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Progress in Establishing Clinically Managed Networks for Coronary Heart Disease (CHD) and Stroke Services in Shetland – April 2004 to March 2005
Introduction: emerging clinical networks – 18 months on.
The report of the Acute Service Review1 published in July 1998, introduced the concept of Managed Clinical Networks (MCN). Subsequently, the Scottish Executive Department of Health issued the NHS MEL (1999) and NHS HDL (2002) to introduce and promote the development of MCNs throughout NHS Scotland.

Managed clinical networks are defined in the NHS MEL (1999) 10 as follows:

‘…linked groups of health professionals and organisations from primary, secondary and tertiary care, working in a co-ordinated manner, unconstrained by existing professional and Health Board boundaries, to ensure equitable provision of high quality clinically effective services throughout Scotland.'

Health Boards throughout Scotland are working towards establishing formal networks for a whole host of health and social care services including CHD, stroke, diabetes and cancer. 

NHS Shetland has always had a culture of close working and integrated services but the development of clinical networks has enabled and encouraged cross boundary working through the eyes of the patient. Clinical networks formalise the development of services in an inclusive way and provide a mechanism for focussing on the total system rather than parts of the service.

NHS Shetland provides a range of health care services to the most northerly UK population. The development of clinical network arrangements has been challenging due to the small scale of the service and the flat organisational structures (e.g. small departments with limited number of personnel). However, health care staff from across the organisation have embraced the challenge and worked collaboratively to further develop services and maintain a high quality of care to patients.

The evolution of the emerging clinical networks in Shetland is described in the following section.
1. Investment Plans & Monitoring Arrangements

The investment plan has been delivered largely to target. The investment plans and a break down of expenditure for 2004-05 are listed in the financial monitoring report denoted in Appendix A.
Some slippage has occurred due to the time required to go through the recruitment process and identify suitably qualified staff. This is an ongoing work force planning issue in Shetland and a strategy is being developed to streamline Human Resource Department processes and deploy mechanisms for encouraging new staff and retaining posts.

The respective network groups have managed the funding for CHD and Stroke MCNs directly. Therefore posts and services have been clinically managed and delivered to realistic timescales.

2. Managed Clinical Network Development

A local CHD and Stroke Services Advisory Group (CHDSSAG) was established in 2002. The remit of the CHDSSAG was to take a lead on the strategic planning of CHD and Stroke services across Shetland and to support the delivery and development of services and promote cross boundary working.

In March 2004, the CHDSSAG was dissolved and replaced with the CHD Services Advisory Group (CHDSAG) and the Stroke Services Advisory Group (SSAG) operating with the same role and remit as the amalgamated advisory group.

These advisory committees are multi-professional, multi-organisational planning groups, which include lay representation. Clinical leads have been appointed for both groups (Dr K Graham, CHD Lead and Dr J Unsworth, Stroke Lead). 

Membership of the respective advisory groups, terms of reference and roles and responsibilities are listed in Appendix B.

The advisory committees report into Shetland Health Board directly and provide regular updates in respect of service and network development which are fed into the wider organisation via local senior management forums such as the service redesign committee, associated advisory group meetings and clinical governance sub groups (e.g. Patient Focus and Public Involvement Committee). The advisory committees are working with Quality Improvement Scotland (QIS) in the development of draft quality assurance programmes for the respective networks. 

A number of posts have been developed to support the managerial and organisational aspects of delivering managed services and clinical governance arrangements.

A MCN Co-ordinator (MCNC) was appointed in late October 2003 to provide managerial support and co-ordinate the development of the emerging networks for diabetes, coronary heart disease (CHD) and stroke services. This is a substantive post, which sits within the Community Health Partnership (CHP) management structure and is funded by NHS Shetland. The MCNC also provides a managerial lead for clinical governance and rapid improvement programmes to the wider CHP. 

MCN pump priming monies have been used to fund a substantive post to support the development of clinical governance in the CHP. Funding for two years from the MCN has been put against this post with pick up from the Board thereafter. The Primary Care Facilitator took up the post in January 2005.

CHD and Stroke network pump priming funding also provides secretarial support (WTE 0.67) to the Assistant Director of Patient Services (ADPS). The ADPS is the lead manager for hospital based clinical governance services and provides support to the clinical networks. Recharges are also in place to cover the cost of the staffing resources made available to the MCNC via the Clinical Governance Support Team. 

Further funding has been invested in providing a fixed term post (WTE 1.0) to facilitate the development of an audit programme for CHD, Stroke and Diabetes services. The Audit Officer took up the post in April 2005.

A number of clinical posts have also been funded through MCN pump priming and project monies. These are detailed in the following sections. 

Work force planning is always a challenging issue for remote and rural service providers. There have been some delays to recruiting posts because of the difficulty of identifying appropriately skilled staff. However, over the last 12 months we have been able to fill all of the vacancies which are aligned to MCN funding. Recruitment remains a high level risk to the continuation of services across the organisation and a watching brief will be maintained in respect of delivering CHD and Stroke services through the MCN structure.

Service developments and sub group activity in CHD and Stroke services

The development, progression and objectives for CHD and Stroke services are outlined in the Board’s Health and Community Care Plan and the Corporate Action Plan for 2004-05. Details of the objectives are denoted in Appendix C. The CHP Development Plan will also carry details of CHD and Stroke services strategy plans and objectives from 2005-06.

The following section details some of the specific service developments and enhancements, which are planned, or in progress as a result of MCN funding and have been determined at a strategic level and link with corporate and health objectives described in the wider Health and Community Care plan. 

These include the development of a ‘stroke team’ to co-ordinate stroke care, further redesign of cardiac services including the development of an early thrombolysis care model, heart failure management, assessment and treatment of hypertension and cardiac rehabilitation.

Improving access to heart failure services

Progress to date includes the development of a local heart failure strategy, which outlines the key objectives for this service over the next 2 years. These objectives include improving patient access to timely investigation and treatment by reviewing the patient pathway and redesigning as appropriate. A new referral pathway for the management of suspected heart failure was launched in September 2004. 

Patients in Shetland can now access first line assessment and investigation via ECG in Primary Care. In addition to this, ‘walk in’ phlebotomy and X-ray services have been put in place to reduce the time to diagnosis, improve equity of access to services and reduce the number of patient appointments. Investment has also been made in the provision of brain naturetic peptide (BNP) as a negative predictor of chronic heart failure. 

Implementation of the referral pathway is being carefully monitored and supported by a programme of audit activity including the review of decision limits and clinical outcomes through the utilisation of BNP. 

Further work is planned in 2005-06 to develop an integrated approach to heart failure management through the establishment of locality based heart failure clinics offered by the Cardiac Nurse with support from GPs and Dr Ken Graham (Consultant Physician and Clinical Lead for CHD).

Access to cardiac investigations and early assessment

Enhanced cardiac services are being developed in Primary Care with the provision of ECG and defibrillator equipment. The provision of equipment and additional investment has been made in response to the need to develop patient centred services by reducing patient waiting times for investigation and increasing equitability of service access. Routine ECG investigations in Primary Care began in September 2004.  This has also provided additional capacity in Secondary Care to undertake timeous echocardiogram investigations on patients referred with suspected heart failure or atrial fibrillation. 

Early thrombolysis (ET)

Local protocols and a clinical pathway for GP initiated early thrombolysis were completed in January 2005. A comprehensive programme of training in respect of ET management and ECG interpretation has supported the development of the local ET model. Sessions have been provided throughout 2004 and early 2005 through specialists and trainers employed by NHS Shetland, the Scottish Ambulance Service and the pharmaceutical industry.

Tenecteplase (the clot busting drug) is carried by the Out of Hours (OOH) GP service and is also available in a limited number of Practices (those on the remote northern islands). Plans are in progress to roll out the service and the availability of tenecteplase to the remaining Practices by May 2005. Plans are also in place to introduce tenecteplase to hospital based services and A&E Department personnel are being trained to use the single bolus system.

Developing hypertension services

Following a successful round of recruitment, a nurse joined the renal team in September 2004. The post has been developed to provide support to the renal service and establish hypertension clinics in association with the CHD clinical lead. A service model has been developed and protocols and guidelines are in place. The nurse currently works on a ‘resource nurse’ basis attached to the Medical Hypertension clinic. Plans are being developed to expand the role of the nurse to provide support across hospital and community based services to staff around educational issues and to put in place nurse led clinic arrangements.

Developing cardiac rehabilitation services

A supported self-management model (using the Heart Manual) is in place for cardiac rehabilitation services in Shetland. This model works well and is facilitated by Heart Manual trained nursing staff based in hospital and community settings. Patients diagnosed with a myocardial infarction are introduced to the ‘Heart Manual’ programme in hospital and are referred to Community nurses for ongoing support and education following discharge. The current programme is limited in terms of the number and type of patients that can be referred to community staff for Heart Manual based cardiac rehabilitation.

The MCN has put in place a plan to enhance this service through the development of a community based cardiac rehabilitation programme which will be made available to a wider group of patients with coronary heart disease. Crucial to the plan was the recruitment of a Cardiac Nurse to facilitate the development and delivery of the service. Slippage to the development of the service has been due to the delay to recruiting a suitability experienced senior nurse.

Following a successful round of recruitment in December 2004, a Cardiac Nurse has been recruited and is due to take up the post in April 2005. The development of the cardiac rehabilitation service will be taken up in the financial year 2005-06.

Exercise referral schemes

In April 2004, a local exercise referral scheme was established as a joint project between NHS Shetland and Shetland Recreational Trust with funding from the Big Lottery. The scheme is in the establishment phase and the indicative launch has been set for January 2005. There is scope for integration of cardiac rehabilitation services and the provision of a phase IV exercise programme and work will be taken forward to develop community rehab in collaboration with the ‘exercise on prescription’ team.

Developing a mobile stroke team to provide early and long-term patient assessment

In 2004-05, plans were put in place to establish a mobile stroke team. The Stroke MCN called for proposals from nursing and therapy services to develop an integrated service providing early and long-term support to patients following a stroke. 

It was agreed that resources would be put against funding backfill for Physiotherapy services so that staff could attend training to further develop neuro-rehabilitation skills. In addition to this, three fixed term posts were funded to support the development of Occupational Therapy services, Speech and Language Therapy (SALT) services and Nursing through the provision of a part time Stroke Liaison Nurse post.
All of the above posts were in the final stages of recruitment by March 2005. Plans for 2005-06 will be to agree the service specification for the integrated follow up of people with stroke illness, which will include assessment up to one-year post hospital discharge. 

Sub group development

The MCNs for CHD and Stroke services have coverage across NHS Shetland and also with partner agencies such as SAS and Social Work. In addition to this, MCNs have representation from the voluntary and independent sector such as Chest Heart Stroke Scotland affiliates.

A number of Advisory Group ‘sub groups’ were been established in 2004 to develop the services outlined above along with appropriate health care governance arrangements. The short life working parties allied to the CHDSAG include the heart failure sub group, early thrombolysis sub group and the cardiac rehabilitation sub group. 

A sub group has also been established to review local protocols and guidelines and to explore the development of formal care pathways for stroke patients. In addition to this, work has begun to develop a local education and information package for patients and their family. 

The diagram in Appendix D denotes the direct and functional relationships between the MCNs, the sub groups and the wider organisational structure.

3. Managed Clinical Networks and Clinical Effectiveness

Clinical effectiveness and audit 

The role of the emerging networks will be to ensure that health care governance arrangements are in place to support the respective services.

Audit and community services

Primary care has a well-established audit programme for CHD management and work is taking place to develop audit activity in respect of CHD and Stroke management across the Health Board.

An extensive governance programme began in 2004 as part of the preparation and implementation of the General Medical Services (GMS) contract and associated quality outcomes framework. Registers have been established in all 10 of the Health Centres to effectively identify, monitor and manage patients with cardiovascular disease. Work is ongoing to further develop systematic processes for screening and managing patients with cardiovascular disease in Primary Care in line with the quality indicators and treatment targets set out in the GMS contract. 

Appendix E denotes Shetland performance in terms of points achieved for clinical indicators relating to hypertension, CHD, stroke and left ventricular dysfunction (LVD) in 2004-05.

Forty percent of Practices in Shetland are signed up to Phase II of the Scottish Primary Care Collaborative (SPCC) programme for diabetes and access. Practices have also joined the first phase of the SPCC programme for CHD and access, which begins in April 2005. Information and progress against the improvement measures will be disseminated through the wider MCN.

As part of the wider health care governance programme for the CHP, work is planned to put in place a series of feedback sessions to discuss local performance in respect of CHD and Stroke services and develop audit/governance interface arrangements.

Appendix F describes ischaemic heart disease management in Primary Care in Shetland prior to the introduction of the new contract.

Audit activity and hospital based services

In 2004, an audit programme for CHD services was established and includes topics reviewing CHD services across the patient pathway. The programme includes a review of capacity and demand in the Physiological Measurements Department, a review of cardiac rehabilitation management against British Association of Cardiac Rehabilitation (BACR) guidelines and a review of adherence to the new referral pathway for the investigation of suspected heart failure. 

The clinical audit programmes for cardiovascular disease will be expanded in 2005-06 now that additional audit personnel have been recruited.

NHS Shetland began contributing to the national programme of audit activity for stroke services in August 2004.  In association with the Scottish Stroke Care Audit (SSCA) team, a standard operating procedure has been developed describing the data collection process to provide a mechanism ensuring data quality. Results of the audit programme in 2004 are described in Appendix F.

The Stroke Advisory Group we will be revising the data set to allow for more meaningful data analysis, as the national report outputs do not take into account specific end points such as exemptions for investigation and contraindications to treatment options.

In addition to this, a local audit programme has been developed which includes the review of stroke management from physiotherapy, occupational therapy and speech and language therapy services and exercises focusing on the quality of health care documentation (e.g. a review of multi-disciplinary team (MDT) goal setting against local standards). 

Implementation of health care guidelines and service appraisal

A programme of service appraisal began in March 2004, with a view to establish local clinical and operational standards for CHD and Stroke services with an accompanying programme of clinical audit, as per QIS requirements for MCNs. This activity is taking place in association with the wider management teams and the Clinical Governance Support Unit.

A local work plan was devised which outlined the key activities, which needed to be undertaken in order to address some of the issues outlined in the service mapping exercises and to meet the QIS recommendations for stroke services. This plan formed the foundation of a local stroke strategy, which is described in the MCN quality assurance framework. The framework can be found at http://9.200.150.14/initiatives/mcn/index.asp.

As part of this work, groups were established to review and implement SIGN guidelines 64 and 78.  The adaptation and adoption of the revised guidelines was endorsed through the SSAG and the local clinical governance co-ordinating group (CGCG). 

Preparation for the QIS review was completed on March 21st 2005. The review visit date has been set at May 4th 2005.

Work is ongoing to deliver the action plan and continue to develop the service to the standards set out in the quality assurance framework.

Similar work to develop an over arching CHD strategy is progressing in the CHDSAG.

The local Quality Assurance Framework (QAF) for CHD services will be developed following the publication of the national template by QIS. There are good communication channels between QIS and local MCN personnel and regular dialogue is maintained in respect of progress around the development of quality assurances programmes for all clinical networks in Shetland.

There are clear links between the health care governance arrangements for the Board and the MCNs. The clinical networks manage many aspects of governance at a strategic level. However, specific issues relating to operational issues such as clinical incident reporting, performance management, and complaints are handled by the services aligned to these pillars of governance for example the Clinical Governance Support Team and Human Resources. High level feedback takes place through the MCN.

Staff development, education and training

Various training opportunities have been provided for cardiovascular services in 2004, which include seminars on heart failure management, chest pain management, application of tenecteplase in early thrombolysis management and ECG interpretation. 

Similarly, teaching sessions aimed at staff managing people with stroke have also been provided. These include sessions promoting nutritional management for people with swallowing difficulties and basic stroke care.

As part of our long-term strategy the advisory committees are working with the local Staff Development Unit to evaluate existing skills and knowledge via an organisation wide training needs appraisal. The examination of training needs will encompass all aspects of acute and rehabilitative management for CHD and Stroke care. An education and development group was established in September 2004 to take this forward and is currently undertaking a piece of work to review baseline skills and knowledge for nurses.

Work to review training needs in respect of stroke services took place in early 2005. Results of the training needs survey will be used to set the learning objectives for forthcoming training sessions in May 2005, facilitated by Chest Heart Stroke Scotland. Sessions will also be established as part of a rolling programme using locally trained staff as this is a sustainable approach to managing training needs around this service as it was indicated in the survey as the most preferred option.

One of the key challenges is the identification of training needs and provision of skills updating staff providing services to a wide range of patient groups. Implementation of the NHS Education Scotland (NES) competency frameworks will need to be given particular consideration in light of the configuration of services in Shetland and the workforce and skill mix required to deliver health care locally.

The CHD and Stroke MCNs seek to develop a sustainable approach to the training and maintenance of skills for staff in Shetland in 2005-06.

4. Patient information and education

Work began in 2004 to establish a community support groups for patients with stroke. A grant of £5,000 for three years from the Big Lottery has been secured to develop a community support group for stroke patients. The medical charity Chest, Heart and Stroke Scotland is supporting the establishment of the group with expertise and advice.

The community support group provides an environment suitable for hosting activities and events of both social and therapeutic benefits to people with stroke illness, family and friends (e.g. conversational partners, handicrafts, relaxation and gentle exercise etc). A programme is in place for 2005.

The group are actively involved in working with the stroke MCN to review patient information and shape the development of the early supported discharge service.

Some of the key challenges for NHS Shetland in respect of the patient focus public involvement (PFPI) agenda include accessing opinions and views from a relatively small community (total population is approximately 22,500) spread over a relatively large rural geographical area, which also includes remote island communities. The logistics and resources required to equitably ‘reach’ communities can be substantial. The impact, value for money and sustainability of PFPI approaches are issues, which will explore and evaluated through the Board PFPI advisory group.

Furthermore, NHS Shetland is actively working with partner agencies to share learning, information about services and public opinion in order that both ad hoc and strategic approaches are used to include the wider community in decision-making concerning cardiovascular services.

The MCNs for CHD and Stroke have been exploring ways to involve patients and carers in the development of services and the decision making process via lay representation on strategic planning forums and through focus group work within CHD and Stroke services. 

To date, this activity includes the identification of additional lay representatives following an advertising campaign in the local newspaper, the provision of a two day training event on public involvement for health care staff and lay representatives in September and improved communication across the organisation and into the wider community via newsletters and the development of an MCN website. The MCN communication strategy is also closely linked to the wider PFPI strategy across NHS Shetland.

This area of MCN development still requires significant work to ensure the sustainability of the communication strategy and incorporate the wider community in decision making at a strategic level. Further work regarding to engage and consult with the public will be undertaken in 2005-06.

5. Communication & Events

A clearly defined strategy for dissemination of information both horizontally and vertically within the respective MCNs was developed in 2004. This information is detailed in the terms of reference, roles and responsibilities for Advisory Group members and the communication strategy (see Appendix G).

MCN developments and progress are fed back quarterly to the Service Redesign Committee and the wider NHS Board. 

A web site has been established detailing the work of the MCNs which will also be use to share information and documentation (e.g. protocols, proformas, work plans, reports, meeting minutes etc). The site can be found at: http://9.200.150.14/initiatives/mcn/index.asp. 

Work will be undertaken in 2005-06 to enable the site to be viewed by the public as part of the integration of Internet and intranet sites within the Board.

A newsletter was also established in 2004. The newsletter is published every six months as an additional means of communicating MCN activity widely across the organisation and the community.

Further work needs to be undertaken to refine communication arrangements with the public to promote genuine engagement and also ensure that staff across the organisation are able to participate in clinical network activity and are aware of and can influence strategic plans and organisational objectives. 

This is a core aim for 2005-06 and will be realised through the expansion of the MCN team and new community health partnership infrastructure with locality based working arrangements.

Details of training courses and conference attendance sponsorship can be found in Appendix H.

6. Wider organisational and service issues

In 2004, links were established with other MCNs in terms of sharing good practice, information and resources across Scotland. In particular, work has taken place to strengthen the links between Health Boards in the north of Scotland region and regular discussion takes place concerning common issues and challenges.

A key challenge for 2005 will be to further develop dialogue with the NHS Grampian MCNs in respect of shared care services for CHD and Stroke, to ensure that seamless care exists for patients managed between the NHS Boards. In particular, further discussion needs to take place in respect of the follow up arrangements for patients following cardiac surgery and the role NHS Shetland can play in providing longer-term support for patients (e.g. through Cardiac Rehabilitation Services and Physiological Measurements).

7. Plans for the next 12 months for CHD and Stroke Services

The corporate action plan for CHD and Stroke services can be found in Appendix C.
APPENDIX A

MCN Allocation from the Scottish Health Department 2003-2005

	Shetland CHD and Stroke
	
	
	

	
	
	1
	2

	Income
	
	2003-04
	2004-05

	MCN Pump Priming
	
	100
	100

	Stroke audit
	
	3
	3

	General Allocation
	
	30
	52

	Unspent funds from previous year
	
	0
	8

	Total
	
	133
	163

	
	
	
	

	
	
	
	

	Expenditure
	Annual Budget
	2003-04
	2004-05

	CHD MCN pump priming 
	50--50--0
	46
	25

	Thrombolysis Initiative
	30--30--30
	30
	30

	Cardiac  rehabilitation
	0--12-12
	0
	2

	Stroke MCN pump priming 
	50--50--0
	46
	10

	Stroke audit
	3--3--3
	3
	3

	Stroke facilities
	0--10-10
	0
	10

	Total
	
	125
	80

	
	
	
	

	
	
	
	

	Unallocated funds/Slippage
	
	8
	83


Investment Plan for CHD and Stroke Services 2004-05

	Project Description
	Developments/Benefits to Date
	2004-05 Allocation
	2004-05 Spend        £
	2004-05 Remaining £

	To develop an autonomous GP led, early thrombolysis service in Primary Care through the provision of cardiac training and equipment.
	ECG and defibrillator equipment rolled out in April/May/June with an accompanying training programme. Additional ECG machines have been purchased for certain Practices so as to meet ECG demand. 10 wireless printers have been purchased so that ECGs can be taken in remote places/outside the Practice by GPs providing early assessment of acute coronary symptoms. The new early thrombolysis service and provision of early ECG by GPs will be monitored through the CHD Advisory Group.
	 £      30,000.00 
	 £    30,000.00 
	                 -   

	Recruitment of MCN facilitator post to assist in the development of CHD & Stroke networks (WTE 0.33 from CHD allocation). Expenditure from MCN top slice allocation 2004-05.
	Recruited January 2005.
	 £      16,364.00 
	        4,091.00 
	 £   12,273.00 

	Project Description
	Developments/Benefits to Date
	2004-05 Allocation
	2004-05 Spend        £
	2004-05 Remaining £

	Recruitment of MCN Administrator post for CHD & Stroke networks (WTE 0.33 from CHD allocation). MCN top slice allocation 2004-05.
	Supporting the administrative needs of the network team.
	 £        9,250.00 
	 £      9,250.00 
	 £               -   

	Introducing BNP testing in Primary Care to facilitate early detection of heart failure. Expenditure from MCN top slice allocation 2004-05.
	Heart failure pathway developed and implemented in September 2004. Implementation of the referral pathway is being monitored for aherence. BNP available across primary care via an open access phlebotomy service.
	 £        8,000.00 
	 £    12,000.00 
	-£     4,000.00 

	Recruitment of a Cardiac Nurse to develop cardiac rehabilitation services and acute CHD management. Expenditure from MCN year 2 allocation and top slicing 2004-05.
	Recruited in December 2004. Not in post for 2004-05. Post holder started April 4th 2005.
	 £      30,648.00 
	 £      5,108.00 
	 £   25,540.00 

	Recruitment of a  Renal/Hypertension Nurse to provide hypertension clinics on a WTE 0.3 basis. Expenditure from MCN top slice allocation 2004-05.
	Successfully recruited in September 2004. Ongoing work to firm up the service specification and implement hypertension nurse clinics.
	 £        7,673.00 
	 £      4,475.92 
	 £     3,197.08 

	Recruitment of an Audit Facilitator post to assist in the development of an audit programme for CVD (WTE 0.67 from CVD allocation). Expenditure from MCN top slice allocation 2004-05.
	Not in post for 2004-05. Advertised in March.  Post holder started April 18th 2005.
	 £      13,026.00 
	 
	 £   13,026.00 

	Recruitment of a Physiotherapist (WTE 0.5) to provide dedicated support to patients with stroke illness in respect of early and long term follow up. 
	Resource used within existing Physiotherapy establishment.
	 £      16,287.00 
	 
	 £   16,287.00 

	Recruitment of a Occupational Therapist (WTE 0.5) to provide dedicated support to patients with stroke illness in respect of early and long term follow up. 
	Not in post for 2004-05. Advertised in March.  Interviews May 9th 2005.
	 £      14,340.00 
	 
	 £   14,340.00 

	Recruitment of a Stroke Liaison Nurse (WTE 0.2) to provide dedicated support to patients with stroke illness in respect of early and long term follow up. 
	Not in post for 2004-05. Advertised in March.  Post holder starts May 19th 2005.
	 £        5,488.00 
	 
	 £     5,488.00 


	Project Description
	Developments/Benefits to Date
	2004-05 Allocation
	2004-05 Spend        £
	2004-05 Remaining £

	Recruitment of a Speech and Language Therapy (SALT) Assistant (WTE 1.0) to provide support to patients and SALTs in respect of stroke care. 
	Not in post for 2004-05. Advertised in March.  Post holder started April 20th 2005.
	 £      12,210.00 
	 
	 £   12,210.00 

	Computers and equipment - not originally costed.              Computer hardware and other on costs for Cardiac Nurse, SALT Assistant, SLN, MCN Facilitator, MCN Administrator.
	 
	 £                 -   
	 £      9,000.00 
	-£     9,000.00 

	Training and skills updates - not originally costed. Heart Manual  - 10 places. BACR Phase IV. Staff x 2 attending stroke units in Lothian.
	 
	 £                 -   
	 £      6,000.00 
	-£     6,000.00 

	TOTAL
	 
	 £  163,286.00 
	 £    79,924.92 
	 £   83,361.08 


APPENDIX B

Coronary Heart Disease Advisory Group - Function & Terms of Reference
1. Remit

The Committee has the following remit on behalf of the Board:

· To set the Board’s priorities for CHD service provision in line with local, regional and national priorities and policy imperatives.

· To produce a local CHD Strategy 

· To advise the Board in it’s role of managing the delivery of coronary heart disease services.

· In conjunction with Senior Management Team (SMT), ensure that resources are identified to develop coronary heart disease services via the Board’s business planning process and external funding opportunities.

· To oversee the co-ordination and monitoring of local service development projects and managed clinical network development to ensure that the projects are adequately supported and managed appropriately.

· To link with the SMT and pillars of governance to ensure that CHD services are developed within the agreed governance framework and sit within the overall strategic health plan.

· To take account of national priorities and policies that might have a local impact and influence coronary heart disease service development (e.g. national paramedic led early thrombolysis service models).

· To link with other professional committees to ensure that the planning of coronary heart disease services is undertaken jointly across the whole health economy.

· To ensure that appropriate links are made both regionally and nationally into the clinically managed network for coronary heart disease (e.g. coronary heart disease MCN sub group) so that local network development reflects these priorities.

· To ensure that the general public and patients are including in the decision making process in respect of the provision of coronary heart disease services.

2. Membership

· Ambulance Services Representative (Mr Peter Smith – Chief Paramedic)

· Assistant Director of Patient Services (Mr Mark Swatton)

· Assistant Director of Patient Services (Nursing) (Ms Heather Watts)

· Clinical Governance Co-ordinator (Ms Diane Coleman)

· Consultant Physician, MCN Lead Clinician CHD Services (Dr Ken Graham)

· Director of Public Health (Dr Sarah Taylor)

· Health Promotion Manager (Ms Elizabeth Robinson)

· Lay Representative Acting for the Patient Involvement Group (To be agreed)

· Lay Representative Local Health Council (Mr Magnus Shearer)

· LHCC CHD Lead Clinician (Dr Martin Jones)

· LHCC Manager & CHD Advisory Group Chairman (Mr Michael Johnson)

· Managed Clinical Network Co-ordinator (Ms Kathleen Carolan)

· Pharmacy Manager (Dr David Anderson)

· Physiological Measurements Technician (Mr Chris Brown)

· Practice Nurse Group Representative (To be agreed)

· Senior Community Nurse (Ms Anne-Marie Edge)

· Senior Dietician (Ms Joyce Donohue)

· Ward Manager – Ward 3, GBH (Ms Laura Whittall)
The Advisory Group shall appoint a Chairman from amongst its members. Other individuals may be co-opted on to the Advisory Group to advise or to provide progress reports as is felt appropriate by the Chairman. 

In accordance with the Board’s Standing Orders, as the Advisory Group consists of more than seven members, there should be five members present to declare a meeting quorate.

3. Frequency of Meetings

Meetings will be held every six to eight weeks. The Chairman may call extra-ordinary meetings as is felt appropriate to discuss urgent business.

4. Reporting Mechanisms

Short life working parties and the managed clinical network will be required to submit progress reports to the Advisory Group. The reports should include:

· Project time scales

· Project progress and details of challenges, slippage etc

· Highlight any issues relating to lack of resources that are affecting the general progress of the project

Papers will be produced to apprise the Board of progress every three months. In addition to this, the Advisory Group will produce an annual report for the Board detailing performance and service developments set against quality indicators and the service strategy outlined in the local Health Plan.

Stroke Services Advisory Group - Function & Terms of Reference
1. Remit

The Committee has the following remit on behalf of the Board:

· To set the Board’s priorities for Stroke service provision in line with local, regional and national priorities and policy imperatives.

· To produce a local Stroke Strategy 

· To advise the Board in its role of managing the delivery of Stroke services.

· In conjunction with the Senior Management Team (SMT), ensure that resources are identified to develop Stroke services via the Board’s business planning process and external funding opportunities.

· To oversee the co-ordination and monitoring of local service development projects and managed clinical network development to ensure that the projects are adequately supported and managed appropriately.

· To link with the SMT and pillars of governance to ensure that Stroke services are developed within the agreed governance framework and sit within the overall strategic health plan.

· To take account of national priorities and policies that might have a local impact and influence Stroke service development (e.g. national CHD and Stroke Strategy).

· To link with other professional committees to ensure that the planning of Stroke services is undertaken jointly across the whole health economy.

· To ensure that appropriate links are made both regionally and nationally into the clinically managed network for Stroke (e.g. Stroke MCN sub group) so that local network development reflects these priorities.

· To ensure that the general public and patients are including in the decision making process in respect of the provision of Stroke.

2. Membership

· Senior Community Nurse (Ms Anne-Marie Edge)

· Assistant Director of Patient Services (Mr Mark Swatton)

· Clinical Governance Co-ordinator (Ms Diane Coleman)

· Discharge Liaison Nurse (Ms Jane Astles)

· Ward Manager – Ward 3, GBH (Ms Laura Whittall)
· Assistant Director of Patient Services (Nursing) (Ms Heather Watts)

· LHCC Lead Clinician (Dr Dave MacFarlane)

· Director of Public Health (Dr Sarah Taylor)

· Consultant Physician, MCN Lead Clinician for Stroke Services & Stroke Advisory Group Chairman (Dr Jim Unsworth)

· Practice Nurse Group Representative (to be agreed)

· Senior Dietician (Ms Joyce Donohue)

· Pharmacist (Ms Mary MacFarlane)

· Health Promotion Manager (Ms Elizabeth Robinson)

· LHCC Manager (Mr Michael Johnson)

· Managed Clinical Network Co-ordinator (Kathleen Carolan)

· Lay Representatives (To be agreed)

· Senior Occupational Therapist (Ms Jill Beswick)

· Senior Physiotherapist (Ms Paula Morphett)

· Senior Speech and Language Therapist (Ms Clare Burke)
· Senior Social Worker (To be agreed)
The Advisory Group shall appoint a Chairman from amongst its members. Other individuals may be co-opted on to the Advisory Group to advise or to provide progress reports as is felt appropriate by the Chairman. 

In accordance with the Board’s Standing Orders, as the Advisory Group consists of more than seven members, there should be five members present to declare a meeting quorate.

3. Frequency of Meetings

Meetings will be held every six to eight weeks. The Chairman may call extra-ordinary meetings as is felt appropriate to discuss urgent business.

4. Reporting Mechanisms

Short life working parties and the managed clinical network will be required to submit progress reports to the Advisory Group. The reports should include:

· Project time scales

· Project progress and details of challenges, slippage etc

· Highlight any issues relating to lack of resources that are affecting the general progress of the project

Papers will be produced to apprise the Board of progress every three months. In addition to this, the Advisory Group will produce an annual report for the Board detailing performance and service developments set against quality indicators and the service strategy outlined in the local Health Plan.

APPENDIX C

Taken from the Health and Community Care Plan 2004-05

Coronary Heart Disease and Stroke - NHS National Priorities and Targets

National priorities for action are as follows:

· Mortality – Reduction in mortality rates from CHD and Stroke.

· Smoking – Reduction in levels of young people, pregnant women and overall rate of smoking.

· Diet & Nutrition – Increase the average intake of fruit and vegetables and complex carbohydrates.

· Physical Activity – Increase levels of physical activity in children and adults.

· Alcohol misuse – Reduce intake of alcohol in adults and 12-15 year olds.

Local Position

Epidemiology

Coronary heart disease (CHD) and stroke are the main forms of what is known as cardiovascular disease. They are the main causes of morbidity and deaths and the impact on the population of both CHD and stroke is major in terms of deaths, years of life lost prematurely, hospital beds days used, surgical procedures performed, ongoing management of chronic condition, working days lost and quality of life.

The number of incident cases for stroke and TIA in Shetland, in 2004 was 35 (requiring in-patient hospitalisation).

Shetland figures for Cerebrovascular Disease, Stroke, Subarachnoid Haemorrhage: 

Numbers of deaths, with crude and age-standardised mortality rates, by year of death registration 1994-2003

	 
	1994
	1995
	1996
	1997
	1998
	1999
	2000
	2001
	2002
	2003

	Deaths (All)
	27
	42
	33
	21
	21
	28
	17
	27
	22
	17

	Crude rate per 100,000 population
	118.5
	182.9
	144.4
	92.0
	92.5
	124.4
	76.7
	123.0
	100.3
	77.7

	Standardised rate per 100,000 population
	92.8
	136.0
	104.6
	64.2
	70.1
	86.6
	57.0
	83.5
	62.1
	51.0


Scotland (All) Numbers of deaths, with crude and age-standardised mortality rates, by year of death registration 1994-2003

	
	1994
	1995
	1996
	1997
	1998
	1999
	2000
	2001
	2002
	2003


	Standardised rate per 100,000 population
	104.3
	102.7
	93.0
	90.5
	88.7
	86.4
	85.5
	81.9
	82.2
	79.2


Shetland figures for Cerebrovascular Disease:

Numbers of incident cases, with crude and age-standardised incidence rates, by year 1994-2003

	
	1994
	1995
	1996
	1997
	1998
	1999
	2000
	2001
	2002
	2003

	Incidence
	44
	52
	58
	50
	58
	47
	41
	56
	36
	43

	Crude rate per 100,000 population
	193.1
	226.4
	253.7
	219.0
	255.5
	208.8
	184.9
	255.0
	164.1
	196.6

	Standardised rate per 100,000 population
	167.7
	176.1
	193.2
	164.1
	211.8
	165.6
	144.2
	191.1
	118.9
	137.4


Scotland (All) Numbers of incident cases, with crude and age-standardised incidence rates, by year 1994-2003

	
	1994
	1995
	1996
	1997
	1998
	1999
	2000
	2001
	2002
	2003


	Standardised rate per 100,000 population
	223.8
	221.9
	211.8
	214.0
	215.1
	211.2
	204.3
	198.6
	194.3
	181.1


*Due to small numbers, the figures in the above tables should be interpreted with caution.

Whilst progress has been made in recent years at reducing mortality and the morbidity of these conditions, we still have a lot of work to undertake before we can feel that we are achieving what is possible.

Strategic Planning Process

The planning of local services for patients with these conditions is guided by the national CHD/Stroke Task Force, which published its findings in September 2001. Following on from the recommendations of the CHD/Stroke Task Force, the Scottish Executive Health Department published in October 2002 the Coronary Heart Disease and Stroke Strategy for Scotland. The Strategy contained an Implementation Plan setting out the priorities for CHD and stroke that the Board must take forward over the coming years.

Key recommendations made by the Task Force include:

· Improvement in primary prevention programmes, with particular attention given to geographically remote communities and the most socially disadvantaged groups within the local population

· Improvement in the delivery of secondary prevention

Considerable work has been undertaken over recent years to develop services locally for CHD and stroke patients. This work is co-ordinated in Shetland at a strategic level by the CHD/Stroke Strategic Group, who take a lead role in planning and developing services. Membership of this group includes clinicians from both primary and secondary care, health promotion and the Local Health Council, which ensures that the user viewpoint is represented on the group.

Collaboration with the local Heart & Stroke Association and service users have informed the work of the group in local health promotion and prevention activities, in specific service developments, in developing patient information and in developing a Managed Clinical Network (MCN).

Current Services

NHS Shetland has a Consultant hospital service that provides emergency and planned care via an inpatient and out-patient medical service, a chest pain clinic, diagnostic services including electrocardiograph (ECG) and echocardiogram (echo), and referral to Grampian cardiologists and cardio-thoracic surgeons for specialist secondary and tertiary care. A local hospital based myocardial infarction (MI) rehabilitation programme is in place, and stroke rehabilitation is done within the acute medical and elderly care wards.

CHD Action Plan for 2004/05 and beyond

Building on the local systems and services already in place, NHS Shetland is committed to establishing a Managed Clinical Network (MCN) for CHD by mid 2004. The MCN will look to further integrate the full spectrum of services from primary prevention to rehabilitation.

Some of the specific issues which the MCN will look to address are as follows:

· Establish targets for the secondary prevention of CHD, including rehabilitation, in both primary and secondary care as part of an agreed quality assurance programme endorsed by NHS Quality Improvement Scotland

· Develop primary care standards for CHD linked to the new GMS contract and PMS (17C) contracts as part of an agreed quality assurance programme endorsed by NHS Quality Improvement Scotland

· To further develop clinical governance structures in both primary and secondary care as a component of a formally agreed managed clinical network for CHD & Stroke services.

· To invest in the procurement of portable ECG equipment and defibrillators in primary care to enable the early assessment of patients for and heart failure.

· To develop a service model for the implementation of pre-hospital thrombolysis;

· To develop a service model for the implementation of BNP blood testing in primary care to facilitate the early investigation and treatment of heart failure (subject to funding availability)

· To further develop plans for cardiac rehabilitation, with particular attempt to ensure the participation of excluded groups such as women, older people and those from socially disadvantaged groups. Including the development of a comprehensive nurse led cardiac rehabilitation service across Shetland (subject to funding availability)

· To further promote awareness and formal training for staff and the public in basic life support. Including the development of a Resuscitation Officer role to coordinate a programme across Shetland (subject to funding availability);

· Specific actions to address smoking, diet & nutrition, lack of physical activity and alcohol misuse are contained in the lifestyle section;

· Extend exercise referral scheme to all general practice in Shetland (NOF funded);

· Continue with smoking cessation programme;

· Continue with the provision of free fruits within primary schools (NOF funded)

· Following completion and evaluation of pilot studies, examine the feasibility of introducing local CHD and stroke database/register;

· Examine the implementation of SCI-CHD;

· Provision of regular ongoing educational programmes for multi-disciplinary staff groups.

Stroke Action Plan for 2004/05 and beyond

Building on the local systems and services already in place, NHS Shetland is committed to establishing a MCN for stroke by mid 2004. The MCN will look to further integrate the full spectrum of services from primary prevention to rehabilitation.

· A local stroke rehabilitation programme is being planned within the service redesign work proposed for the hospital rehabilitation service as part of the development of services for older people planned within the Older Peoples Strategy currently being consulted on within Shetland.

· Plans to establish a multi disciplinary stroke team have been developed and are subject to funding availability.

· To further develop plans for a local Stroke Club to support patients with the transition for hospital to home (NOF funded)

· Provision of regular ongoing educational programmes for multi-disciplinary staff groups.

Outcomes

· Establish Managed Clinical Networks for both CHD and Stroke

· Improved co-ordination of care for patients living in Shetland

· Monitoring of the delivery and provision of care against national quality standards

· Capability building for healthcare staff via recognised education and training programmes

· Improved access to CHD/Stroke services by introducing early assessment to investigation and treatment

· Increased patient/public involvement in the decision-making process and responsiveness to feedback

Outcomes for people using our services

Promoting healthy lifestyles will enable people living in Shetland to reduce the risk of developing these illnesses. Those living with coronary heart disease or recovering from stroke, should have better access to services and a clear, well understood pathway of care.

Excerpt from the NHS Shetland Corporate Action Plan 2005-06

	Coronary Heart Disease (CHD)

	2.
Develop CHD services (within MCN for CHD)
	CHP GM
	2.1
Put in place a quality assurance framework for CHD services, which is approved by the local CHD MCN and endorsed by NHS QIS by March 2006
	· Quality assurance of local services
	

	
	CHP GM
	2.2
Develop and implement local targets for the secondary prevention of CHD, including cardiac rehabilitation by September 2005.
	· Improved monitoring of performance
	

	
	CHP GM
	2.3
Evaluate performance against the Quality Outcomes Framework (QoF) which is part of the GP GMS contract, in relation to the clinical indicators for CHD by September 2005.
	· Evidence-based practice
	

	
	CHP GM
	2.4
Continue to monitor the implementation of the GP led early thrombolysis service (ongoing)
	· Enhanced care for patients with coronary heart disease.
	

	
	CHP GM
	2.5
Develop an integrated model for early thrombolysis with the Scottish Ambulance Service and the local CHD MCN by September 2005.
	· Reduce patient waiting times for investigation and treatment
	

	
	CHP GM
	2.6
Evaluation of Health Assessment Nurse post to support the implementation of the Quality Outcomes Framework in primary care by January 2006.
	· Increased number of appointments for screening assessments available for people with CHD.

· Improved clinical outcomes through the assessment of secondary prevention management plans.

· Increased opportunities for joint working and liaison between Practice Nurses, GPs, Cardiac Nurse and secondary care services.

· Improved data quality on the Practice disease registers for CHD.
	

	
	CHP GM
	2.7
Appoint Cardiac Nurse post by April 2005
	· Improved patient care
	


	Coronary Heart Disease (CHD)

	
	CHP GM
	2.8
Develop an expanded programme of cardiac rehabilitation to include the following patient groups (e.g. people with heart failure, angina, post cardiac surgery) by March 2006.
	· Wider range of services for people with heart disease
	

	
	
	2.9
Undertake a formal review of training needs for health care staff managing patients with CHD by March 2006.
	· Enhanced knowledge and skills amongst staff
	

	
	CHP GM
	2.10
Continue to provide regular multi-disciplinary education and training sessions for staff (ongoing)
	· Enhanced knowledge and skills amongst staff
	

	
	CHP GM
	2.11
 Undertake at least one awareness-raising event by September 2005.
	· Educate patients, families, carers, etc 
	

	
	CHP GM
	2.12
Commence work on the Scottish Primary Care Collaborative (SPCC) project for CHD by April 2005.
	· Improved patient satisfaction through the streamlining of services 

· Increased local knowledge of rapid improvement techniques, service evaluation and methods for redesign.

· Increased collaboration between localities.
	

	
	
	2.13
Develop and implement a cardiovascular disease audit programme to evaluate and monitor services against locally and nationally defined standards by September 2005.
	· Improved patient outcomes
	


	Stroke

	3.
Develop Stroke services (within MCN for Stroke)
	CHP GM
	3.1
Put in place a quality assurance framework for Stroke services, which is approved by the local Stroke MCN and endorsed by NHS QIS by May 2005
	· Quality assurance of local services
	

	
	DPS/

CHP GM
	3.2
Development of a mobile stroke team providing early assessment and long term follow up of people with stroke illness by October 2005
	· Increased collaborative working between health and social work.

· An increase in the cost effectiveness and clinical effectiveness.
	

	
	DPS/

CHP GM
	3.3
Participate in the QIS review of stroke services in May 2005 and develop Action Plan in view of recommendations by August 2005
	· Quality assurance of local services
	

	
	CHP GM
	3.4
Continue to provide regular multi-disciplinary education and training sessions for staff (ongoing)
	· Enhanced knowledge and skills amongst staff
	

	
	CHP GM
	3.5
To work with the community stroke group to develop patient information materials suitable for people with stroke illness (ongoing)
	· Enhanced patient information
	


	Health Improvement

	4.
Promote healthier lifestyles throughout Shetland


- men’s health


- physical activity


- tackling obesity


- improving sexual health
	DPH/

CHP GM
	4.1
Roll-out programme of Men’s Health schemes by August 2005 


	· Improve men’s health.
	

	
	DPH/

CHP GM
	4.2
Evaluate schemes in line with national guidance by March 2006
	· Information on effectiveness to inform future service planning
	

	
	DPH/

CHP GM


	4.3 Further develop and monitor the implementation of the exercise referral scheme (ongoing) with all GP practices involved in scheme by March 2006


	· Increased uptake of exercise through referral in all areas of Shetland and to range of vulnerable & at risk groups
	

	
	DPH


	4.4 Further  develop the programme of walking activities throughout Shetland, with 3 further Walks to Health leaflets developed by March 2006
	· Increased levels of physical activity through walking


	

	
	DPH
	4.5 Evaluation of the Play-at-Home scheme by September 2005
	· Information on early years physical activity to inform future planning & service delivery
	

	
	DPH
	4.6 Introducing obesity management into primary care services by March 2006
	· Reducing levels of obesity in Shetland
	

	
	DPH
	4.7 All schools to develop whole school approach to healthy eating through Hungry for Success. All schools to achieve H4S guidelines by December 2006
	· Improved health of school aged children in Shetland
	

	
	DPH
	4.8 Developing a local action plan to implement the local Strategy taking account of the National Strategy by May 2005 to include:
· introducing a clinical lead by April 2005

· chlamydia testing by March 2006

· improving access to sexual health services particularly for key vulnerable groups: plan developed by August 2005
	· The reduction of sexually transmitted diseases in Shetland

· The maintenance of low teenage pregnancy rates
	

	5.
Support health promoting schools
	ND/CHP GM
	5.1
Base school nursing service within High School by March 2006
	· Improved access to school nurse by children, young people and staff.

· Increased involvement by school nurse in the delivery of PSE sessions. 
	

	
	ND/CHP GM
	5.2 Increased involvement of health visitors in school nursing as part of roll out of the community schools initiative across Shetland (ongoing)
	· Improved, coordinated care for children
	

	
	DPH/CHP GM
	5.3 Support audit of Health Promoting Schools enabling all schools able to identify areas for development in health promotion by March 2006
	· Continuing improvement in health of school aged children in Shetland
	

	
	DPH/CHP GM
	5.4 Integrate health promotion support across the range of topic programmes into community schools programme and Health Promoting Schools programme by April 2005
	· Better integrated service delivery in schools across the range of health topics resulting in improved health
	


	Health Improvement

	
	ND/CHP GM
	5.5
Health Visitors and the School Nurse will work together to develop a structured needs assessment and health profile for their school
	· Needs based targeting of resources
	

	6.
To reduce smoking in Shetland
	DPH
	6.1
Implement guidelines on smoking cessation including information gathering and training standards
	· Provision of effective service
	

	
	DPH
	6.2
Monitor the rates of smoking and effectiveness of smoking cessation activity in Shetland
	· Ensure continued effectiveness of service
	

	
	CExec
	6.3
Introduce Board policy to be “smoke free” by August 2005.
	· Smoke free environment for NHS Shetland employees and patients
	


Key 

CHPGM = Community Health Partnership General Manager

DPH  = Director of Public Health

CExec = Chief Executive





















APPENDIX E

NHS Shetland QMAS Report on Points Achieved for the Clinical Indicators Relating to Stroke, CHD, Left Ventricular Disease and Hypertension – April 2005

	Clinical Indicator

 (no. of patients registered)
	Points Achieved/Available Points
	Percentage of Points Achieved

	Hypertension (3020)
	1024/1050
	97.5%

	LVD (123)
	146/200
	73%

	CHD (804)
	896/1010
	88.7%

	Stroke & TIA (321)
	278/310
	89.6%


APPENDIX F

The table below describes ischaemic heart disease (IHD) management in Primary Care in 2003-04.

	Shetland LHCC IHD Audit 2003

	Item
	n
	%

	Total practice population included in the audit
	21385
	-

	IHD population (% proportion of total pop)
	761/21385
	3.6

	Proportion of IHD patients with diabetes
	109/761
	14

	Proportion of IHD patients with hypertension
	350/761
	46

	Proportion of IHD patients with BP check in the last 12 months
	682/761
	90

	Proportion of IHD patients with target BP of 140/85
	509/682
	67

	Proportion of IHD patients with a cholesterol check in the last 12 months
	528/761
	69

	Proportion of IHD patients with a target total cholesterol of <5.0 mmols
	399/528
	76

	Proportion of IHD patients prescribed aspirin or other anticoagulant
	590/761
	78

	Proportion of IHD patients with smoking history recorded
	698/761
	92

	Proportion of IHD patients who are current smokers
	141/698
	20

	Proportion of IHD patients with alcohol history recorded
	608/761
	80

	Proportion of IHD patients with who drink within recommended limits
	580/608
	95

	Proportion of IHD patients with alcohol history recorded
	500/761
	66

	Proportion of IHD patients taking regular moderate exercise
	191/500
	38

	Proportion of IHD patients with dietary history recorded
	467/761
	61


The table below describes ischaemic heart disease (IHD) management in Primary Care in 2003-04.

	Shetland LHCC IHD Audit 2003

	Item
	n
	%

	Proportion of IHD patients taking a balanced healthy diet
	225/467
	48

	Proportion of IHD patients with BMI recorded in the last 12 months
	419/761
	55

	Proportion of IHD patients with target BMI
	157/419
	37


The results of the in-patient stroke management audit for the period January 2004-December 2004 (all dates inclusive) are detailed below.

	Item
	n
	%

	Incidence of stroke or TIA cases between January and December 2004 (inclusive) for in-patient episodes only
	35
	-

	Incidence of stroke only cases (in-patient episodes)
	27/35
	

	Incidence of TIA only cases (in-patient episodes)
	8/35
	

	Mean length of stay (all cases)
	17 days
	-

	Swallow assessment recorded (all cases)
	11/28
	39%

	Swallowing assessment undertaken within 24 hours of admission
	8/11
	73%

	Number of cases referred for CT scan
	13/18
	72%

	Median days of admission to CT scan
	4 days
	-

	Discharged on aspirin 
	14/19
	74%

	Discharged on an ACE inhibitor
	3/21
	14%

	Discharged on a diuretic
	11/21
	52%

	Discharged on other anti-hypertensives
	8/21
	38%

	Discharged on a statin
	13/21
	62%


APPENDIX G - Communication Strategy for Managed Clinical Networks in Shetland

Introduction

An effective Joint Communications Strategy is an essential tool to support and maintain awareness of Managed Clinical Networks (MCNs) for NHS Shetland.

This draft strategy document has been developed on behalf of the MCNs for stroke, CHD and diabetes services. The purpose of the strategy is to ensure that there is a clear process for disseminating information across networks, the wider organisation and wider community, where appropriate.  

With particular reference to:

· Ensuring there is an awareness of service developments before and as they occur.

· Ensuring there is a mechanism for contributing to the development of services.

· Informing all Stakeholders* in respect of the aims and objectives of MCNs

· Provide information to the CHP, NHS Shetland and the Scottish Executive Health Department (SEHD) as to how MCNs are being implemented in Shetland for the benefit of patients who live and work in Shetland.

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

1. Internal communication arrangements within 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 Shetland 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.

Objective

To ensure that good communication exists both internally and externally to ensure that MCN strategic planning group decisions are well informed and transparent.

Guiding principles

1. Plain English should be used in all communications.

2. The use of acronyms, abbreviations, etc. should be kept to a minimum and/or have a Glossary of Terms appended.

3. By developing this strategy we will ensure that all communication is jointly agreed, accurate, relevant and from a common source.

4. Communications must be effective and timeous to ensure that all relevant stakeholders are aware of network issues/strategic developments, which need to be addressed and require consultation and/or input from the stakeholders.

5. The internal and external communication process is clearly defined and allows two way communication and dialogue.

6. Working in an environment which is professional and mutually respectful of each other and developing a ‘no blame culture’

Stakeholders*

A stakeholder in the context of this strategy is a person or organisation with an interest in how stroke, CHD and/or Diabetes services are managed in Shetland.

For example stakeholders within the respective networks include:

· Lay representatives

· Voluntary or independent sector organisations (e.g. Local Health Council, Diabetes UK)

· Representation from statutory organisations (e.g. Community Health Partnership)

· Representation from service managers (e.g. hospital management team, senior management team)

· Health care staff representing individual professional groups and services (e.g. Senior Dietician representing local dietetic services and wider professional policy on nutritional management). 

Key communication channels

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 communications will be managed through formal strategy meetings and the reporting arrangements to the Board and other strategic groups are described in the terms of reference for the respective networks. Forms of communication will include all of the above.

Key stakeholders with whom we should communicate include:

· Lead Clinicians (e.g. for specific networks)

· CHP Core Management Team

· Hospital Management Team 

· Senior Clinicians (GPs & Consultants)

· Senior Management Team 

· NHS Shetland Board (including Chief Executive and Deputy Chief Executive officers)

· Health Promotion 

· Lay representatives 

· Wider community through locality arrangements

· Voluntary/Independent representatives 

Communication with staff across NHS Shetland will include the provision of information through publications (e.g. reports, newsletters, e-groups and bulletins), through formal consultation via professional and managerial forums (e.g. Heads of Department/Sister’s meetings or representation on a strategy group etc) and through participation in redesign and service evaluation programmes (e.g. audit workshops, awareness raising days, development days etc). 

Consultation with community groups is managed through the provision of stakeholder development/consultation days, publications and circulars. In addition to this, stakeholders representing voluntary and independent sector services and lay representatives sit on strategy groups influencing services aligned to MCNs and as such the wider community views and groups views can be considered through these forums.

Monitoring arrangements and urgent business

The respective MCNs will ensure that a timetable of events and strategy meetings is published at the beginning of each year and communicated widely. This is to ensure that strategy meetings do not clash with other commitments and stakeholders can plan attendance. Similarly, a programme outlining when there will be a call for agenda items and circulation of papers will be produced at the beginning of each calendar year and circulated to secretaries and Department Heads).

An annual report will be produced in October for each respective MCN.

Monitoring reports will be produced quarterly for both internal and external performance management (aligned with the SEHD time table for financial and qualitative reporting).

If an extra-ordinary meeting is required to discuss urgent business, then the clinical lead for the respective MCN and the MCNC should be contacted to convene the meeting so that wider discussion can take place.

Extra-ordinary meetings are required to discuss matters concerning finance and/or significant changes to services (e.g. recruitment, service issues such as delivering on waiting times or matters of significant clinical/corporate risk). The definition of ‘extra-ordinary’ is open as matters of either strategic or operational importance might need to be discussed urgently by the MCN.

APPENDIX H – Training Courses Hosted by NHS Shetland April 2004 – March 2005 (offered through the MCN)

	Date
	Event

	March 2004
	Nutrition and Food Texture Modification – Ms Joyce Donohue (Dietician) & Dr David Anderson (Pharmacy Mgr)

	March – April 2004
	ECG interpretation & Chest Pain Management – Dr Ken Graham (Consultant Physician, NHS Shetland) & Mr Chris Brown 

Physiological Measurements HoD, NHS Shetland)

	March – April 2004
	Using the New ECG & Defibrillator Equipment - Mr Chris Brown 

(Physiological Measurements HoD) & Mr Graham Southern (Medical Physics HoD)

	April 2004
	Heart Failure Management – joint event with NHS Orkney & NHS Grampian

	April/May/June 2004
	Chest Pain Management – BASICS (as part of the NOSTEP)

	May 2004
	ECG interpretation & Early Thrombolysis Management – Mr Andrew Marsden (SAS) 

	September 2004
	Involving People – training for staff and lay representatives – Georgina Milliken (Scottish Executive)

	December 2005
	ECG interpretation & Chest Pain Management – SAS Training Specialist

	January 2005
	ECG interpretation & Early Thrombolysis Management – Training Specialist & Dr David Anderson (Pharmacy Mgr)


National Meetings & Conferences Attended by Staff Sponsored Through the MCN

	Date
	Event

	June 2004
	Regional Meeting to Discuss Island Board Stroke Service Provision, Edinburgh

	September 2004
	BACR Conference, Staffordshire

	December 2004
	National CHD Conference, Edinburgh

	December 2004
	National Stroke Audit Conference, Edinburgh

	April 2005 (planned)
	National Stroke Conference, Edinburgh


APPENDIX D





Clinical Effectiveness & Audit Sub Group





NHS Shetland Information Support Group





Clinical Governance Co-ordinating Group








PFPI Group





Community Planning Board





Health Action Team





Working parties:


Child health


Tobacco


Food


Sexual health








Local Diabetes Advisory Group





CHD Advisory Group*





MCN Education & Development Group





Care Pathways and Documentation Sub Group





Patient Information


Sub Group





Stroke Services Advisory Group





Service Redesign Committee





Shetland NHS Board





*The same structure exists for CHD MCN arrangements (not illustrated).





Organisational chart depicting the reporting and functional links of the Stroke MCN, within the wider strategic framework for NHS Shetland.


























Functional links …………


Reporting links---------------
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