Clinical Governance priorities – 2004/5 


Addendum on CHD NSF


NATIONAL SERVICE FRAMEWORK FOR CORONARY HEART DISEASE

Aim: to contribute to the target reduction in deaths from circulatory diseases as outlined in Saving Lives: Our Healthier Nation of up to 200,000 lives in total by 2010.

	National Standard Or Local Priority
	Progress against milestone – July 2004

	NSF Standards One & Two – Reducing Heart Disease in the population:

Key target/milestone:

NHS and partner agencies should:

· develop, implement and monitor policies that reduce the prevalence of coronary risk factors in the population and reduce inequalities in risks of developing heart disease. 

· Contribute to a reduction in the prevalence of smoking local population.

NSF Standards One & Two - Reducing Heart Disease in the population [cont.d]
	· Joint CHD/Diabetes primary prevention sub-group started.  Stakeholder event planned for 25th November.  Stakeholder event went ahead as planned and was a great success.  Group work from the day has provided a framework for primary prevention work with children and adults in regards to smoking cessation, healthy eating, exercise etc.

· Joint CHD/Diabetes dietitian currently working with 3 community groups: Swaminarayan Temple, Asian Womens Resource Centre & Pakistani Workers Association.  Screening sessions planned.  Screening programme commenced, with approx. 200 people screened in 04/05.
· Healthy Weight management clinics continue where tailored care plans are developed with patients. A similar programme for children Eat 2 B Fit Club has also started.  Two full programmes have been completed and a 3rd is about to start.
· A Healthy eating and cooking programme includes shopping trips, healthy eating discussions, menu planning and cooking sessions.  The CHD/Diabetes Ethnic Health Dietitian has run this programme at the Asian Women’s Resource Centre and at the Pakistani Centre.  The evaluation results showed that the participants involved took on board the advice and were starting to cook and shop more healthily for their families.  At the Pakistani Centre, a group of 23 women recorded 60% with significant weight loss following participation in the healthy eating programme.
· Obesity management - an evidence-based Weight Management & Exercise Programme was launched in January 04.  Healthy Weight Management Programmes continue on a rolling basis.  Current programme is recording average weight loss of 3kg at the halfway stage.
· The extended school programme in Queens Park Community School which includes smoking cessation, healthy eating and drugs & alcohol programmes for pupils/staff and the community.
· Supporting Brent’s schools in the Healthy Schools Scheme. The focus is on schools that have more than 20% free school meals as this is a government target.  Schools Dietitian works with 12 Brent Primary Schools and has recently recruited a further 3 schools.  Evaluation of the post by the Children’s Fund (balanced scorecard evaluation) gave it the highest possible rating of 100% which placed it above all other current Brent Children’s Fund programmes.
· Healthy Steps Programme, which recommends combined actions such as running healthy eating activities and physical exercise projects together. These are based in the heart of the community such as in places of worship, social clubs, hostels and care homes
· Campaign briefings and events have taken place to raise awareness and provide information on National No Smoking Day, 5-A-Day and World Mental Health Day.  ‘Healthy Heart’ CHD dietsheet being produced in English and 5 other languages.  Ethnic versions contain tailored advice for each group
· Planned campaign to look at Women and Heart Disease in the community following detailed research by Dr Ghada Mikhail, Consultant Cardiologist, CMH.  Statistically, heart disease is a bigger killer for women than Breast Cancer.  The BHF will shortly be launching it’s ‘Red Dress’ national campaign to raise awareness.  The CHD Team will be supporting this process.

	NSF Standards Three & Four –

Preventing CHD in high risk patients

Key target/milestone:

General practitioners and primary care teams should:

· identify all people with established cardiovascular disease and offer them comprehensive advice and appropriate treatment to reduce their risks.

· identify all people at significant risk of cardiovascular disease but who have not developed symptoms and offer them appropriate advice and treatment to reduce their risks.
	· CHD registers installed in all GP practices to identify patients who have, or are at risk of developing CHD.  Continued work in practices is facilitating improved use of the call and recall systems.  Following Audit Report, review of CHD Registers to be undertaken by Cardiac Nurses and Action Plan devised to ensure practices propagate appropriate treatment to reduce risks.
CHD PAG has taken over responsibility for the data relayed by Practices.  Those requiring assistance will be supported by the CHD nurses.  Gaps in information, highlighted and deemed as high risk by the Auditors, are being built into the 2005/6 GMS contracts. 
· Prescribing guidelines of Cardiovascular Disease management produced and launched in May 2003.  This provides guidance and appropriate treatment of people with established CHD.  Guidelines are to be reviewed by Brent and Harrow PCTs and NWLHT and updated.  Review date:  May 2004 – By end June 2005.

	NSF Standards Five, Six & Seven –

Heart Attack and other acute coronary syndromes

Key target/milestone:

· People with symptoms of a possible heart attack should receive help from an individual equipped with and appropriately trained in the use of a defibrillator within 8 minutes of calling for help, to maximise benefits of resuscitation, should it be necessary.

· People thought to be suffering a heart attack should be assessed professionally and, if indicated, receive aspirin.  Thrombolysis should be given within 60 minutes of calling for professional help.

NHS Trusts should put in place agreed protocols/systems of care so that people admitted to hospital with proven heart attack are appropriately assessed and offered treatments of proven clinical and cost effectiveness to reduce their risk of disability and death.
	· Most Brent PCT sites are equipped with a defibrillator.  Training on defibrillation is offered to clinical staff (part of the wider training opportunities in the Brent Learning directory). 

· Management of aspirin included within the Prescribing guidelines.

· Door to Needle thrombylisis targets (national) achieved by NWLHT.  Brent above national Target.  National 58%, Brent 75%
· Policies around revascularisation and primary angioplasty are being developed by the NWL CHD network.  NWL Cardiac Network is implementing a shared rota for Primary Angioplasty and revascularisation between SMH, RBH and HH.  
Rota’s commenced May 2005.  CMH/NPH are working together to formalise a future strategy for Primary Angioplasty services for NWLH Trust.

	NSF Standard Eight – 

Stable angina

Key target/milestone:

People with symptoms of angina or suspected angina should receive appropriate investigation and treatment to relieve their pain and reduce their risk of coronary events.


	· The initial HAZ CHD programme provided support for CHD patients awaiting an angiogram or further interventions in secondary care.  This was conducted by the cardiac nurse team through workshops and the distribution of information leaflets.  
NWLHT waiting lists for angiograms are considerable and growing – an indication of the improved use of diagnostic services by primary care, as well as a risk.  NWLHT consultants have agreed to consider alternative tests where possible, e.g. Stress ECHOs, to avoid lengthy waits.  A key component of the Brent Cardiology Model is a ‘no-wait’ system of care. Discussions are taking place to eliminate the waits for ECHO tests.  This will be undertaken by NWLH clinicians, PwSI, GPwSI’s and Technical staff.  Clearance expected by September 2005.

	NSF Standards Nine &Ten –

Revascularisation

Key target/milestone:

· People with angina that is increasing in frequency or severity should be referred to a cardiologist urgently or, for those at great risk, as an emergency.

· NHS Trusts should put in place hospital-wide systems of care so that patients with suspected or confirmed coronary heart disease receive timely and appropriate investigation and treatment to relieve their symptoms and reduce their risk of subsequent coronary events.
	· Development of registers to identify at-risk patients is ongoing. 

· Referral mechanisms to secondary care in place.  

· A sector-wide revascularisation policy is under review which allows for updates in service provision, as well as the Paddington Basin redevelopment where a combined service (currently based at St Mary’s and Royal Brompton Hospitals will be located.   Being steered by the NWL Cardiac Network.  Centralised rota being developed between SMH, RBH and HH.
      Rota’s commenced May 2005.  

	NSF Standard Eleven –

Heart Failure

Key target/milestone:

Doctors should arrange for people with suspected heart failure to be offered appropriate investigations (e.g. ‘ECHO’ [echocardiography] or electrocardiography) that will confirm or refute the diagnosis.  For those in whom heart failure is confirmed, its cause should be identified – treatments most likely to both relieve their symptoms and reduce their risk of death should be offered.


	· Heart Failure workshops run by the cardiac nurse team have been merged with the FleXi Heart Plan programme to allow more flexibility to patients, particularly hard-to-reach groups e.g. the housebound or patients will limit movement.  Additional ‘lifestyle’ days dedicated to heart failure patients are offered with a focus on medicine management.  Ongoing.  Expert Patient programme being developed in conjunction with PPI, CMH Cardiac Nurse Consultant and CHD Nurses.  Five patients attended EP programme and available/ready to support in community. 
Brent ‘EP’ programmes to be run in June and September.  Generic course which will be open to all patients who have CHD, Respiratory and Diabetic diseases. 
· Prescribing guidelines on Heart Failure management developed and launched in May 2003.  Review Date: May 2004.  Guidelines are being reviewed jointly by Brent and Harrow PCT and NWLHT.   By end June 2005.
· A Community ECHO service installed in Brent since May 2003. Currently at Wembley Centre for Health & Care once a week, this was a joint project between Brent and Harrow PCTs, NWLHT and the CHD Collaborative.  Ongoing, will be reviewed and incorporated in the Cardiology Model of Care for joint integrated working across primary and secondary care.  
Additional ECHO will be purchased for use by PwSI/GPwSIs for new ECHO service at Willesden.  Commences September 2005. 
· Fast Track Shortness of Breath clinic facilitated by the GPwSIs and cardiac nurses due to start in September 04.  Initially to be based within Central Middlesex Hospital during pilot phase.   Clinic commenced 19th January with referrals from CMH Consultants and GP’s.  Currently at CMH, but will move to Wembley in July 2005.


	NSF Standard Twelve –

Secondary prevention and Cardiac Rehabilitation

Key target/milestone:

NHS Trusts should put in place agreed protocols/symptoms of care so that, prior to leaving hospital, people admitted to hospital suffering from coronary heart disease have been invited to participate in a multidisciplinary programme of secondary prevention and cardiac rehabilitation.  The aim of the programme will be to reduce their risk of subsequent cardiac problems and to promote their return to a full and normal life.
	· Phases 1 & 2 – the initial stages of cardiac rehabilitation and secondary prevention are provided in secondary care.  The main secondary/tertiary centers for Brent patients are: NWLHT, St Mary’s and the Royal Brompton & Harefield.

· Phase 3 - A rolling FleXiHeart Plan (FHP) cardiac rehabilitation programme has consolidated the existing structured programme with a more flexible menu-based option for cardiac rehab and heart failure patients.  Under the 6-month FHP programme, each patient has an identified care-manager (cardiac nurse) who, together with the patient, develops a care plan tailored to individual needs.   The care plan offers a number of options for the key components of cardiac rehab (exercise and education).  Lifestyle Days are held across Brent, facilitated by a multi-disciplinary team.  Patients with low-moderate risk attend the community programme, which high-risk patients are registered onto the hospital-based FHP programme (provided at Northwick Park).  A FHP patient support group has been set up.

     The Diabetes Dietitian has undertaken monthly talks for this          

      programme in different localities.

NWL Cardiac Rehab Group launched on 4th May 2005.  Aim to standardise Phase I/II/III rehab care and good practice across the sector.  Membership from Tertiary/Secondary/Primary settings with a view to streamline patient pathways and iron out disparities.
Phase 4 – An exercise programme facilitated by Brent Council offers a subsidised ongoing exercise programme, facilitated by a BACR instructor.   Phases III and IV ongoing.  Discussion being held to hold evening dance sessions and swimming lessons with sessions across the localities and at Wembley/Willesden.  Discussion with Public Health to utilise Exercise Instructors.  Brent Heart of Gold Group established.  Launched on 13th January 2005.  First meeting on 1st February 2005.  Further meetings on 4th April, 4th May, 7th June (AGM).  Further meetings planned from September 2005.  
Strategy formulated with CHD team to include Counselling services and develop Expert Patient programme to support self management and offer advice and assistance to patients from ‘EP’ tutors.


