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Patient and Carer Quotes, taken from a Public Involvement Project.

“Everything happened very quickly and I was kept very calm by the nurse and doctor.”

“There seemed long delays for the tests, even when the process was in hand.”

“Paramedics were brilliant.”

“Having to stay in hospital 10 days waiting for angiogram.  Being in 3 different Wards during this time.”

“Dr X of Cardiology passed on the information in a thoroughly professional manner, followed up by letter and subsequent interview.”

“Family should be involved.”

“Once you are in the system it works well.”

“Rehab staff all very impressive.”

“I felt I was being asked too often if I understood the risks involved.”

“Going into hospital and then one day later being sent home because of bed blocking when I was to have my triple bypass.”

“Felt really good whilst in hospital.”

“Didn’t want help and was respected for that.”

“Nothing but praise for the whole set up.”

“How do I access rehab exercise classes?  Who will tell me?”
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Executive Summary

The Coronary Heart Disease (CHD) Managed Clinical Network brings together professionals from primary, secondary and tertiary care with patients and carers, to work in a co-ordinated way across geographical, organisational and professional boundaries.

The MCN aims to ensure equitable provision of high quality, clinically effective care for CHD patients throughout Grampian.

The Scottish Executive has set targets of reducing premature deaths from Coronary Heart Disease by 50% between 1995 and 2010.  Staff in Grampian are striving to meet these targets. 

In order to help reach these targets, the Scottish Executive published a strategy to introduce Managed Clinical Networks throughout the Health Board Areas of Scotland and these are now in place.  The Grampian MCN for Coronary Heart Disease is delighted with the progress that has been made in reducing premature mortality from coronary heart disease and waiting times for its treatment.  However there is still some way to go to fulfil the targets set by the Scottish Executive and more importantly the standards set locally by everyone who has an interest in coronary heart disease.

Tackling coronary heart disease is particularly challenging in Grampian for the following reasons:

· Grampian comprises lowland urban centres, fishing and farming communities.  In addition there are former industrial towns and remote rural settlements.  The region covers approximately 874,000 hectares across Aberdeen, Aberdeenshire and Moray, with a population approximately 523,290.

· The ageing profile of Grampian’s population means that the incidence and prevalence of

coronary heart disease (CHD) is likely to rise.

· 985 people died from heart disease in Grampian in 2004 – approximately 19 people per week.

The MCN will continue to work closely with all local partners and Quality Improvement Scotland (QIS) to reduce the incidence of premature deaths from Coronary Heart Disease in Grampian.

We would particularly wish to take the opportunity to thank all staff across the MCN for their hard work and goodwill in the last 18 months, as without this we would not have made such good progress.

Dr Malcolm Metcalfe


Dr James Black


Mr Sandy Reid

Consultant Cardiologist


General Practitioner

CHD MCN

Clinical Lead



Clinical Lead


Network Manager
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1.
TURNING STRATEGY INTO ACTION

 “Doctor gave me initial treatment and had me admitted to ARI within one and a half hours”

“How do I know if it is a heart attack?”  
“The doctor explained everything to me but thank goodness for the nurses who translated most of what he said into plain English.”

The overall aim of the Managed Clinical Network for Coronary Heart Disease is to improve patient care in terms of quality, access and appropriateness.  It also acts as the principal advisory group to the NHS in Grampian on the development of a strategy for Coronary Heart Disease including health promotion, primary and secondary prevention, rehabilitation, hospital care, primary care and community care.

Specific Objectives

( To review the epidemiology of cardiac disease in Grampian.

(To advise on and oversee the development of a strategy for CHD on behalf of NHS Grampian which is consistent with the CHD National Strategy and the needs of the population.

( To lead the input to the Local Health Plan and to facilitate the inclusion of Stroke within Joint Health Improvement Plans.

( To stimulate and co-ordinate the development of integrated care pathways that cover the management of patients through their care journey.

(To review the effectiveness of current services and use of resources and to co-ordinate bids for new resources specifically targeted at CHD.

( To develop a prioritised and costed implementation plan for the prevention and treatment of CHD in Grampian consistent with the Grampian strategy and the recommendations of the CHD National Strategy.

( To monitor performance against the implementation plan.

( To develop and implement a quality assurance framework programme in partnership with clinical teams, patients and Quality Improvement Scotland (QIS).

( To be linked between local services and regional planning groups for CHD. 
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Who is involved in the MCN?
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The evolution of the Managed Clinical Network for Coronary Heart Disease in Grampian is described in the remainder of this report.
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What does the reporting structure look like?
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CHD SERVICES IN GRAMPIAN

Waiting Times

In April 2003, the waiting time for a new Out-Patient appointment at Aberdeen Royal Infirmary was 43 weeks.  It then rose slightly to 44 weeks in April 2004.  However, by March 2005 this figure had been drastically reduced to 15 weeks.  The most up-to-date information shows that the waiting time for a new Out Patient appointment has been reduced further to 12 weeks in Aberdeen Royal Infirmary as at October 2005.  This massive reduction in waiting times is the result of a number of factors.  These include increased investment, improved co-ordination of effort within MCN, the enormous personal efforts by staff and latterly the establishment of Community Cardiology Clinics.  Significant efforts have also been made to manage the waiting lists at Dr Gray’s Hospital, Elgin.

Mobile Catheter Laboratory

Angiography and cardiac intervention now play a large part in the treatment of coronary disease.

A mobile catheter laboratory became operational at Aberdeen Royal Infirmary on 24th November 2004.  The cardiology team aimed to put through 120 patients in the mobile catheter laboratory by the end of December 2004.  This was to achieve the new angiography waiting time targets of 8 weeks by 31 December 2004.  This mobile facility has remained on site at Aberdeen Royal Infirmary during 2005 working in parallel with the existing cardiac catheter laboratory. 

Catheter Laboratory, Aberdeen Royal Infirmary

In April 2005 the existing cardiac catheter laboratory at Aberdeen Royal Infirmary was 10 years old and ceased to be supported by the manufacturers given the age of the equipment. It is therefore planned to replace the existing cardiac catheter laboratory at ARI with modern equipment early in 2006.

Patients from Moray travel to ARI on a weekly basis, when the Elgin based Consultant carries out diagnostic and interventional  procedures.

Orkney and Shetland

NHS Grampian is contracted to provide both an in-patient and outpatient service to the Orkney and Shetland populations.
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THE PATIENT JOURNEY

There are a number of steps on the patient journey to which standards can be applied. 

· Communication

· Between professionals and patients (and their relatives/carers)

· In acute/emergency situations and in elective/continuing care

· Between professionals within the acute sector

· Between professionals within primary care

· Between professionals working in different sectors (primary and acute)

· Between the Grampian service and other services providing specialist care not available in Grampian

(    Disease Register

· Area-wide - Based on modern technology - Governed by national standards relating to confidentiality and security

(   Chest Pain Service

· Rapid access- Available to all- Possibly nurse-led - Possibly 24/7

(   Access to Specialist Investigations

· ECGs: available within every general practice

· Echocardiography: direct access for all GPs via agreed protocol

· Ambulatory blood pressure monitoring: available within every general practice

· Ambulatory ECGs: direct access for all GPs via agreed protocol

· Troponin testing: point-of-care testing available at all receiving units (including community hospitals)

(   Secondary Prevention

· Guidelines implemented in all general practices

(   Rehabilitation

· Guidelines implemented by all acute centres

· Development of safe community-based service

(    Heart Failure

· Implementation of service for all residents

· Community-based with palliative care availability

(   Thrombolysis

· National Service Framework standard met for all residents

(   Training and Education

· Ensuring accredited, appropriate and up-to-date learning for all professionals

(   Recruitment/Deployment

· Ensuring the availability of the right skills in the right place at the right time

Summary:  By improving all of the above, it is apparent that area-wide improvements for patients with coronary heart disease can be realised in Grampian. 
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3.
MEANINGFUL PATIENT/PUBLIC INVOLVEMENT

The Managed Clinical Network (MCN) for Coronary Heart Disease has undertaken public involvement work with the help of patients and carers who attended phase 3 and phase 4 cardiac rehabilitation classes.  This took the form of interactive workshops and questionnaires.  The aim is to use the information collected to inform and influence future service planning and redesign.

A document was produced summarising the  responses from the 41 questionnaires as well as the feedback obtained through four focus group discussions.  The document is entitled, “Heart Disease in Grampian – Learning from Patients and Carers”. 

Four members of the public are involved in our public involvement work, one of whom is also involved with the Heart Failure Sub Group and one member is involved with the Cardiac Rehabilitation Sub Group.  

Copies of the full report are available from the MCN Office. 

4. QUALITY ASSURANCE FRAMEWORK/CLINICAL GOVERNANCE, 

PERFORMANCE REVIEW AND FORWARD PLANNING

The ultimate aim of the MCN is to improve patient care in terms of quality, access and appropriateness.  To achieve this, the clinical governance agenda and quality issues are set by quality assurance programmes agreed with local clinicians, patients and quality improvement Scotland (QIS).  This will ensure that high standards of care can be demonstrated.

This puts quality assurance firmly at the centre of all managed clinical network activity. A CHD Quality Assurance Framework is being finalised and will include:
·   a document outlining the scope of MCN services 

·   a set of standards for the services provided by the network, ratified by NHS QIS

·   agreed arrangements by which performance against the standards will be reviewed and monitored.

5.
KEY MCN PROJECTS

HEART FAILURE NURSE PROJECT

This is a new initiative funded by the Big Lottery Fund for a two-year period to enhance and improve the management of heart failure patients in Grampian.
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The aim is to see chronic heart failure patients admitted to ARI, Woodend and Dr Grays hospital and to follow them up after discharge by a programme of home and/or clinic visits.  This will improve knowledge of the disease, drug compliance, quality of life and to offer support to patients, carers and staff involved in their care.  By the end of September 2005 there were over 200 patients who had benefited from the service and in order to assess whether it was being effective a satisfaction survey was undertaken.  Initial feedback from patients and partners/carers has been very positive.
1 full time Heart Failure Nurse Co-ordinator was appointed in February 2004. 
5 heart Failure Nurses have also been appointed to work in the community for 15 hours each

per week. 


· 2 Heart Failure Nurses based in Aberdeen at the Bridge of Don Clinic 

· 2 Heart Failure Nurses based in Aberdeenshire
· 1 Heart Failure Nurse based in Moray 

GP FELLOWSHIP PROJECT

Pfizer has provided funding for the Managed Clinical Network (MCN) to undertake a GP Fellowship for Coronary Heart Disease (CHD) in Grampian. This was advertised through the GP Sub Group with 10 places available for General Practitioners from across Grampian.  This group of GPs joins with a Consultant Cardiologist on a monthly basis to develop their knowledge and understanding of a range of cardiac conditions.

This will hopefully be repeated in 2006.
PROTECTED LEARNING TIME (P L T)

A series of ongoing PLT Events for clinical staff is being undertaken by the MCN across Grampian to enable patients to receive maximum support in Primary Care.  These have been particularly successful and more are planned in 2006.

COMMUNITY BASED CARDIOLOGY OUTPATIENT CLINICS PROJECT

The Managed Clinical Network (MCN) for Coronary Heart Disease (CHD) has been examining innovative ways of delivering cardiology outpatient services e.g. community based cardiology outpatient clinics involving GP Specialists. This involves deploying the specialist skills and resources of staff in the most effective way across Grampian. In developing a range of options to meet predicted growth in cardiology outpatient services in Grampian over the next five years, the Managed Clinical Network for CHD specifically looked at ‘rebalancing’ service provision using best fit for the future.
A group of GPs and Consultant Cardiologists reviewed a random sample of GP referral letters and identified that 40% of referrals coming into acute hospitals at Aberdeen Royal Infirmary and Dr Gray’s Hospital could be managed appropriately within community cardiology outpatient clinics.  Thus it appears entirely reasonable that many referrals could be diverted from the secondary service thus reducing waiting times and improving patient management.
Four community based cardiology outpatient locations are being developed in Grampian to complement the existing services in Turriff and Inverurie. 
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Diagnostic tests such as Exercise Tolerance Testing (ETT) and Echocardiography will be available within these centres. Clinics are likely to run for one full day per month at each centre.

CARDIAC REHABILITATION PROJECT

Introduction. 

In April 2004 the Cardiac Rehabilitation Sub Group (CRSG) was established with funding from the Big Lottery with five primary aims.

· To review and support the co-ordination of all four phases of Cardiac Rehabilitation (CR).

· To ensure standards of care for all four phases of CR throughout the Grampian region.

· To provide support for those living with CHD including family and friends.

· To identify resources available to support the development and delivery of CR and seek funding if required.

· To implement SIGN guideline No 57 (Cardiac Rehabilitation).

In the 18 months since the group was established it has supported, developed, co-ordinated and generally overseen the rapid and very satisfactory expansion of cardiac rehabilitation care throughout the Grampian region. 

The group has seen great strides in the improvement of the provision of CR in Grampian, however there is no room for complacency. It is estimated that there are between 20,000 and 30,000 CHD patients in Grampian with around 1600 - 1800 new patients annually requiring access to the service. Cardiac Rehabilitation can give the majority of these patients a better and more fulfilled quality of life. Staff are working hard to ensure that each and every patient is aware of this and can access CR on the pathway to recovery and continued good health. 

SCOTTISH PRIMARY CARE COLLABORATIVE - CHD PROJECT

Phase 2 of the Scottish Primary Care Collaborative will focus on CHD and Access. Three Phase 2 projects have been approved in Grampian – 1 in each Community Health Partnership (CHP).

Measurable targets will be

· The number of patients able to access their primary care professional routinely the next working day

· An absolute reduction in CHD mortality per year.

Improvement measures will include

· % of CHD patients on aspirin

· % of CHD patients with a last recorded BP below 140/80

· % of Post-MI patients on beta blockers

· % of CHD patients on Statins

· The number of recorded CHD deaths
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6.
FUNDING & INVESTMENT PLANS

The CHD/Stroke Strategy has been supported by £40m from the Scottish Executive.  This funding for the whole of Scotland and has been made available over 2 years to support the setting up of the Scottish MCN Networks and the development of the National Stroke and Heart Disease Databases.  It also includes funding of local developments in each Health Board area over 3 years.  This entailed submitting detailed plans to the Executive for approval and all funding is subject to careful monitoring.  After the 3 years, the funding will be through the Health Board Allocation.  

	Grampian CHD Strategy Funding
	
	
	
	
	

	
	
	£'000
	
	
	

	Income
	
	2003-04
	2004-05
	2005-06
	

	MCN Pump Priming
	
	50   
	50   
	50   
	

	General Allocation
	
	355   
	522   
	561   
	

	SpR Funding
	
	0   
	16   
	16   
	

	Unspent funds from previous year
	
	0   
	36   
	(66)  
	

	Total Income
	
	405   
	624   
	561   
	

	
	
	
	
	
	

	Expenditure
	Annual Budget
	2003-04
	2004-05
	2005-06
	

	CHD MCN pump priming 
	50--50--50
	14   
	50   
	60   
	

	CABG Infrastructure
	355--237--0
	355   
	237   
	0   
	

	Cardiac Cath Lab
	0--301--0
	0   
	301   
	0   
	

	CABG Rehabilitation Post
	0--86--86
	0   
	2   
	47   
	

	Community based COPD clinic
	0--436--475
	0   
	100   
	641   
	

	Total Expenditure
	
	369   
	690   
	748   
	

	
	
	
	
	
	

	
	
	
	
	
	

	Under/(Over) Commitment on funding
	
	36
	(66)
	(187)
	

	
	
	
	
	
	

	Overcommitment covered by slippage on Stroke Strategy schemes
	
	
	
	

	
	
	
	
	
	


To Note: All figures are in £000’s (thousands)
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7.
FORWARD PLANNING 2005/06

“Carers often need more advice”

Action Plan

Redesign of Grampian/Northern Region Cardiology.  Use of new Waiting Time monies

The CHD MCN has been asked to examine the provision of cardiac services across the Grampian Region and to see how this might fit with a Northern Regional approach.  A particular need to look at this with some urgency has come about by virtue of additional CHD monies being made available on a Northern Regional Basis (£570,000 capital and £370,000 revenue for the last 6 months of financial year 2005/06 with similar funding for 2006/07.  

Cardiac Rehabilitation

Big Lottery Funding is due to run out by Spring 2007 and work will be undertaken to find further funding beyond that period.

Heart Failure Service

Clusters of heart failure patients have now been identified and satellite clinics in the community are being set up to cut down on travelling time for the Heart Failure nurses.  Also Heart Failure Guidelines are currently being considered for final approval. Big Lottery Funding is due to run out by Spring 2007 and further funding for this project is being sought.

Community Cardiology Clinics

A clinic in South Aberdeenshire (Stonehaven) to be up and running by early 2006.

A clinic in North Aberdeenshire to be operational by March 2006

A clinic in Moray to be ready by Summer 2006.

A GP Specialist(s) is to be appointed to work within each of these centres 
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ENQUIRIES
Dr Malcolm Metcalfe

Lead Clinician, CHD, MCN

CHD & Stroke MCN Office

Westholme

Woodend Hospital

Eday Road

Aberdeen

AB15 6LS

M.J.Metcalfe@arh.grampian.scot.nhs.uk
Dr Jim Black

Lead GP, CHD MCN

CHD & Stroke MCN Office

Address as above

James.Black@nhs.net
Mr Milne Weir (to October 05)

Mr Sandy Reid (from October 05)

Network Manager for CHD and Stroke

CHD and Stroke MCN Office

Address as above

sandy.reid2@nhs.net
Mrs Christine Gray

Secretary

CHD and Stroke MCN Office

Address as above

Christine.Gray@arh.grampian.scot.nhs.uk
Telephone (01224) 556713

Ms Karen Secombes

Heart Failure Co-ordinator

K.Secombes@arh.grampian.scot.nhs.uk
Telephone (01224) 553605

Ms Brenda Anderson

Cardiac Rehabilitation Project Manager

Brenda.anderson@nhs.net
Telephone (01224) 553946
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Project Organisation

The MCN for CHD in Grampian has:

Project Board and Sub Groups


CHD Project Board, Mr Malcolm Metcalfe (as email above)

Heart Failure Sub Group, Dr Karen Simpson, 

Cardiac Rehabilitation Sub Group, Mr Robert Paton, 

CHD Public Involvement, Mr Sandy Reid, sandy.reid2@nhs.net
Combined CHD/Stroke Quality Assurance Dr Stephen Lynch, 

Project Board Membership

Alastair Ramsay,  Member of the Public

Andrew Dickson , Member of the Public

Andrew Fowlie, General Manager, Moray, Health and Social Care Partnership, Spynie Hospital

Charles Siderfin , Network Manager, CHD & Stroke, Orkney

Clark Paterson, 
Finance Manager, NHS Grampian

David Sullivan, 
Director of Corporate Planning, NHS Grampian

Elinor Smith, 
Director of Nursing, NHS Grampian

George Downie, (Prof) Director of Pharmacy and Medicines Management, NHS Grampian

Gillian Lewis, 
Programme Manager, Topics, Public Health, NHS Grampian

Gordon Peterkin, (Dr) Associate Medical Director, NHS Grampian

Graham McKenzie, Allied Health Professional, NHS Grampian

Graeme Smith, 
 Head of Service Development, NHS Grampian

Heather Kelman,  General Manager, Aberdeen CHP

Hussein El-Shafei, Consultant Cardiothoracic Surgeon

Jackie Bremner,
Service Planning Lead for Aberdeen CHP

Jamie Hogg, (Dr)  Lead GP, Moray, Spynie Hospital

Jim Black, (Dr) 
Lead GP for CHD and Stroke MCN

Joy Groundwater, CHD MCN Co-ordinator, Orkney 
 

Pauline Strachan, (Dr)  Lead GP, Aberdeen City

Robert Liddell (Dr) Lead GP, Turriff Medical Practice

Roberta Eunson, Service Manager, Aberdeen Collective

Roddie Wood, Member of the Public

Sandy Reid, Network Manager, CHD & Stroke MCN

Stephen Walton, (Dr), Consultant Cardiologist

Tony Collins, Member of the Public
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Remit

· Development of a clear strategy and implementation plan for the prevention and treatment of CHD in Grampian.

· Enhancement of the patient journey at a local and regional level in the North of Scotland by building on existing protocols and guidelines.

· Involvement of patients/carers in the development of services.

· Service redesign within existing resources i.e. new GP and Consultant Contract.

· Overseeing the implementation of CHD Strategy funded projects.

· Overseeing the implementation of New Opportunity Funded (NOF) CHD Projects

The overall aim of the MCN for CHD is to improve patient care in terms of quality, access and appropriateness and to act as the principal advisory group to the NHS in Grampian on the development of a strategy for coronary heart disease including health promotion, primary and second prevention, rehabilitation, hospital care, primary care and community care.

Website





The MCN for CHD has recently established a website http://www.nhsgstrokemcn.scot.nhs.uk
Minutes, agendas, newsletter, forthcoming events, local and national policies, protocols and guidelines are all available on this website. Links to other websites include the Grampian Intranet and the GP Portal. 

An effective Communications Strategy is an essential tool to support and maintain awareness of the CHD management Clinical Network for NHS Grampian.

A draft strategy is being developed to ensure that there is a clear process for disseminating information across networks, the wider organisation and wider community, where appropriate.

There are three separate strands of the communication strategy, which are:

1. Internal communication arrangements within the strategic planning groups, communication between local Managed Clinical Network (MCN) planning groups and communication between MCN planning groups and other local planning groups (e.g. Older People’s Strategy group etc).
2. Communication with health care staff across NHS Grampian in respect of clinical network activity.
3. Communication and consultation with communities and the general public in respect of Stroke, CHD and diabetes services and other MCN developments.
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Website (cont.)

Methods of ensuring that the required information reaches the relevant stakeholders will include:

( Inclusion of relevant information relating to MCNs as an agenda item and subsequent minutes from those meetings.

( Regular bulletins

( Published reports and papers

( Web site

( E-mail reference group for short, informal updates

( Telephone

( Face to face meetings

( Conference/workshop/development days

( Newsletters

( Audit findings, service redesign reports and benchmarking exercises

Internal communication will be managed through formal strategy meetings and the reporting arrangements to the Board and other strategic groups are described in terms of reference for the respective networks
19
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