want to achieve and how?
In this document, NHS Brent has focused on what has to be achieved and has indicated how this can be achieved. The what is based on national and NHS London requirements and therefore these outcomes are fixed.  We are seeking views on the relative importance of these and how they can best be delivered.  Section 5 proposes a model we believe we enable us to achieve this. 
What do we want to achieve?
We want to:

· Improve access

· Improve quality of clinical care

· Improve health 

· Bring care closer to home

4.1.

Improving access 

	All Brent patients will have access to 

	1. Advanced access:

· Same day access with their PCP (Primary Care Professional) for those who need it
· Access to a practice GP within 48 hours

· Advance appointments in their practice

2. Extended hours at their practice 
3. 7 day, 8 am to 8 pm access for registered and unregistered patients 


These are Department of Health requirements and are important to patients. Our existing plans include:-

· 74% of practices are already offering extended opening hours (ie before 8.00 am and after 6.30 pm Monday to Friday and at weekends), we would like to make this universal
· From 1 July 2009, a GP Led Health Centre will open at Wembley Centre for Health which will provide 8.00 am to 8.00 pm, seven days a week services for registered and unregistered patients for all of Brent
· Replicating this at Willesden Centre for Health
· an Urgent care Centre on the Central Middlesex Hospital site 
Some practices are already achieving advanced access.  We want to work with practices who are not to ensure they are able to match demand and capacity. Current GP access performance is set out in Appendix 1. More detail about the proposed urgent care centre at Central Middlesex is provided in Appendix 3.
NHS London has proposed that one walk in service, extended hours service should be provided per 50,000 population. Several access points for 7 day a week, 8-8 services are in place or being planned. These could serve the needs of many Brent residents. 
NHS Brent welcomes views on how access could be improved (discussion question 3).
4.2.

Improving clinical care 

	All Brent patients will have access to high quality clinical care:



	1.Improved clinical indicators (at the end of the strategic period achieving top Quality & Outcome Framework [QOF] points) 
2. As an interim all practices achieving QOF Targets of Brent’s top 10% performing practices
3. Improvements in diabetic care:

· HBA1c levels that improve on QOF targets
· Access for all patients to Level 1,2 & 3 diabetic care 

4. Improvements in management of hypertension (particularly for diabetes & CHD patients), stroke and Transient Ischaemic Accidents (TIAs), linked into the Vascular risk assessment programme 

5. Achieving on a broader range of indicators e.g. Haemoglobinopathies, end of life care


In looking at these markers of clinical care, NHS Brent has deliberately set some challenging standards. We believe that, given the right investment and organisational development support, we should aspire to these standards. The current position across a range of clinical and organisational indicators is set out in Appendix 1. A starting point will be to help practices to have sufficient capacity to provide a standard range of services.  To meet this and the other requirements we propose to plan for one WTE (Whole Time Equivalent) GP required per 1500 practice population. This is a guide, as we think with the right training and supervision; the workforce could have a skill mix of physician assistant, nurse, and health care assistant.
Many areas of clinical quality focus on long term conditions management. In Brent diabetes is a particularly significant issue given the population, prevalence of the disease and potential under-identification. We therefore propose starting our work on improving clinical care with a focus on diabetes management, beginning this by modelling care packages across a network of service providers.  

We propose to develop locality networks of services including self help and expert patient support, GP practices, community case management teams and specialist input.
NHS Brent welcomes views on developing the right capacity within a practice and starting with diabetes care to develop a network of services (discussion question 4).
4.3 Improving health

	All Brent patients will be supported to maintain and improve their health and well-being:



	1.
Achieving 95% of child immunisations 

2.
 Improving breast cancer, cervical and chlamydia screening performance 
3. 
Providing an enhanced vascular risk assessment and management programme for adults 45 plus
4. 
Providing an effective smoking cessation service

5 
Providing a full child health promotion service
6.
 Improving uptake of antenatal services



Department of Health and NHS London policies set out the importance of maintaining and improving peoples health as well as providing services when they are ill. Brent’s Commissioning Strategy Plan identified childhood immunisation and vascular risk screening as high priorities for our residents.  Immunisation uptake is low and falling.  Cardiovascular disease is Brent’s biggest killer.  We have agreed a two year development programme for health visiting and school nursing so that they can provide a full child health promotion service and work more closely with practices and London Borough of Brent children’s centres.  Areas of high deprivation have lower uptake of preventative and screening programmes.  Current provider performance is set out in Appendix 1.
NHS Brent welcomes views on how we can better support people to improve their health and how these services can be more effectively delivered (discussion question 5).

4.4
Bringing care closer to home
	All patients will have access to care as close to home as possible, with care transferred from hospital that could be better provided close to home 



	1. Providing more specialist care close to home. This will include changes to some existing hospital out-patient appointments
2. Helping avoid admissions and helping people be discharged in a timely fashion

3. Providing minor procedures 




The policy direction for NHS London is to provide care closer to home where possible and effective, rather than providing this in secondary care. This includes diagnostic, out-patient and in-patient services as well as services for people with long term conditions. The Brent Commissioning Strategy Plan identified a range of activity that could be provided closer to home (Appendix 2). This was based on national and London benchmarks, current performance and took account of activity shifts that had already taken place. Generally assumptions about activity that could be shifted were made conservatively.  Work on the acute strategy is underway. In order to provide the most cost effective acute services, recommendations are likely to propose a more radical shift of services to the community.  This strategy with associated implementation and development plans is about building sufficient capacity and skill in the community in advance of these changes being made. Resources will also be released by the transfer to support the provision of these services in a community setting. Experience elsewhere suggests that further development of protocol driven care will lead to greater efficiencies in the numbers of people needing to access more specialist care and good access to diagnostics can help general practice in decisions to refer.  

We propose to ensure that all practices have sufficient capacity and skills to provide a standard range of services (level 1), some practices will provide enhanced services (level 2) and some practices and primary care centres will provide specialist services (level 3).  This will be mirrored by community services with generic or universal services (level 1) being provided throughout a locality and specialist services being provided in centres.  Services provided in people’s homes will cover general and specialist care.  The move to supporting practices to work on the basis of 1WTE: 1500 patients will assist practices in developing the capacity to manage part of this workload. 

Some plans are already being made that will support care being provided closer to home. Practice based commissioning clusters are developing a number of care pathways.  Plans are being developed for an intermediate care strategy providing a rapid response and “step-up, step-down care” (Appendix 3).      

NHS Brent welcomes views on what services can be delivered closer to home and how this can be achieved (discussion question 6).

4.5 How do we plan to achieve these improvements?

We want to ensure all practices are sustainable providing a standard range of services and all patients have access to a network of extensive services within a polysystem.

4.5.1.

Developing sustainable practices with a standard range of services
	All Brent patients will have access to practices that are:

	· achieving national targets for preventative screening and quality  

· open sufficiently to see and manage their patients well

· able to offer a range of services

· able to recruit sufficient staff to meet their workload

· located in suitable premises to meet their patients’ needs

· able to respond flexibly to change

	


We need sustainable practices in order to deliver the improvements we want to see. The traditional GP model was originally developed to meet a very different set of needs than is the case now. Many practices in Brent have already evolved from the traditional model but not all. Brent practice based commissioning clusters are looking at how practices can work together and we want to encourage and support this. Current practice capacity and performance is set out in Appendix 1.
A standard service proposal is being developed for all practices to provide. It is not envisaged that all practices working by themselves can offer all services to start with.  We are open to practices working together to provide this range of services. General practice provides a complex and wide range of services. Some of services in this range are set out below. 

	All Brent patients will have access to a standard range of practice based services:

	These are expected to include:

· minimum 45 hours opening each week 

· Immunisation

· Child surveillance

· level 1 long term conditions care

· Screening

· level 1 health promotion

· level 1 sexual health

· Diagnostics – ECG / phlebotomy / spirometry

· Choice of male/female GP

· Use of interpreting services
· Accepting patients for registration within a PCT agreed area 
· home visits
· access to levels 1 health visiting, district nursing and therapy services


NHS Brent welcomes views on how we can develop sustainable practices delivering a standard range of services and which services should form part of this  (discussion question 7).
4.5.3

Developing sustainable community services

	All Brent patients will have access to community services that are:

	· networked with GP practices and children’s centres
· patient centred working in multidisciplinary teams and work in an integrated way

· support patients in the community with an extended range of skills e.g. intravenous medication
· easily accessible with short waiting times 

· able to recruit sufficient staff to meet their workload

· located in suitable premises to meet their patients’ needs

· able to respond flexibly to change
· cost effective


4.5.4

Developing sustainable pharmacy services

NHS Brent pharmacies already provide a range of community-based services offering treatment for minor ailments, advice on taking medicines, especially those newly prescribed for a long-term condition and supporting people to enable improved self care, where appropriate. They can offer comprehensive sexual health services (e.g. emergency oral contraception, and Chlamydia testing) and other healthy lifestyle advice (e.g. weight management and smoking cessation services).
The pharmacy White Paper “Pharmacy in England Building on strengths – delivering the future” was published by the Government on Thursday 3rd April 2008. The aim for community pharmacy is to see Pharmacies:

· become “healthy living” centers promoting health and well-being and helping people to take better care of themselves; 

· be able to supply certain common medicines and be the first port of call for people with minor ailments – saving every GP up to the equivalent of one hour per day or up to 57 million GP consultations a year; 

· provide support for people with long-term conditions, especially those starting out on a new course of treatment; 

· developing new, widespread services; 

· providing more support for people with Long term condition – with routine checkups and monitoring. 

We want to work with pharmacies to develop this broad range of services and be a part of integrated care provision with general practice and community services particularly through the neighbourhood networks. With Brent’s extensive network of community pharmacies, delivering services from appropriate premises, it is well placed to be able to respond flexibly to change.

4.5.5

Developing sustainable dental services

2009/10 will be an integral year for oral health commissioning and the priority for the PCT will be to continue to develop NHS dental services that meet local needs for access, quality of care and oral health. 

The Department of Health Guidance ‘Commissioning NHS primary care dental services: meeting the NHS operating framework objectives’, launched in January 2008, emphasises the need to expand NHS dental services and increase access year on year through robust commissioning of local dental services. In accordance NHS Brent will be:

· Commissioning high quality services to achieve improved oral health.

· Ensuring that commissioned services prioritise prevention as well as treatment.

· Tailoring services to need with special attention paid to hard to reach groups.

· Providing better patient information about what services are available and how to access NHS Dentistry

NHS Brent will be undertaking an Oral Heath Needs Assessment/Scoping Report to inform the PCT of any existing gaps in dental provision. On the basis of current evidence, areas that will be prioritised will include the following:

· The uptake of oral health promotion in schools.

· An increase in specialist provision for vulnerable patients including domiciliary care

· The availability of general dental services, open access sessions and specialist services such as orthodontics, minor oral surgery and conscious sedation services 

· The existing community dental pathways and  patient flows to ensure seamless treatment provision 

· The development of a greater range of specialist services in community settings both to increase choice for patients and to avoid unnecessary hospital referrals.

· Improvement reviews of practices to ensure high standards of Infection Control, Health and Safety, Disability Access and medicines management.

· Rigorous Emergency and Out of Hours dental provision

· Fair and equitable access and improved choice for those segments of the population that cannot access or have difficulty accessing services 

· Addressing areas of poor oral health 

This will inform the local 2009-2012 dental commissioning strategy.  With good comparative information on the quality of services provided the PCT will effectively manage performance, sustain quality improvements and provide accurate information on oral health provision for patients and the public.  

4.5.6 Developing a polysystem (all levels)
NHS London requires all PCTs to develop polyclinic services for their residents with at least one polyclinic or system being in place by the end of 2012/13. A polyclinic or polysystem provides an extensive range of services for populations of 50,000 to 80,000 patients.  A polyclinic is a single site, a polysystem is a network of sites which deliver the same range of services. NHS Brent committed within the CSP to provide a polyclinic at Willesden by the end of 2009/10. Many of the services that make up a polyclinic are already on the Willesden site but need to be extended and delivered in more integrated way.  This strategy proposes we will provide polyclinic services for all Brent patients.  
	All Brent patients will have access to an extensive range of  services within a polysystem. Examples include:
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NHS Brent welcomes views on the range of services to be included in the polysystem and where and how they can be developed (discussion question 8).

5. 
Delivering the polysystem model of care
5.1
The emerging model

We are proposing the polysystem is delivered from three levels:

· Individual practices 

· Neighbourhood networks

· Locality health centres 

Individual practices – Similar to current arrangements. This includes pharmacies as well as general practice. Pharmacies have an important role not least in helping people deal with minor problems and in advising about medication. A number of the requirements above will need to be met at practice level. Additional resource and support will have to be provided to meet these. Not all practices will be in a position to meet these and a three year transition period is likely to be needed. During this time patients will be provided with these services/elements through the neighbourhood networks.

Neighbourhood networks – These are groups of GPs, pharmacists and other primary care providers working together, sharing skills and expertise, and cross-referring. These will provide standard services where practices are not able to currently, as well as extended primary care services, such as joint injections, contraception and sexual health services. Networks will also be the focus of extended long term conditions management (eg Level 3 diabetes care). Networks will be geographically based serving populations of approximately 15-25,000. Practices will be responsible for referring their patients in to networked services as appropriate. Networks will also act as the focus for community nursing and other community services like psychological therapies or counselling. This will provide for a far more integrated approach.  These networks will be supported by community teams working at sub locality level.
Locality Health Centres – these centres will provide a base for some general practices, additional walk in and booked services and a wider range of services including diagnostic services and ambulatory care. A number of these constitute elements of the polysystem. We are proposing at least one in each locality although some Practice Based cluster plans propose distributing services across more than one where this better meets the needs of the population. Centres will vary in size and service provision dependent on the needs of the catchment population and the opportunities to provide a service to a larger area in Brent.  Some Practice Based Commissioning clusters are considering locality health centres based in buildings (Kilburn, Harness for some services) others are proposing virtual health centres with services distributed across larger practices (Kingsbury, Harness for some services). Locality health centres will also provide opportunities for relocation for practices in poor accommodation. Potential premises can be identified for some of these centres, using existing NHS Brent community sites or premises, many of which are in good condition. Early exploratory work on these has analysed their accessibility. Some additional sites will also be needed. 
Appendix 4 shows some of the potential/existing sites and current access for patients.  We would expect community teams to be based at locality health centres.  Where centres are not easily accessible, we will work with the London Borough of Brent and Transport for London to improve access.  
Community services – We see integration of community services as an integral part of this model. Community services need to be dual facing, linking in with general practice and other primary care services, and working closely with the local authority particularly around children, older people, people with learning disabilities and those with physical disabilities. In the model we propose integration will be particularly at the neighbourhood network and locality level. The level and extent will be dependent on the individual service, for example there will be a very significant level of integration between general practice, other primary care providers and district nursing. The starting point will be commissioning services against service specifications. Integration will be at different levels and to different extents for different elements of community services. We would like to see integration through:

· a multi-disciplinary team approach

· extended primary care team working

· clarity about roles and relationships including sessional time commitments

· shared training and skills exchange 

· membership of and participation in neighbourhood networks

· a consistent geographic focus, including for some elements of community services, a locality health centres base.

We are about to embark on a development programme for community services to be able to deliver services which match service specifications. Over the next year we will want to extend the number of services where we have agreed a service specification and development programme for delivery for example children’s specialist services, therapy and rehabilitation services.
The following diagrams show how this polysystem model could be delivered for:

· urgent care

· long term conditions

· planned care 

· health improvement

Urgent care – acute time-limited condition



Long-term conditions
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Planned care







Improved health
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5.2
 Early responses to the proposed model
Patients, the public and clinicians have been involved in developing the proposals set out in this discussion document and in providing some early feedback. As part of this process a large scale deliberative event was held for a representative group of patients and the public. A summary of this report is being placed on the website at (address) and the full report is available from (address). Interactive voting was a key component of the day in seeking participant’s views. 
Outcomes of the votes included:

· 53% of participants felt current services met their needs quite or very well, 47% disagreed,

· when participants considered evidence about existing services 93% of participants agreed there was a case for change,

· 75% felt that the proposed model would improve services.

Practice based commissioners are developing more detailed plans for implementation and we want to hear their proposals. These proposals will need to be developed with the public, patients and other stakeholders such as other providers including NHS Brent community services, North West London Hospital Trust, the London Borough of Brent and the voluntary sector.  Any significant change will need to be publicly consulted upon.  At this stage it is not clear whether there will be significant changes or changes will evolve over the next five years.  We will keep the borough’s health select panel informed of our plans.

5.3 Making the model work
The proposed model is potentially more complex but more comprehensive than current arrangements. To make the model work, we will need:

Patient navigation arrangements - Staff at all levels of the networked model, administrative and clinical, will be crucial in ensuring that residents are navigated into the correct part of the system and that their needs have been met. In many instances the practice will be the key navigator. These arrangements will need to be supported by clear information and direction including information using freephones, the internet and in partnership with community organisations. 

IT – The networked system will be inoperable without an effective IT infrastructure that can safely and effectively transfer patient information. A small IT working group is being set up to look at short and long term solutions. Smaller scale networked systems are already operating in some areas of London.

Training and development – A number of the benefits of the proposed networked system will come from clinicians extending their skills and being able to work more closely together, particularly practices, community nursing and pharmacy services An Organisational Development programme will form part of the more detailed implementation plan. 

Sharing services – PBC clusters are looking at how some services can be shared. Shared front of house services in locality health centres will support patient experience of seamless and integrated care.

Service specifications and agreements – A range of formal mechanisms will be needed to support the networked model. This includes developing service specifications and agreeing contractual arrangements and monitoring for delivery.
Workforce –A detailed workforce plan will be required, we are planning to seek external support for identifying the workforce required. 

Travel arrangements for patients – locality and neighbourhood arrangements need to be accessible for patients by public transport and we need to commission transport for those who are not able to travel by public transport or private car and who currently meet hospital transport criteria.
Appropriate estate - This includes appropriate premises for practices to deliver the services proposed in this document as well as sites for the broader range of services envisaged. There are opportunities around better use of some of the existing estate, particularly some of the community estate. There may also be a need for some interim buildings while longer term solutions are being put in place. 

NHS Brent welcomes views on the supporting arrangements required (discussion question 9).

 5.4
 Investment and development plans
The proposed changes require significant up front development and investment. An outline investment programme is being developed. Some areas have already been agreed through the Commissioning Strategy Plan process. The following areas have been identified to date:
· GP services – increased capacity to provide a standard range of services and advanced access; network development.
· Urgent care – development of an urgent care centre on the Central Middlesex site.
· Intermediate care – development of integrated intermediate care and stroke pathways.
· Long term conditions care network services – increasing case management and Quality & Outcome Framework (QOF) achievement
· Planned care (particularly care transferred from secondary care services) – ensuring sufficient capacity and skills to provide care closer to home
· Community services – ensuring sustainable services are developed. 
Investment will be needed recurrently and non-recurrently, particularly to pump prima new developments in the community before resource can be released from secondary care.

We have proposed elsewhere in the document that we undertake further work on workforce development and pilot modelling networks of care for diabetes.  We intend inviting expressions of interest in developing service networks and to tender for external support in developing workforce requirements and networks.
Practice Based Commissioners have been involved in developing the model and outline plans are emerging in some clusters. To support clusters in doing this, work has begun on updating the locality needs assessment. Detailed implementation plans for the polysystem will now be developed on a locality basis within a Brent wide framework.  The timing of these plans will vary by locality but we propose supporting all clusters so they help NHS Brent develop detailed plans by September 2009.

NHS Brent welcomes views on the level and areas of development and investment identified in the outline investment plan (discussion question 8). 
5.4
Commissioning the services
NHS Brent in partnership with practice based commissioners and the London Borough of Brent is responsible for commissioning primary and community services.  PEC and PBC provides the clinical input to the world class commissioning cycle particularly inputting to health needs assessment; reviewing current service provision; deciding priorities; managing demand and ensuring appropriate access; and reviewing performance. It has therefore been entirely appropriate that we have had strong professional input to developing the strategy and proposed model of care.  We also want practice based commissioners to have strong input to the development of locality based plans.

NHS Brent has a distinct role in specifying outcomes for GP services and procuring and managing contract performance.  PBCs and community service teams are significant providers of service. It is therefore proposed to use the following principles when commissioning services as part of implementing this strategy and responsibility for achieving lies with the PCT:
	Circumstance
	Commissioner response

	Level 1 existing services but want to extend range
	Continue with existing provider with either a new contract for a new service or enhancement to existing contract

	Level 1 service with less than satisfactory performance and/or concern about sufficient capacity e.g., blood tests, screening
	Identify a range of any willing providers to deliver against an agreed specification

	Level 1 unsatisfactory performance
	Contract  management either achieving agreed improvement areas or terminate contract

	New level 2 service or new to a locality where the service is already being provided by some practices, community teams and is incremental development of services e.g. enhanced GP service or HPV immunisation
	Agree extension to existing contract or new contract for delivery of services against a specification defining quality, outcomes, price and activity


	Circumstance
	Commissioner response

	New level 3 service or new to a locality of small volume
	Identify a range of any willing providers or extend volume for an existing provider, all against a specification defining quality, outcomes, price and activity

	New level 3 service of significant value and/or volume
	Tender for the service using a specification


NHS Brent will be developing a contracting strategy for GP and pharmacy services which will enable practices to deliver a wider range of services.  This will be accompanied by more robust contract performance.  In dentistry, we will be undertaking an oral health needs strategy which will form the base for commissioning existing and new dental services.  For community services we are working towards greater specification for of outcomes and where these cannot be achieved, we will look for alternative providers of service.
5.5    Next steps
We want to discuss these proposals widely and feedback your views to the Brent NHS Board and other important forums. Once that has been done we will be developing more detailed plans and an implementation timetable. An indicative timetable is set out below.

	What
	When

	Finalise & agree discussion document – NHS Brent Board
	April 2009



	Seek wide range of views on discussion document, feedback to the Board & agree revised strategy
	April – June 2009

	Develop more detailed implementation plans & cluster plans & develop formal public consultation processes if required 
	May – Sept 2009

	Procure new services and network pilots
	Oct – March 2010

	Develop primary care contracting strategy for 2010/11
	April 2009 – March 2010

	Develop more detailed implementation plans for 2011/12,  20112/13
	Sept 2009 – Oct 2010


6.
We want your views

We would like your views on this document and in particular the eight discussion questions identified in the document.  We also want to know:

How well services currently meet your needs? (Discussion question 9)

Do you agree we have made a case for change in primary and community services? (Discussion question 10)

Do you think the proposed model will improve services? (Discussion question 11)

The full set of questions is set out in Appendix 6

 You can give us your views:
· at public meetings over the next six weeks (details to be inserted)

or
· by using the tear off page at the back of this document
or

· emailing or writing to us at the following addresses:

After this period we will present the outcomes of our discussions to the NHS Brent Board for consideration.  We hope you will comment. A list of organisations the discussion document has been sent to is contained at Appendix 7.
Appendix 1

Table 1: Practice features (by locality)

	
	List size
wte range
	List size average
	Size of practice
	% 60+
	Registered Population Size

	Harlesdon
	1633 - 4074
	2145
	1-2 5

3+7   5
	30%
	50,412

	Kilburn
	1300 - 3009
	1865
	1-2   8
3+7  7
	27%
	82,534

	Kingsbury
	1340 - 2229
	1773
	1-2   6
3+7  10
	27%
	78,017

	Willesden
	1228 - 4832
	2228
	1-2   6
3+7  5
	22%
	61,828

	Wembley
	1230 - 3330
	1990
	1-2   11
3+7   7
	49%
	74,643

	BRENT WIDE
	1228 - 4832
	1937
	1-2  37
3+7 33
	31%
	350,687


Table 2: Practice quality indicators (by locality)

	
	Childhood Imms @ 2

80% target
	Cytology

80% target
	48 hour access
	Open more than 45 hours
	Annual Patient Survey 3 indicators below PCT average
	Statin Pres-

Cribbing (target 75-80%)

	Harlesden

(10 practices)
	43%-93%

1 practice 

@ 80%+
	62%-91%

4 practices

@ 80%+
	6 practices achieving


	6 practices
	3 practices
	56-84%

2 practices achieving

	Kilburn

(15 practices)
	7 practices provided no data

45%-84%

2 practices

@ 80%+


	30%-79%
	12 practices achieving
	7 practices
	5 practices
	49-97%

5 practices achieving

	Kinsgbury

(16 practices)
	3 practices provides no data

74%-100%

11 practices

@ 80%+


	62%-82%

4 practices

@ 80%+
	10 practices achieving
	4 practices
	4 practices
	57-80%

5 practices achieving

	Wembley

(18 practices)
	1 practice provided no data

39%-99%

13 practices 

@ 80%+


	59%-84%

4 practices

@ 80%+
	15 practices achieving
	2 practices
	6 practices
	52-94%

2 practices achieving

	Willesden

(11 practices)
	2 practices provided no data

79%-95%

9 practices @ 80%+


	60%-84%

2 practices @ 80%+
	9 practices achieving
	5 practices
	2 practices
	36-85%

3 practices achieving


Table 3: Community premises (by PBC locality)

	
	Physical condition
	Cost to Category B
	DDA
	Statutory
compliance
	Functional
Suitability

	Harness
(10 practices)
	4 x Cat B
4 x Cat B/C

2 x not specified

	£225,000 to £325,000
	1 x Cat B
8 x Cat C

2 x not spec
	None
	5 x Cat 3S
2 x Cat 3/4

2 x Cat 4S

2 x not spec

	Kilburn
(21 properties including Kilburn Square)
	1 x Cat A/B
17 x Cat B

1 x Cat B/C

2 x Cat C


	£300,00
to

£650,000
	3 x Cat B
18 x Cat C
	3 x Yes
17 x No

1 x not spec
	1 x Cat 2
17 x Cat 3

3 x Cat 4

	Kingsbury
(12 properties

including Stag Lane)
	6 x Cat B
3 x Cat B/C

3 x Cat C
	£325,000 to £675,000
	1 x Cat B
10 x Cat C

1 x Cat D
	None
	3 x Cat 2/3
3 x Cat 3

2 x Cat 3/4
4 x Cat 4



	Wembley
(19 properties including Wembley & Sudbury PCC)
	5 x Cat A/B
9 x Cat B

3 x Cat B/C

2 x Cat C
	£275,000 to £475,000
	1 x Cat A
4 x Cat A/B

14 x Cat C
	2 x Yes
17 x No
	1 x Cat 2
1 x Cat 2/3

14 x Cat 3

2 x Cat 3/4 
1 x Cat 4



	Willesden
(11 properties)
	3 x Cat A/B
6 x Cat B

1 x Cat B/C

1 x Cat C
	£175,000 to £375,000
	1 x Cat A
1 x Cat B

7 x Cat C

1 x Cat C/D

1 x Cat D


	None
	5 x Cat 3
2 x Cat 3/4

4 x Cat 4

	Independents
(3 properties)
	1 x Cat B
1 x Cat B/C

1 x Cat C


	£150,000 to £250,000
	3 x Cat C
	None
	2 x Cat 3
1 x Cat 3/4

	ALL
	9 x Cat A/B
43 x Cat B

13 x Cat B/C

9 x Cat C

2 x not spec
	-
	2 x Cat A
4 x Cat A/B

6 x Cat B

60 x Cat C

1 x Cat C/D

2 x Cat D

2 x not spec
	70 x No
5 x Yes

1 x not spec
	2 x Cat 2
4 x Cat 2/3

41 x Cat 3

5 x Cat 3S

9 x Cat 3/4

12 x Cat 4

2 x Cat 4S

2 x not spec




Key – to be attached

NHS Brent community services performance

Figure 1
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Figure 2
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Community Services Fitness for purpose assessment
This assessment, carried out as part of review of community services, describes where individual services fit on a range of fitness for purpose indicators. The assessment was carried out at the time of the review (2007/8) and does not reflect more recent changes.
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CASS (LD)

Children's Therapies

Community Matrons

CTPLD

Retinal Screening

Brent Rehab Service

Children's Community Nursing 

CHD

Children's Medical

Continence

Dental

Dermatology

Diabetes

District Nursing

FOH A/E

Health Visiting

HIV

Homeless

Infection Control

In patient wards

MSK Phyiso

Nutrition and Dietetics

Peel Road (LD)

Phlebotomy

Podiatry

PC Mental Health

Respiratory

Robertson Ward

School Nursing

Substance Misuse 

Wheelchairs

WIC

Stoma

1.50

2.00

2.50
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3.50

4.00

4.50

1.50 2.00 2.50 3.00 3.50 4.00 4.50

Fitness for purpose

Fitness for purpose

High

Low

Low

High

HIGH

MEDIUM

LOW


Services assessed as high fitness for purpose – achieve quality national or local standards, demonstrate high productivity, demonstrate high patient satisfaction and low waiting times. These include childrens community nursing, therapies and medical services; continence and stoma care; dermatology care pathway, phlebotomy and primary care mental health services. 
Moderate fitness for purpose services – show some fitness for purpose characteristics but these are off-set by other elements. In some instances there was not enough information to make a judgement. These services meet some targets and can demonstrate patient satisfaction but can also show some problems around demand and capacity. These include community matrons, neuro-rehabiltation in-patient services, dermatology, respiratory, cardiology care pathways.

Falling short of fitness for intended purpose – These services lacked evidence to demonstrate achievement of national or local priorities, low cost effectiveness and cost benefit and immaturity of service model in comparison to neighbouring providers. In some instances they had high sickness absence, long waiting lists and recruitment challenges without a clear recruitment plan.  
	Specialty
	Services How reduction in acute activity will be achieved
	Acute hospital activity reduction (FYE)
	In year reduction  (09/10)

	NEL
	WCC Intermediate Care Initiative

NHS Brent has committed to the following community schemes planned to reduce emergency admissions:

· Enhanced CCT

· Acute care at home (Clinicenta)

· Enhanced end of life care (Clinicenta)

· Improved intermediate care & reablement

· Improved community nursing infrastructure to support improved management of people at home
	1,160 10/11

1,911 11/12
	397 FCE

	A&E attendance
	Subject to business case approval, NHS Brent intends to procure a new model of urgent care at CMH. 


	43,278


	21,639

(10,819  Minors/

10,819 Std)

	1st OPs
	Referral protocols, care pathways, skills exchange, polysystem

Trauma & Orthopaedics.

Ophthalmology.

Cardiology.

Dermatology.

Gynaecology.

ENT.
	1st  OPs

2,435 (10/11)

7,308 (11/12)


	1st  OPs

  163

  162

  162

  162

  162

Total 811

	Follow up OPs
	Referral protocols, agreed national benchmarked new:follow-up ratios, 

General surgery

Cardiology

T&O

Opthamology

Rheumatology
	Follow-Ups

9,118 (10/11)

18,236 (11/12
	

	General Surgery
	PSD Elective procedures (day cases)

Anticipated changes in patient choice based upon new market entrant (Clinicenta)
	180 (10/11)

360 (11/12)
	60


Appendix 2 – Planned shifts in hospital activity to the community

Appendix 3
Proposals for the Development of an Urgent Care Centre at Central Middlesex Hospital
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Proposals for the development of an intermediate care service
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Appendix 4
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Appendix 5
Discussion Questions

1. NHS Brent welcomes views on whether these are the right pledges to meet the needs of Brent residents and how they can be delivered 
2. NHS Brent welcomes views on whether we have identified the right reasons for change
3. NHS Brent welcomes views on how access could be improved
4. NHS Brent welcomes views on developing the right capacity within a practice and starting with diabetes care to develop a network of services
5. NHS Brent welcomes views on how we can better support people to improve their health and how these services can be more effectively delivered
6. NHS Brent welcomes views on what services can be delivered closer to home and how this can be achieved
7. NHS Brent welcomes views on how we can develop sustainable practices delivering a standard range of services
8. NHS Brent welcomes views on the range of services to be included in the polysystem and where and how they can be developed
9. NHS Brent welcomes views on the supporting arrangements required
10. How well services currently meet your needs?
11. Do you agree we have made a case for change in primary and community services?

12. Do you think the proposed model will improve services?
GP:


 GP services


  - Consulting and procedure rooms


  - Dedicated child-friendly facilities 


  - Core and extended GP services


  - Extended hours 8AM-8PM


 Practice Nurse services





Pharmacy:


 Medicines use review


 Medicines management services


 Anti-coagulation services


 Dispensing services


 Available 18 – 24 hours





Community services:


 District Nursing


 Health visitors & children’s services


 Midwifery


 Specialised therapies


 Outreach services (TB/HIV)


 End-of-life care


 Dieticians


 Available 12 hours





Other healthcare professionals:


 Optician


 Dentist


 Other health professional


 Available 12 hours 





Minor procedures:


 Phlebotomy


 IUCD


 Suture removal


 Joint injections


 Minor surgical procedures


 Joint injections


 Available 12 hours





Outpatient services:


 Management of chronic illness (e.g. COPD, asthma and diabetes)


 Community paediatrics


 Consultant or PwS


 Mental health


 Audiology


 Chemotherapy


 IV transfusions


 Access to pain management


 Available 12 hours








Urgent Care:


 Minor injuries unit


 Walk-in centre


 Urgent care centre


 Available out-of-hours





Long-term conditions:


 Detection of undiagnosed


 Screening & early detection


 Community matrons


 Management of disease registers


 Access to


  - Expert patient programme


  - Information prescriptions


  - Managers of complex needs


 Available 12 hours





Diagnostics:


 ECG, Pulse Oximetry, Spirometry


 X-ray, U/S and Vascular Doppler


 CTG


 CT, MRI


 Colonoscopy/endoscopy


 Haematology, microbiology and pathology


 Available 18 – 24 hours





Interactive Health Information Services:


 Smoking cessation


 Drug and alcohol information services


 Weight management


 Sexual health


 Dietary services


 Local services (e.g. social services, back to work services, and leisure facilities)


 Healthy living classes


 Available 18 – 24 hours








Neighbourhood


Networks (mini-clusters)


Community


Nursing teams for adults


and children





     Complex 











                Care





 





Care


Management








Enhanced


Services/





Case


Management/


Diagnostics





      


     Self


    Mgt & diagnosis


    Expert Patients





   Level 3





Level 4





   Level 2





Level 1








Locality Centre


Specialist Nurses & 


Doctors





  


Locality


Health Centres / Hospitals / Home Care





Neighbourhood


Networks (mini-clusters)


GP Led Health Centres/


Urgent Care Centre/ GP Practices/Community


Nursing





   General practices/ 


 Pharmacies (spokes)





  


  Hospitals





   General practices/ 


 Pharmacies (spokes)








Consultation/Home


 Care/Extended


         


         Hours/


      Walk-ins/


   Unregistered





 


 Home care


Inpatient care





  Major trauma








           Acute


  Inpatient beds





  Self


  Care


 Consultation





Level 1





Level 4





   Level 3





   Level 2





Home/community beds day care





 


Extended hours for real advice & information








Child Health promotion & opportunistic screening/


Immunisation








Health Information/ Smoking Cessation/


Health Promotion Programmes 


e.g. VRA








Health Information/ Advice/


Immunisation





Level 4





   Level 3





   Level 2





Level 1





Locality


Health Centre





Locality


Health Centre


Therapy services/ Community Paediatricians





  





Locality (Cluster) Children’s Centres





  





(Cluster) Health


Centre/ Hospitals











Neighbourhood


Networks (mini-clusters)


Schools/Health visiting/School nursing





   


General practices/


 Pharmacies (spokes)





Level 4





Level 1





 


Outpatients/


Outpatient procedures/


Diagnostics








Inpatient








           Admission





Minor procedures/ diagnostics/ 


Enhanced consultations/


Therapy services





Diagnostics


Outpatient


Booking


Minor procedures


Day surgery





   Level 3





   Level 2











Neighbourhood


Networks (mini-clusters)





   


General practices/


 Pharmacies (spokes)





The Rationale:


Increasing numbers of people with minor injuries/illnesses are attending A&E


Common attendance reasons include not being able to get a GP appointment, wanting immediate/quick attention, convenience





The Centre:


Opening 24 hours, 7 days a week


Seeing all walk-in attendances, including children (except those with designated conditions)


Assessing & treating within 4 hours


Supporting attenders to make best use of primary care services, booking GP appointments, supporting registration with a local GP


Supporting patients without urgent care needs to access advice/care through community pharmacists/GPs


Sharing information with GPs/relevant services the day following an attendance


Referring unregistered patients directly to a hospital speciality if a rapid appointment is required (eg 2 week cancer referral system)


Seeing approximately 830 people a week 





The rationale: 


A report found services were variable, not integrated and inconsistent, and consequently not working to maximum effectiveness. This included care for people with stroke


A new model is being planned to integrate existing teams and work differently


A number of events are being held to discuss this.





 The new model is likely to include:


A single assessment process


A rapid response team providing more intensive support/care for 72 hours


A multi-disciplinary team, working to integrated pathways across health and social care


A short term service including temporary beds (step-up providing more care for people at home; step-down providing more care following an acute hospital stay), short term re-ablement, short term rehabilitation and acute home care


A flexible range of domiciliary and bed based services


Outcome focussed rehabilitation based on standards and best practice


A new stroke care pathway, based on NHS London stroke care patheway


Discharge to generic services, longer term care or self-care


Capacity, once it is in place, for 480 people who would otherwise be admitted to hospital 
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CASS (LD) Children's Therapies Community Matrons CTPLD Retinal Screening Brent Rehab Service Children's Community Nursing  CHD Children's Medical Continence Dental Dermatology Diabetes District Nursing FOH A/E Health Visiting HIV Homeless Infection Contro	CASS (LD)	Children's Therapies	Community Matrons	CTPLD	Retinal Screening	Brent Rehab Service	Children's Community Nursing 	CHD	Children's Medical	Continence	Dental	Dermatology	Diabetes	District Nursing	FOH A/E	Health Visiting	HIV	Homeless	Infection Control	In patient wards	MSK Phyiso	Nutrition and Dietetics	Peel Road (LD)	Phlebotomy	Podiatry	PC Mental Health	Respiratory	Robertson Ward	School Nursing	Substance Misuse 	Wheelchairs	WIC	#REF!	Stoma	Service 35	Service 36	Service 37	Service 38	Service 39	Service 40	
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