BRENT OLDER PEOPLE LOCAL IMPLEMENTATION TEAM

NATIONAL SERVICE FRAMEWORK UPDATE 2005

Draft July 2005 

[image: image1.png]


[image: image4.png]The North West London Hospitals m

NHS Trust



            [image: image2.png]Central and North West London m

Mental Health NHS Trust



                   [image: image3.png]Brent m

Teaching Primary Care Trust
Working with our partners for a healthier Brent



           
INTRODUCTION AND BACKGROUND

The NSF review is undertaken to capture yearly progress to date and state in measurable terms what actions are needed for the next year in order to implement the National Service Framework. It has targets and actions which overlap with the requirements of the Brent Local Delivery Plan .The last two years have seen numerous activities across the multi-agency partnership working to progress and meet required milestones set out in the NSF for older people. It has also provided an opportunity to stakeholders engaged in specific activities to identify service gaps and the need for additional investment of resources from the health and social care agencies. 

The NSF review is a statement that demonstrates that:

· Change is being managed across multi agency working in Brent

· Professional commitment is strong

· Stakeholders are able to recognise areas of joint working

The NSF implementation is a requirement for the Brent PCT, Acute Trusts and London Borough of Brent in partnership with the independent sector as well as our communities. It should not be interpreted in isolation to other crucial planning activities notably the Local Delivery Plan (LDP) of Brent PCT.  Brent PCT and Social Services will be measured against performance on key targets as set out in the Local Delivery Plan. Of the Brent PCT and the local authority business and development plan must comply with other key legislation notably, the revised Race Relations Amendments Act in all its planning and service provisions for older people in Brent.

To date some of the key NSF milestones have not been developed fully. However, further progress is planned during 2004-05 supported by the new investment from the Brent tPCT Local Delivery Plan.  The Stroke and Falls service patient care pathways is integral to the whole system integrated Intermediate Care and Rehab Strategy across the primary and secondary care that would be supported by robust protocols for supporting care users across services. The well being of older people is to be improved by targeting generic health promotion strategies through robust monitoring and audits to ensure that they benefit from the various services.
Overarching Action
A Local Implementation Team has been in place since 2001 and revised membership since 2003 with Terms of Reference, to ensure that service planning and commissioning addresses age related issue.

Service users and carers are represented in planning through the Pensioners Forum. BME communities are represented on our LIT. A new initiative has been developed to address the need of our Muslim community. However, further initiatives needed to address and support further our BME communities.

Clinical champion for older people identified - Service Manager for Older People Services Brent tPCT; Service Manager for Older Adult Services, CNWL Mental Health Trust; and further supported by Brent tPCT Professional Executive Committee representative, Lead for older people service. Non-Executive board member of Brent tPCT and CNWL Trust has been appointed but we need increased awareness amongst clinical leaders and other front line critical staff on the role of clinical champion. 

The local authority Champion for Older People is Councillor Ralph Fox.

Brent tPCT updates and consults staff through a variety of mechanism e.g. PEC lead members for older people services at the Professional Executive Committee (PEC); PEC lead representation at the Health and Social Care Partnership Board; and at the localities forum for each locality.

Brent tPCT priorities financial allocations based on the overall priority of the NHS Plan and the Local Delivery Plan which links to the critical priorities of the National Service Framework for Older People.
Brent tPCT is updating its IT system to reflect broader changes in primary care commissioning such as the nGMS which is to capture age based issues and access to services.

Standard One: Rooting out age discrimination
Aim: To ensure that older people are never unfairly discriminated against in accessing NHS or social care services as a result of their age 

Rationale: Fair access is at the heart of good public services. Decision about treatment and care is made on the basis of each individual’s health needs not their age. Older people from black and minority ethnic groups can be particularly disadvantaged and are likely to suffer more discrimination in assessing services
	NSF Milestone/Targets
	What has been done 
	Assessment of current situation
	Indicators

Amber
	Lead
	By when

	April 2002-October 2004
	
	
	
	PCT
	SSD
	CNWL MH Trust 
	NWLH Trust
	

	Actions:

Establish local leadership for older people’s services


	Brent tPCT’s Professional Executive Committee has a lead for Older People; primary care lead for older people on the LIT has been nominated 

OPS business plan includes objective to implement the NSF.


	
	
	Paramjit Singh

Patrick Laffey
Paula Roberts 


	Ros Howard 
	Fiona Sutcliffe
	Clare Walker
	Completed 

Completed 



	Establish a review, with service users and carers of all relevant policies to ascertain whether they enable older people to access services on the basis of needs or whether there are also age criteria which determine access

Milestone: Oct 01 – audit
	First Age Audit completed in Dec 2001, user involvement not sufficient 

PCT services are primarily delivered on the basis on needs rather than age. New IT system to audit services access by older people. 

	Annual review not completed; LIT to action annual review

Further consultation planned with user groups


	
	
	
	
	
	Planned sessions with user and carer groups begin in the new year to report as part of annual review to LIT 

	
	NWLH Trust – all services are now covered by non age related polices of the trust

BKCW Trust (now CNWL MH Trust) – Trust use of CPA document ensures access to services by need;

Park Side Health Trust (now Brent tPCT)– All services have an action plan to address age related issues
All SSD services and policies non-age discriminatory.

In OPS policies audited by BSI annually.
	All policies are non discriminatory.

6 monthly BSI audit and monthly internal audit have not identified and concerns re age discrimination
	
	
	
	
	
	

	Within the NHS, agree a rolling programme to tackle any areas of discrimination which are identified including additional resources (both financial and human) where these are required 

April 02 – action to address discrimination in HimP, SAFF, JIPs
	Action in plans – see LDP 2003 –04, 2004-05

BME pilot commissioned to establish patterns and level of care of elderly people.

Each agency responsible for monitoring age related practices. Every standard in the NSF is considered by Multi-agency sub groups with a remit to develop practice and services.
Older persons housing strategy reflects NSF priorities
	Report to LIT

Annual reviews by identified operational leads to support NSF actions required.

LDP for 05-06 to include service developments in line with the previous reviews.  
MH services age discrimination audit did not reveal any explicit age discrimination. It did highlight issues around equity of provision and access to services at a national level. 
	
	
	
	
	
	LDP Annual cycle of review and report to LIT in October

	Implement for social services, guidance on Fair Access to Care Services 

Milestone: April 02 Councils to have reviewed their eligibility criteria for adult social care to ensure they do not discriminate against older people
	FACS criteria agreed and implemented in April 2003 with service for those in Critical and Substantial bands, and advice and information to Moderate and Low.

Where assessments come to panels for resources FACS compliance checked.

	Recent audit shows not consistent. 

Plan to remedy by file audits and briefing

Recent audit of OPS assessment process shows the indicators that lead to FACS determination are not applied consistently. 

Remedy by changes in assessment format that identifies Risk as the main determinant when applying FACS

Plan to remedy by file audits and awareness training


	
	
	Ros Howard
	
	
	Social Services Audit system in place

	Involve staff in implementing this programme providing additional training and support where necessary


	Clinical training sets out need based intervention 
	Ongoing clinical training programmes for PCT staff that outlines need based intervention


	
	Clinical training is coordinated by primary care and Training and Development unit
	
	
	
	Ongoing training for front line health staff; 

 monitor service access by older people as a result of staff training



	Communicate this programme of work to patients and users and carers and to the local community
	PCT Localities forum act as the communicating channel to cascade information 
	Brent Leaflet for Older People jointly with the Local Council
	
	
	
	
	
	ongoing

	Milestone: October 02 

Analysis of levels and patterns of services for older people and establish benchmarks based on health outcomes and needs

Once this work is complete and we have appropriate benchmarks local health systems should from 2003/04 be able to demonstrate year on year improvements in moving towards the benchmarks
	Initial mapping and benchmarking of older people’s service completed. Has contributed to IC and Rehab strategy

New Willesden Service and bed modelling completed.

Acute Trust has non-age based service model for seamless care. 


	Draft Brent Intermediate Care and Rehab Strategy in place

Initial impact of BECAD clinical redesign undertaken as a part of the Brent Intermediate Care and Rehab Service Model but would require further audit once BECAD is fully operational in 2006 
	
	
	
	
	
	IC and Rehab map completed and new visioin across primary and acute and social care agreed



	
	NWLHT – stroke sentinel completed.

Older People Services across health are provided by the Brent tPCT, NWLH Trust and CNWL Mental Health Trust – PCT. 


	Audits completed every 2 years

PCT and Acute trusts to collect data by age.  


	
	
	
	
	
	Acute Trust and PCT to have IT systems in place  to capture information on older people care- Evolving agenda linked to the Single Assessment Process implementation 



	
	
Falls care pathway mapped

and

Stroke care pathway mapped
	Falls co-ordinator in post .

Stroke – co-ordinator in post; 

Care pathway for Falls in the community being completed including the independent sector and wider prevention strategy 
	
	Falls Co-ordinator


	
	
	
	completed

Falls Sub-group leading By September 2005

 

	
	Older People mental health services mapped in the following areas and gaps identified:

. continuing care pathway

. CPN and Admiral Nursing

. GP protocols in primary care for Depression and Dementia care


	 Social Services, PCT Acute Trust and mental health trust away day completed with action plan for improved integration being developed

Integrated Mental Health Strategy is being deevloped

 
	
	
	LIT and 

Mental Health Sub group
	
	
	Dec 2005

	
	Yearly PCT Clinical Governance reviews completed to monitor service developments and identify gaps for the LDP consideration  

	See above


	
	
	
	
	
	Annual reports to LIT in October

	
	Continuing Care action plan identified.

Placement panel has been introduced jointly with Social Services 

	Action plan being implemented

Improve contract monitoring through revised process. 

Development and monitoring arrangements through the reconfiguration of the joint commissioning team – a new contract team in place by April 2005
	
	
	
	
	
	Decision Awaited pending PCT restructuring process

	Councils should begin to review the circumstances of all individuals in receipt of social care services.


	OPS have review team, which is completing reviews. FACS checked at same time and care package adjusted as necessary.


	Action to improve reviews is planned

An outcome of reviewing needs and service provision is an increase in the number of people being supported in their own home.
	
	
	
	
	
	


Standard Two: Person Centred Care

Aim: To ensure that older people are treated as individuals and they receive appropriate and timely packages of care which meet their needs as individuals, regardless of health and social services boundaries

Rationale: Older people and their carers should receive person –centred care and services which respect them as individuals and which are around their needs. Proper assessment of the range and complexity of older people’s needs and prompt provision of care (including equipment and continence service) can improve their ability to function independently, reduce the need for emergency hospital admission.

	NSF Milestone/Targets
	What has been done 
	Assessment of current situation
	Indicator
	Lead
	By when

	April 2002-June 2004
	
	
	Amber
	PCT
	SSD
	CNWL MH Trust 
	NWLH Trust
	

	Agree at Board (NHS) and Committee (SSD) level their core values for the care of older people and how in practice they intend to make sure that needs are best met.

Milestone:

June 2001 Local arrangements for implementing the NSF are established

Communicate this to older people and their carers and to the wider community

	Vision agreed;

Now incorporated into JC Strategy

LIT established based on core values

To plan stakeholder day 


	Values, priorities have been agreed and consulted on with service users and carers

Commissioning priorities agreed by the LIT through the joint commissioning strategy

Report will be submitted to council members and PCT board for information and further consultation

To agree date for the next stakeholder day with LIT
	
	LIT
	LIT
	LIT
	LIT


	November 2004



	Involve staff, users and carers in reviewing the information provided for older people across the organisation – and where appropriate across the whole health and social care system

Agree a rolling programme to develop local information systems so that information is provided in appropriate format and languages, for both older people and their carers. This should be in line with Better Care Higher Standards charters guidance.


	Information on web for SSD

Printed information reviewed 2004.

Information on specifics – charges, 


Better Care, Higher Standards has been reviewed and will be published in spring/summer 2005 

A new signposting booklet ‘Services for Older People’ for people over the age of 50 has been produced following discussion with users at the Pensioners Forum and with voluntary agencies which gives details of a wide range of services available locally for Older People.   This is being distributed widely across the Borough from April 2005
Carers PAG (priority action group) in place. The remit of this group is to be consulted on all strategies as well as to develop carers’ strategy linking with all existing plans and priorities.


All Social Services public information is available upon request in translation, large print and audio tape
	Programme of review with users set up

PCT Annual General Meeting with involvement of user to share and review information

Carers centre involved in reviewing carers assessment procedures

	
	
	Mike Bibby
	
	
	Doc complete and 

Distribute 

	Agree local arrangements for a single assessment process for older people. This process will cover both health and social care needs, including physical and mental health

Implement the single assessment process

Milestone: April 02, later amended to April 04

The single assessment process is introduced for health and social care for older people.

Ensure that, where appropriate, the carers of older people are offered their own assessment of their caring and health needs.
	SAP steering group in place.

Single assessment process third progress report submitted to the DOH in June 2004 - 
IT based solution has been agreed by the North West Sector. 

FACE subscribed to.

Use of overview assessment introduced in SSD files.

Contact assessment in place and used for hospital discharge with S2 and S5 documentation between NWLHT and SSD.
GPs link 75+ checks to SAP through Care management and the Care Co-ordination Service.

Carer assessment within overview assessment 


	SAP implementation – use of overview assessments by all agency assessment staff to be rolled out during April 2005
Training of all front line staff and managers on overview continuing through the year

Timetable for IT introduction being negotiated with possibility of interim solution for secure web based system with Hammersmith and Fulham.

Need protocols and procedures for implementation plus training 
Single point of access for IC and Rehab service to be monitored to audit impact of early prevention and screening.

Target of implementing carer’s own assessment 

Action on acute wards as part of SAP to improve take up
	
	Brent SAP Task Group
	Brent SAP Task Group
	Brent SAP Task Group
	Brent SAP Task Group
	Assessment in place by April 2005

Training completed 

Protocols agreed by April 2005

IT to be agreed 

Further training needs identified for GPs –resources to be identified with time scale



	Milestone; April 2003 Systems to explore user and carer experience should be in place in hospitals, all NHS and PSS organisations. this will include regular use of the surveys to be developed within the national programme for NHS patients and carers

Milestone: April 2004 Systems to explore user and carer experience in PCTs should be in place

	PALS service set up by the PCT.

NWLHT has PALS service which includes user/carer experience

NSF implementation and wider service changes in Brent are put to the consultation via the Brent Pensioners Forum and annual stakeholder day.

Improving Practice Toolkit Questionnaire (IPQ) has been used by GPs to obtain individual patient experience of their practice.   

User & Community Working Group provides opportunity for regular user and carer feedback on services.

Discharge survey conducted at Willesden
 
	Proven to be a valuable resource in terms of capturing needs. Yearly report to the board
Regular PALS progress reports to PPITCO. 

CNWLMH Trust receives quarterly complaints report

 user groups being developed as an evolving process
Action Plans to be developed by GPs in response to IPQ

PALS and other PPI & Carers Reports regularly submitted to the U&CW Group.

Report with recommendations being

	
	Judith Lockhart

Paramjit Singh

Judith Lockhart

Judith Lockhart

Paula Roberts/

PALS

	Ros Howard


	Fiona Sutcliffe
	Ian Atkinson
	Regular

surveys 

Dec 04

Yearly Stakeholder day 

Outcome of surveys reported to LIT

June 2005

Bi-monthly meetings

2004/05



	
	Nutrition and Dietetics continue to cover some very urgent patient care.  However, resourcing of Dietetics to enable us to deliver an apporpriate level of service is not imminent.  Therefore, further discussion with the Joint Commissioning Team will be needed if we are to identify a way forward.

	Minimal service to support nursing home placements and request for service development would be made

In the next Local Delivery Plan of the PCT
	
	
	
	
	
	

	Establish a single integrated community equipment service, which meets key national targets. Milestone:  April 2004 Single integrated community equipment services are in place.


	Joint Equipment Service sec 31 in place; IT system tendered; tendering for cleaning contract; 

SSD lead of service and steering group.

Current PI for delivery of all equipment within 7 days IS 78%


	IT system has been introduced since 1st October 2004. Staff training taking in place 

Improving PI through a Trusted Assessor Scheme that enable Care Managers to identify and order up minor equipment to enable a quicker response to meet client needs.

Data Quality Review has been carried out by auditors, Price Waterhouse Coopers
Target PI for 05 is 90%
	
	Gaby Napoletani

Gaby Napoletani, Germaine Cumming, 

Bridget O’Dwyer

	Diane Brown

Lennie Sahota

Linda Mann
	
	Claire Walker

Claire Walker
	Completed

By April 2005

By April 2005

September 2005

	Implement Integrated continence service in place. Milestone: April 2004 All local health and social care systems should have established an integrated continence service.
	Integrated continence care pathway in place in line with evidence based practice; 
Specialist nurse in Continuing Care team providing the service
Funding identified inLDP 04-05 service development funding for extra post
	New continence nurse post being advertised to provide additional support to care homes in Brent. 

Yearly audit jointly with Social Services to ensure that older people have benefited from the new resource to support their care needs in nursing home

Continence management programme in place


	
	Paramjit Singh and Elizabeth Holmes

Bridget’O’

Dwyer
	Ros Howard
	
	
	October 2005

Ist audit October 2005 and report to LIT



	Milestone:  April 2003.

NHS organisations should have systems in place to ensure all complaints from older people, or their carers and relatives, are analysed and reported to each Board.

	PCT Complaints procedures in place

PCT board receives annual complaints report to capture patient experience and agree action plan;

NWLHT Board takes complaints report quarterly.
	Feedback from the report linked to the operational service lead to agree an action plan for service improvement
	
	
	
	
	
	Yearly report

	Revised continuing care criteria implementation


	Revised  NWL Continuing Care criteria implemented as from June 2005

Assessment Team to co-ordinate continuing care with SSD in place 
Overview assessment adapted to identify more precisely with the domains within the CC criteria to enable a referral to be made to the PCT for a funding assessment.

Update

New NWL Continuing Care criteria implemented 1st April 2003 amended clinical domains 1st April 2004 –
Assessment Team to co-ordinate continuing care with SSD in place 

Overview assessment adapted to identify more precisely with the domains within the CC criteria to enable a referral to be made to the PCT for a funding assessment.

	Audits on capacity and skill mix.

Developing a new multi - disciplinary placement panel in place – SSD, PCT and the Trusts

Review of existing service needed to ascertain progress and service delivery

Audits on capacity and skill mix.

Developing a new multi - disciplinary placement panel in place – SSD, PCT and the Trusts

Review of existing service needed to ascertain progress and service delivery

	
	Ingrid Clarke and Paramjit Singh / Ross Howard 

SSD, PCT and Acute Trust

P.Singh and Bridget’O’Dwyer

Ingrid Clarke and Paramjit Singh / Ross Howard 

SSD, PCT and Acute Trust

P.Singh and Bridget’O’Dwyer
	Social Services do not always have a Social Worker allocated when Brent tPCT facilitate the assessments, therefore a second assessment is carried out by them later on.

Referrals are made to Brent tPCT under the Re-imbursement Process.
	
	
	Each year in LDP report to LIT 

Ongoing reviews



	Free Nursing care (FNC) extended to Local Authority funded clients
	LA funded census completed in 2003 and 2004 as required by the DOH

Brent tPCT NHS CC Assessment Team completes RNCC assessment for local authority funded nursing care placements. All requests for placement in nursing home care have RNCC assessment first.


	Sec 31 arrangements planned for continuing care provisions across PCT and Social Services in line with Joint Commissioning Strategy  for older people  

	
	Paramjit Singh

Ingrid Clarke


	Ros Howard


	
	
	LIT to agree

	Shadow reimbursement scheme commences (October 2003) and full implementation by January 2004


	Overseen by joint steering group and 

Re-imbursement grant invested into front line staff to provide timely discharge assessment and transitional beds as an alternative to acute bed.

Local protocols in place to ensure that delayed discharges remains within agreed targets.

PIs on admissions to care homes maintained at lower level.

 Re-imbursement grant invested into front line staff to provide timely discharge assessment and transitional beds as an alternative to acute bed.

Social Services, Acute Trust and tPCT have successfully implemented the scheme from 5th January 2004.

Brent tPCT NHS Funded Assessment Team supports assessment functions for hospital discharges required by the NHS before section 5 notification is issued by the acute trust to the social services.


	Current protocols and agreement in place between the acute trust and social services to manage delays 

Action planned –Brent IC and Rehab Service Model being implemented to help people remain in their own homes independently 

Ongoing joint reviews of operational issues.

Joint working continue to maintain reduced delayed discharges (PAF D41) and to maintain stability or reduce placements in

nursing homes.

Whole system issues around delays being  addressed via whole system care planning 
	
	Paramjit Singh

Andrew Parker and others

Bridget’O’Dwyer and Paramjit Singh
	Ros Howard

Christabel Shawcross

Ros Howard
	
	Mike Thompson

Claire Walker

Claire Walker
	Changes to the current protocols agreed 

Yearly reviews



	All assessments of older people will begin within 48 hours of first contact with social services and completed within 4 weeks (with 70% within 2 weeks)

Following assessment all social services will be provided with 4 weeks (70% within 2 weeks)


	Ops restructured its service to implement  specific Duty and Hospital Discharge teams to provide a quicker response to referrals. 

SSD meeting PI for service delivery at 75% for April to September 04, projected as 81% for full year.

PI for assessments for 03/04 is targeted at 66%. So far 63% completed in 4 weeks.

All services provided within 4 weeks, and 50% within 2 weeks.

Process supported by tPCT care co-ordination team.


	PI to improve assessments Target to 72% for 05.06.

PI for service delivery is 75% for 05/06

OPS recognises that their is still room for improvement and with  implementation of an interim SAP IT expects to improve response times accordingly.

The care pathway is being embedded in the Brent IC and Rehab Service Model  to support frequent A&E attenders  

The pilot Palliative Care Service should enable a quicker response to provide a service
	
	Paramjit Singh
	Ros Howard
	
	
	Ongoing reviiews


Standard Three: Intermediate Care

Aim: To provide integrated services to promote faster recovery from illness, prevent unnecessary acute hospital admissions, support timely discharge and maximise independent living

Rationale: A new rage of acute and rehab services is needed to bridge the gap between acute hospital and primary and community care
	NSF Milestone/Targets
	What has been done 
	Assessment of current situation
	Indicator
	Lead
	By when

	April 2002-March 2004
	
	
	
Amber
	PCT
	SSD
	CNWL MH Trust 
	NWLH Trust
	

	Milestone: July 2001

Local health and social care systems to have designated a jointly appointed intermediate care co-ordinator; to have agreed the framework for patient/user and carer involvement; and to have completed the baseline mapping exercise

Action:

Agree a 3 year implementation plan for intermediate care as part of local Action Plan and JIP with arrangements for systematic monitoring and review focusing on: -responding to or averting a crisis

-rehabilitation and recovery

-preventing unnecessary or premature admissions.

Ensure the plan addresses the service, organisational and personal development needs of the new intermediate care teams.

Milestone: January 2002. Local Health and social care systems to have agreed the joint investment plan for 2002/03
	Intermediate Care (IC) Service mapped; reported to LIT in 2003
Current patient care pathways including Stroke and Falls service identified and service development planned


	strategy  agreed November 2004 by the Steering Group

New service at Willesden started w/c 25/4/05

Awaiting funding agreement on decanting of waiters from social services
Review IC strategy as BECAD services are implemented

Work towards integrated management structure across health and social services
	
	Samih Kalakeche

Gaby Napoletani

Angela Goddard


	Christabel Shawcross

Ros Howard
	Fiona Sutcliffe
	Claire Walker


	March 2005

April 2005

April 2006

April 2006

	More people receiving intermediate care services which promote rehabilitation and supported discharge from acute hospital on a year on year basis (March 2004)

More people receiving intermediate care services which prevents unnecessary hospital admission on a year on year basis

Milestone: March 2002 – as above with improvements on 1999/00 baseline

Milestone: March 2004 – as above with local targets
	Health Targets for  02.03 and 03.04  and 04-05 met. 

Hospital. Service Model completed along with General Practitioner with Special Interest (GPwSI) post in primary care to support n the community

Draft Intermediate Care and Rehab Strategy in place and out for consultation- 

Supporting People DOH bid for extra care submitted
	New protocols for rehab and Intermediate Care being planned to improve interface between primary and secondary care.

This will include patient managers and modern matron

Consultant Geriatrician to work across the primary and secondary care to promote rehab–
Locum Consultant in place pending permanent appointment expected by October 2005 to support new Willesden Service

GPwSI post are being done and shortly to be appointed to support older people service model

Day Care service review to improve support in community 

Wait for results of housing bid and then plan to increase extra care housing  

Pharmacy model for Willesden agreed

SP Bid Update -

The partnership bid to the DoH was unsuccessful however the bid
partnership are working with the housing service to access the Housing
Corporations capital programme for the schemes proposed in the bid.

	
	Paramjit Singh/ Ingrid Clarke

Gaby

Paramjit Singh and Ingrid Clarke

SP Lead Nick Davies

Hasmita and Debbie
	Ros Howard
	
	Claire Walker

Margaret MaGee
Dr Charles Cayley

Dr Charles Cayley

Pharmacists
	March 05

By March 2005

October 2005

September 2005

March 2005

March 05


Standard Four: General Hospital Care

Aim: To ensure that older people receive the specialist help they need in hospital and that they receive the maximum benefit from having been in hospital

Rationale: At any one time older people occupy around two thirds of hospital beds. They may be cared for in range of hospital settings; specialist units, and in medical and surgical wards. Quality of care depends not only on good health care, but also on respect for the older person as an individual 

	NSF Milestone/Targets
	What has been done 
	Assessment of current situation
	Indicators
	Lead
	By when

	April 2002-April 2004
	
	
	
Amber
	PCT
	SSD
	CNWL MH Trust 
	NWLH Trust
	

	Actions: agree protocols between their specialist old age team and other departments within the hospital to ensure that all older people can benefit from the expertise of the specialist team.

Milestone: All general hospitals which care for older people to have to have identified old age specialist multidisciplinary team with agreed interfaces throughout the hospital for the care of older people.


	Multi-disciplinary protocols in place. 

No specialist team but outcome intended achieved by April 2006

NPH specialist COE consultants (HPCT) included in ward rounds.

CMH access to older people’s MDT available in A&E and whole hospital.


	In preparation for the BECAD, clinical teams are redesigned  


	
	yes
	yes
	yes
	
	

	Identify clinical leaders (Modern Matrons) for older people to oversee care of older people in wards

Milestone: April 2002; all general hospitals will have developed a nursing structure which clearly identifies nursing leaders with responsibility for older people (Modern Matrons)


	Funding identified by the PCT;
Modern Matron identified to improve care of older people
	Role of the modern matron to be agreed


	
	Paramjit Singh

Paramjit Singh
	Ros Howard
	
	Claire Walker and Dr Charles Cayley

Claire Walker
	By April 2006



	Milestone: April 2003; general

hospitals to have completed a skills profile of their staff in relation to the care of older people and have in place training programmes to address any 

gaps identified


	Acute hospital completed nursing skills profile to inform new service at BECAD.


	Brent PCT and the Acute Trust working on a joint programme to support new model of Intermediate care and Rehab care which allows staff to work in community and acute settings. Role of social services home carer to be considered along side as a part of rehab in the community 
	
	Ingrid Clarke
	Ros Howard


	
	Claire

Walker
	 By April 2006

	Recognise the risks which hospital admission can pose for older people, assess the risks for each individual and ensure the risks are anticipated and minimised. – hydration, skin care and continence from admission to discharge.


	The new APP model of care led by Brent PCT at  CMH aims to  prevent admission where necessary by liasing with the care coordination services 

NWLHT: Admission protocol includes hydration, skin care and continence as part of the screening process. In addition these issues are picked up in all other standard protocols including the discharge protocol
	Further development is envisaged in order to prevent admission to acute and A&E services. Ie. OT services within the A&E ( this due to be in place by April 2005 in CMH, already exist in Northwick park ) 
	
	
	
	
	Claire Walker
	April 2005. 

	Ensure that discharge is planned from the point of admission
	Discharge is planned based on the multi-disciplinary assessment by health team followed by section 2 and 5 notification to the social services for community care assessment


	Short term pilot to inform impact of housing issues on delayed discharges and recommendations for consideration to improve understanding of delayed discharges due to housing related issues. 

(It may be useful to speak to Ros Howard and Claire Walker on this point)
Update
The PCT is undertaking some work to identify the impact of
Housing issues on delayed discharge, at present the Housing service feel
that there are few housing related delayed discharges (but where there are
these may be lengthy). The data produced by the PCT will be analysed by
housing and recommendations will be made and actions taken as appropriate.
	
	SP Lead

Nick Davies
	Ros Howard
	
	 Claire Walker
	


Standard Five: Stroke

Aim: To reduce the incidence of stroke in the population and ensure that those who have had stroke have prompt access to integrated stroke

Rationale: Stroke has a major impact on people’s lives. A substantial proportion of health and social care resources are devoted to the immediate and continuing care of people who have had a stroke. Some groups are at higher risk of stroke than others such as men from African-Caribbean and South Asian Communities and in those with lower socio- economic groups.

	NSF Milestone/Targets
	What has been done 
	Assessment of current situation
	Indicators
	Lead
	By when

	April 2002-October 2004


	
	
	
Amber
	PCT
	SSD
	CNWL MH Trust 
	NWLH Trust
	

	Review current arrangements, in primary care and elsewhere to identify those at greatest risk of stroke, and to intervene actively to reduce these risks; and agree local priorities to improve the rates of identification and effective intervention in stroke.


	Current care pathways reviewed during 2003 and action plan agreed for LDP consideration

Stroke Care co-ordinator in  post working  at the interface of primary and secondary care 


	New model of care pathway planned in consultation with the PCT and the social services; require ongoing adjustment to the outflows from the acute service leading to the BECAD service during 2006

Primary Care pathway and referral protocols to secondary care needs further development
	
	Paramjit Singh

Davida Insaidoo


	Ros Howard


	
	Claire Walker


	Dec 2005

	Review current arrangements, in primary care and elsewhere, for TIA and to agree and implement a local protocol for the rapid referral of patients with TIA who may be at risk of stroke;

Review current hospital services for stroke using the clinical audit methodology developed by the RCP;

On the basis of this agree local priorities for action required to establish an integrated stroke service, which is regularly audited with a continuing cycle of improvement. 

Milestone: April 2002 every general hospital which cares for stroke will have plans for a specialised stroke service 04
	Brent IC and Rehab Service Model in place and Stroke care pathway being embedded within the service 


	New service expected to realign role of consultant within the redesigned patient care pathway for stroke care

GPs  to set up stroke audit register to monitor service improvements such as management of blood pressure and timely referral to the TIA service


	
	
	
	
	
	New Acute service planned for 2006 April 


	All hospitals which care for people with stroke to have a specialised stroke service as described in the stroke service model 


	Northwick Park has specialist stroke service and neuro rehab service which provide  specialist stroke care for Stroke patients.

Neurologist with stroke interest in post at CMH.

BECAD to have 9 stroke beds in the critical area

	Specialist stroke service planned into BECAD developments. 

Further work on whole system between CMH and NPH is planned to look at discharges and rehab protocols to link with the new Willesden service
	
	
	
	
	
	April 2005 and 2006 when BECAD opens

	Milestone: April 2003 every general hospitals to have established clinical audit system to ensure delivery of the Royal College of Physicians clinical guidelines for stroke care
	Sentinel audit completed in 2004 

Gaps and improvements needed are being  taken forward in the new service delivery plan
	Stroke Sub group working to  an  action plan implement  stroke care pathway
	
	Paramjit Singh

Davida Insaidoo
	
	
	Claire Walker
	

	Milestone: 
April 2004 PCT will have ensured that every GP practice 1) using agreed protocols can  identify, and treat  patients identified as being risk of stroke, because of high blood pressure, atrial fibrillation or other risk factors
	Current mapping of patient care pathway completed –

Milestone not met
	Stroke Care Co-ordinator in post.


	
	Paramjit Singh

Davida Insaidoo
	Ros Howard
	
	Claire Walker
	Dec 2005.



	2) is using a protocol agreed with local specialist services for the rapid referral and management of those with TIA
	Under development 
	Draft Primary Care protocols being developed by the stroke sub group for submission to the Brent PCT PEC for approval .

Stroke Co-ordinator leading on developing revised protocols across primary and secondary care jointly with the Consultant Geriatrician and Neurologist at the acute trust.
	
	Paramjit Singh
	
	
	Dr Charles Cayley
	March 2005

	3) can identify people who have had a stroke and are treating them according to protocols agreed with local specialist services
	Needs further development 
	Prepare training and awareness programme for GPs in Brent 
	
	Paramjit Singh

And Stroke Co-ordinator
	
	
	Dr Charles Cayley
	April 2005

	4) GP practices has established clinical audit systems for stroke
	Needs further development 
	The new GMS contract will address some of the issues, however, we need to work closer with the GP to ensure that the information needed is provided 
	
	Paramjit Singh

And Stroke Co-ordinator
	
	
	Dr Charles Cayley
	April 2005


Standard Six: Falls

Aim: To reduce the number of falls, which result in serious injury and ensure effective treatment and rehabilitation for those who have fallen 

Rationale: Falls is a major cause of disability and the leading cause of mortality due to injury in older people aged over 75 in the UK. Osteoporosis, a condition characterised by a reduction in bone mass and density, increases the risk of fracture when an older person falls. A fall can precipitate admission to long-term care. Falls in later life are also common symptom of previously unidentified health problems, which need to be identified and managed

	NSF Milestone/Targets
	What has been done 
	Assessment of current situation
	Indicators
	Lead
	By when

	April 2002- April 2004
	
	
	
Amber
	PCT
	SSD
	CNWL MH Trust 
	NWLH Trust
	

	Review the local system of services for falls including the prevention of falls, identifying those at risk and minimising this risk, improving the care of those who have fallen, including rehabilitation and the continuing care for those whose falls have longer term consequences.

Milestone:  April 2003; Local health care providers (health, social services and the independent sector) should have audited their procedures and put in place risk management procedures to reduce the risk of older people falling


	Review completed in 2003 and  issues for prevention, identification, improving care, rehab and identified

Brent IC and Rehab service model in place and Falls care pathway embedded within the service.

All SSD overview assessments include risk of falls and a Health and Safety Assessment of the home environment. 

Providers assess risks before implementing service.

Extra OT post for DFGs to manage waiting list


	Falls co-ordinator in post November 2004 .

Falls co-ordinator and sub group leading on  primary care Falls prevention care pathway and timely access to rehab in the community 

Annual reviews planned to monitor risk management procedures and prevent elderly patient falling in hospital

Providers daily monitor the home environment to prevent falls.
	
	Ingrid Clarke
	
	Fiona Sutcliffe
	Claire Walker
	Ongoing  reviews  and report to LIT

	Agree and implement local priorities to reduce the incidence of falls, and to reduce the impact which a fall can have on health, well-being and independence including appropriate interventions and advice to prevent osteoporotic fracture

Milestone: April 2004 the HimP and other relevant local plans developed with the local authority and independent sector partners, should include the development of an integrated falls service.


	Falls Co-ordinator in post . 

Reduction in waiting time for the DFG’s –extra post of an OT to enable more older people stay safely in the community 

Provisions of Small Works Grants


	Falls care pathway is embedded in the  Integrated  Brent Rehab and Intermediate Care service across the primary and secondary care services.  

Day care service working with intermediate care and rehab service to maintain independence.

.

Now incorporated into the PCT yearly Local Delivery Plan and primary care strategy
	
	
	
	
	
	

	Milestone: April 2005 All local health and social care systems should have established this service


	No plans for a Falls clinic but single point of assessment for Intermediate Care and Rehab assessment and diagnostic clinic would provide Falls service in the community and prevent unnecessary hospital admission


	Falls Co-ordinator post in place .

Single point of Assessment and diagnostic service protocols being developed


	Falls Co-ordinator
	
	
	
	
	Dec 2005


Standard Seven: Mental Health in Older People

Aim: To promote good health in older people and to treat and support those older people with dementia and depression

Rationale: Mental Health problems among older people exact a large social and economic toll on patients, their families and carers, and statutory agencies. Under detection on mental illness is widespread, due to the nature of the symptoms. Mental and physical symptoms can also interact in older people making their overall assessment and management more difficult. Older people from black and minority ethnic communities need accessible and appropriate mental health services. Assessment may be culturally biased making it difficult for needs to be properly identified or assumptions may be made about the capacity and willingness of families to act as primary carers.

	NSF Milestone/Targets
	What has been done 
	Assessment of current situation
	Indicators
	Lead
	By when

	April 2004


	
	
	Amber
	PCT
	SSD
	CNWL MH Trust 
	NWLH Trust
	

	Review the local system of mental health services for older people, including the arrangements for mental health promotion, early detection and diagnosis, assessment, care and treatment planning, and access to specialist services;

Review current arrangements, in primary care and elsewhere, for the management of depression and dementia, including social care. In time, this should be extended to cover all mental health problems in older people; review current arrangements, in primary care and elsewhere, for the management of dementia in younger people, and agree and implement a local protocol across primary care and specialist services, including social care younger people 

HIMPS demonstrate development of integrated mental health service for older people


	Benchmarking against Standard Seven completed. In addition to development of required protocols, work also undertaken to benchmark against CMHT models. Plans being developed to improve current level of integrated work with social services. 


	Plans for further development of integration currently being discussed.

First draft of joint mental health strategy produced. Further work being planned
37 Milestone 1: current position : New hospital liaison team being recruited to.
Milestone 2 Current position Further discussions on integration taking place

	
	
	
	
	
	

	and agree and implement a local protocol across primary care and specialist services, including social care.

Milestone: April 2004 HimPs and other relevant plans developed with local authority and independent sector partners should have included the  development of an integrated mental health service for older people including mental health promotion.

Protocols are in place across health and social care systems for the care and management of older people with mental health problems


	Following benchmarking of service resources and progress on plans to develop a CMHT model of care, additional investment made in services and joint working protocols developed

Further development needed 
	Further work to be undertaken, building on outcome of health/social care workshop, to build on care pathways with social services and identify resources needed to meet with these. 

As apart of development of new CMH liaison team, protocols with CMH are being developed 


	
	
	
	
	
	Dec 2004

April 2005

Sept. 2005

	Milestone: April 20004 PCT will ensure GP practices are using protocols agreed with local specialist services, health and social services, to diagnose, treat and care for older people with depression or dementia


	Protocols in place and being piloted; Agreed by PEC and to be launched in Dec across primary care.  


	Programme of Training and awareness for GPs in Brent to be planned

Further work to improve protocols and interface with social care plus acute hospital as liaison team in place. Workshop and action plans planned

More robust protocols needed
	
	Paramjit Singh
	Ros Howard
	Fiona Sutcliffe


	
	Jan 2005

	Milestone: April 2004. Health and social care systems should have agreed protocols in place for the care and management of older people with mental health problems 
	Protocols in place between CNWL and social services

Funding agreed for psychiatric liaison team with CMH 


	For social care protocols – recent workshop with social services has highlighted need for further work on integration and on protocols supporting 

These

Brent Mental Health Liaison Team in place to work across the acute service to ensure that mental health needs of older patient are assessed timely and discharged into appropriate setting. 
	
	Paramjit Singh
	Ros Howard

As a co-lead
	Fiona Sutcliffe as a co-lead
	
	March 2005

Completed and review in

Dec 2005


Standard Eight: The Promotion of health and active life in older age

Aim: To extend the healthy life expectancy of older people

Rationale: Growing old has been seen to represent a period of increasing dependency, as physical strength, stamina and suppleness decline, and the individual has to cope with chronic or long term conditions. Integrated strategies for older people aimed at promoting good health and quality of life, and to prevent or delay frailty and disability can have significant benefits for individual and society. 

	NSF Milestone/Targets
	What has been done 
	Assessment of current situation
	Indicators
	Lead
	By when

	April 2002-October 2004
	
	
	
Amber
	PCT
	SSD
	CNWL MH Trust 
	NWLH Trust
	

	Assess the local priorities to promote both physical and mental health and well being among the older population groups


	Health promotion work plan to address age related issues within the generic work plan to ensure service access is based on needs rather than age.


	Generic health promotion accessible to older people but impact assessment not in place to capture benefits to older people


	
	Chris Baguma
	
	
	
	

	Ensure that older people have fair access to programmes of disease prevention and health promotion, including cancer screening, blood pressure management, smoking cessation, advice about lifestyle including nutrition and physical activity, and falls prevention. These should take account of the impact of cultural and religious beliefs and lifestyles.


	DDA action plan meeting targets for access

Taxi card and dial a ride promote attendance at events

Buildings have communication aids

Appropriate arrangements for faith and cultures key part of council initiatives.

OP attending Day Centre have a care plan and activities relating to their health and care needs.
	Targets need to be set to improve SSD staff signposting clients to NHS prevention programmes

Ops overview assessment includes risk  and links with a referral to appropriate vol. orgs. for prevention. Links to falls prevention programme.

OPS currently working with the Drug and Alcohol team to implement an outreach worker for older drinkers. 

OPS need to review at ¼ meetings with providers whether they are accessing NHS or vol. org. provision in relation to STD 8
	
	
	Ros Howard
	
	
	

	Take stock of all existing services (include NRF) which are relevant to health and well being; identify the broader opportunities to promote health and well being for older people; implement a rolling programme.


	LA encourages active citizenship for OP through:

Citizen panel

Brent Pensioners forum

Readers Group

Fitness through Sports Strategy with older people a priority.

Includes concessions for entry and dedicated time

Older people encouraged through voluntary sector schemes
NRF in South Kilburn supports OP involvement in the community

CHD and diabetes NSF implementation programmes include early on prevention for all age groups.

OPS commission 

culturally appropriate services in the community.


	.

Process to target older people through identifying vulnerable older people in place- Care Co-ordination Service of the Brent tPCT is a core service that works with GPs across five localities 
BGOP planned to improve engaging older people in service planning and reviews by Dec 2005

Continue to promote through Brent magazine, Internet, at day, education, sport and leisure centres.
	
	Lena Sevak and Jill Shattock

Jane Lindo

Gloria Jones
	
	
	
	

	
	Full programme of education; includes intergenerational work through Black History month and Millennium Generation Challenge

All programmes widely advertised

Libraries have black and Asian reading groups.

Silver surfer IT sessions.

Traffic calming introduced to improve road safety.

Heatwise scheme with Powergen


	
	
	
	
	
	
	

	Milestone: April 2003. Local plans should have included a programme to promote healthy ageing and prevent disease in older people. They should reflect complementary programmes to prevent cancer and CHD,and to promote mental health, as well the continuation of flu immunisation. Plans should also include action specific to older people, utilising the range of local resources, including those from NRF and the wider partnership working.
	Health Promotion strategy for all age group in place targeting specific themes such as smoking and nutrition

Few programmes aimed specifically at older people – but

Fire Brigade hold community meetings on fire safety; installing smoke alarms;

Plus have developed a SAP contact form.

75 +health checks in place-

	Audit process to look at the take up of health promotion programme and benefit to older people
Audit planned to establish older people uptake and services offered via primary care directorate from 75+ check
Not mandatory with the nGMC contract and require other type of primary care services  (although some elderly are being picked up earlier by the Care Co-ordination Service)
	
	
	
	
	
	

	Milestone: April 2004. Local health systems should be able to demonstrate year on year improvements in measures of health and well-being among older people:

Flu immunisation

Smoking cessation

Blood pressure management
	Flu immunisation service offered by GPs; Yearly up take of immunisation is audited. Targets set 

70% for 04.05 and  projected to achieve.

All service users are encourage to participate in leisure activities. Where appropriate, GP’s will recommend the use of the GYM. 


	Need to increase target coverage year on year basis to provide maximum benefit to older people 

Further work is required to ensure we have a robust system to support service users living with Blood pressure difficulties 
	
	Chris Baguma


	
	
	
	 Sept. 2005


	Brent tPCT Milestone/Targets
	What has been done 
	Assessment of current situation
	Indicators
	Lead
	By when
	NSF Milestone/Targets
	What has been done 

	Campaigns

· Smoking cessation campaign

· Mental health

· World Aids Day

· Substance misuse
· Flu immunisation
· Healthy eating
· Physical exercise
Breast cancer
	
	Organise campaigns and health fairs in key settings where old people can be reached such as Gp practises, pharmacies, day care centres, luncheon clubs and faith places
	
	Jane Williams/Seema

HDM’s

Seema/ HDM’s

DAT/Seema/ HDM’s

Yaulta - HDM’s

Chris/Fahmida/Seema/HDM’s

Chris/ Seema /HDM’s

Seema/HDM’s
	
	
	Continuous programme

TBA

December

TBA

TBA

TBA

TBA

TBA


	Health Development

 PCT led HP programmes

Healthy Living Initiatives 

· South Kilburn 

· Healthy Harlsden

· Wembley/Chalkhill 

· St Raphaels and Brentfield

· 5 A DAY
	
	I

increase the number of older people engaging in the Physical exercise,  healthy eating and accessing services
	
	Locality managed

Claire Hurrel/Jane matheson

Satpal Chana/Martin Phiri

Rod Goodyear/Gloria Travers

Rebecca Anwar/Carol Mccalla
Fahmida Din/Chris Baguma
	
	
	Ongoing projects

Long term programmes

Long term programmes

Long term programmes

Long term programme

Feb 2004 to Jan 2006

	H/P Funded community Projects

Living well Projects 

· St Marks Church – Older people project. 

· Seventh Day Adventist Church well being programme

· NWLLGG – Sexual health, Social & mental health, Invisibility, Isolation & exclusion

· Willow Housing – extra care physical exercise programme

BME physical activity programme
	
	Mental well-being, social isolation, Healthy eating, physical exercise

Increase numbers of Gay & lesbian elders accessing social scenes

Increase number of resi - dents taking up exercise to preparation for independent living.
	
	Tricia/Helen/Chris

Chris Baguma/Liz Reed/Roger 

Roger Coulson/Chris Baguma

Tim Blank/Chris

Chris/HAZ/BHCHP
	
	
	Aug 2004 to Aug 2005

Oct 2004 to Oct 2005

Feb 2004 to Jan 2005

Oct 2004 to Sept 2004

Oct 2004 to Oct 2005

	Healthy Eating & Diet including 

5 A DAY 

Willow Housing Extra Care Schemes in Sudbury and Willesden

Health Visitors – BtPCT

OA Knee Group (osteothritis)

Willesden Physiotherapist Department

Brent PCT District Nursing service one to one sessions in homes

North Wembley SDA community church Ethnic Elders

Birchen Grove Allotments: A horticultural training center for the elderly & disabled.


	
	Help the number of residents keeping active

Education and awareness in managing this disease


	
	020 8782 5450

Tim Blanc

Libby Whelphton

020 8459 8281

District Nursing team

 020 8795 6124

Liz Reid WCHC

May MO BBE/Tim Blanc Willow Housing 


	
	
	10 weeks

6 weeks rolling programme

Ongoing

Ongoing

Ongoing



	Physical Exercise

Brent PCT Health Visitors – chronic pain management

Gentle Armchair Exercise Sessions for frail older people Tulsi & Rosemary house willesden

Keep Fit Classes for older people in Sheltered Housing stone bridge

BPCT District Nursing – Get Active programme in patients homes


	
	
	
	Libby Whelphton

020 8459 8281

Tim Blanc 020 8782 5450 

Tim Blanc 020 8782 5450

Physiotherapists 020 8795 6124
	
	
	7 weeks

10 weeks

On-going

Ongoing

	Screening & Health Checks

BPCT District Nurses – Health checks in homes

Obesity

Brent PCT District Nursing Home visits

Mental well-being

Willow housing mental health in care homes

Diabetes

Willow housing extra care homes diabetes
	
	Reaching the frail and eldery in their homes for Healthy screening.

Reducing obesity and the risks associated with it 

Tackling isolation and related mental health issues

Managing chronic illnesses such as diabetes
	
	District Nursing team 

020 8795 6124

District Nursing team 

020 8795 6124

Tim Blanc 020 8782 5450

Tim Blanc 020 8782 5450
	
	
	Ongoing

Ongoing

4 sessions

2 sessions


Standard: Medicines and Older People

Aim: To ensure that older people gain maximum benefit from their medication to maintain or increase their quality and duration of life; and do not suffer unnecessarily from illness caused by excessive, inappropriate, or inadequate consumption of medicines.

	NSF Milestone/Targets
	What has been done 
	Assessment of current situation
	Indicator
	Lead
	By when

	April 2002-April 2004
	
	
	
Amber


	PCT
	SSD
	CNWL MH Trust 
	NWLH Trust
	

	Over 75 should have their medicines reviewed at least annually and those taking four or more medicines should have a review 6 monthly


	Medication review audits were part of the Prescribing Incentive Scheme for GPs prior to the new GMS contract


	Medication reviews are included in the new GMS contract, not necessarily face to face reviews


	
	Precribing & Medicines Management Committee  and Hasmita Patel


	
	
	
	Reports to LIT when necessary

	Hospitals to have “one stop dispensing” for discharge schemes and develop schemes where appropriate for self administration 


	Pilot scheme was introduced and gaps identified. 

NWLHT – NPH has limited service for dispensing from medical wards

Service not in place yet in CMH
	Pharmacy Vision Plan not agreed. LIT to review what next.
	
	Prescribing & Medicines Management Committee  

Paramjit Singh
	
	
	Chris Ward
	

	Every PCT will have schemes to get more help from pharmacist in using their medicines


	
	Community Pharmacy Vision is being put forward as a Business proposal to the PCT Modernisation Directorate for 05-06 financial year considerations 

· In the first phase it would apply to the acute hospital admissions /discharges and primary care liaison

· In the second phase proposal would be considered to extend the service to community pharmacy 

	
	Prescribing & Medicines Management Committee  & Hasmita Patel 
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