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Asthma Models of Care 
Introduction	
Health services in London are under strain and are bearing the brunt of pressures to meet increasing and changing health needs.  The Strategic Commissioning Framework for Primary Care Transformation in London [footnoteRef:1]and the London asthma standards for children and young people sets out a number of ambitions to change the way we work based around the following.   [1:  Strategic Commissioning framework ()
Transforming urgent and emergency care services in England. Safer, faster, better: good practice in delivering urgent and emergency care.  A guide for local health and social care communities (Aug 2015) http://www.nhs.uk/NHSEngland/keogh-review/Documents/safer-faster-better-v28.pdf] 

Proactive care – supporting and improving the health and wellbeing of the population, self-care, health literacy, and keeping people healthy
Accessible care – providing a personalised, responsive, timely and accessible service
Coordinated care – providing patient- centred, coordinated care and GP-patient continuity
Patients will benefit through receiving care from a collaboration between generalists and specialist care and the wider health system within schools and local authorities, some elements will only be possible to deliver across a network of practices.
This can be done through commissioning new innovative multidisciplinary models of care as outlined in the recent NHS 5 Year Forward View.6  Which could be vertically or horizontally integrated
Potential delivery vehicles proposed are:
a) Primary and acute care systems  (PACS): these build on the vertically integrated model with one organisation (such as a foundation trust) taking a lead [footnoteRef:2] [footnoteRef:3] [2:  https://www.youtube.com/playlist?list=PL9gq4FCbIiJWG1hMVCy_LfIuXU0xqsnB1	
]  [3:  https://www.england.nhs.uk/commissioning/pc-co-comms/
] 

b) Multi-specialty community provision (MCPs): these build on emergent primary care federations 
c) Accountable care organisations (ACOs) 
d) Urgent and Emergency Care Networks 
e) Primary Care Home model is an extension of the MCP model.  involves integrated provision of care, spanning primary, secondary and social care, to a defined, registered population of between 30,000 and 50,000 that has a combined focus on personalisation and improvements in population health outcomes.  There will be aligned financial drivers through a unified, capitated population based budget with appropriate shared risks and rewards

These models all require an appropriately skilled workforce, with the right skills and competencies and access to locally relevant education and training (Appendix C).
[bookmark: _Toc402471033]Evidence for models 
Nuffield trust (2016) The future of child health services: new models of care
dels of care
· Asthma education for children reduces risk of subsequent ED visit by 73% / admission by 68%.  (Boyd 2009)
· Paediatrician led upskilling of Primary Care nurses in Asthma management led to a 65% drop in hospital admissions (Bodenheimer ’07)
· Introduction of Epilepsy specialist nurses resulted in 50% reduction for known paediatric epileptics (CWET case study)
· Introduction of Asthma specialist nurse resulted in reduced emergency admissions of 40% over 1 year (Asthma.org.uk)
· Three year programme with Paediatric nurse case managers resulted in a 48% reduction in hospital days  and a 72% reduction in specialist appointments (Arch Pediatr Adolesc Med 2007)
· Cost Benefit Analysis of a community Asthma initiative  combining Asthma nurses and school education showed the reductions in ED attendance and hospital admission delivered a return on investment of 1.3 (Journal of Asthma 2013)

Development of new commissioning models

Critical to implementing large scale change in asthma care is effective linkages into commissioning.  Children’s asthma services need to be commissioned in a seamless integrated fashion across the entire pathway from prevention and self-management to in hospital and out of hospital care.  It should be managed and evaluated against national London asthma standards for children and young people and local standards.

Commissioners should take a population / place based approach which addresses the needs of an individual as well as the diverse population needs.  CCGs should consider targeting the following groups depending on local needs:

There should be a networked and integrated care approach to CYP asthma services effectively producing a single, seamless service for children and young people that is proactive, accessible and co-ordinated. It could use a hub and spoke model with sharing of resources across the pathway  or an integrated community based one.
The approach to asthma improvement should be based on effective partnership between the child, their family/carers and extended family, schools and primary care.  This may involve, primary care, CCG, local authority and/or specialized commissioning in order to address:
· Prevention including raising public awareness 
· Early and effective diagnosis
· Reduced exposure to triggers
· Improved education of health care professionals, patients, their carers and their schools
· Improved access to timely interventions and management

These could be based on the House of Care framework and should consider whole pathways of care that consider prevention, diagnosis, treatment and follow up as well as encouraging continuous learning and improvement.  They should deliver all required services to provide care closer to home this may involve specialist outreach. Models that incentivize innovative contractual solutions that focus on integrating multiple providers by moving towards outcome based commissioning and potential bundled payments for asthma care (insert link) in London.[footnoteRef:4]  This supports redesigning care around the delivery of outcomes that matter to patients and paying for entire cycles of care and associated outcome reporting.  The culture should be based on collective resourcing to improve whole population outcomes. [4:  Outcomes based healthcare & Capsticks (2014) Contracting for outcomes A value based approach ] 


House of Care
Care for children with long term conditions such as asthma must be proactive, holistic, tailored, preventive and patient-centred. The House of Care framework is a useful model which describes a whole system approach, centred around the child and their family.  It assumes an active role which includes care planning and integration.  All aspects need concentration on especially the commissioning foundations, not just the roof, or the building will collapse and care for the child will suffer as a result.     
           [image: ]
                                   Figure 1 Asthma House of Care
A) Integration of care

The aim is to move away from traditional primary and secondary care domains and work towards more integrated care that focuses services around the child and their family.  The aim is to break down the barriers between organisations to develop innovative approaches to improve care outcomes.  This could be achieved through integrated children’s health services wrapped around the family, integrated multi-specialty practice units or local networks of care
Communication between all health professionals, local authorities, schools and social services is essential to improve continuity of care and share outcomes.  This will be enhanced through flexible IT systems that talk to each other.
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PACS or multispecialty providers with community development initiatives

Integrated out of hospital and in hospital services 

[bookmark: _Ref402530802][image: ]
Figure 2 CYP integrated multispecialty practice unit/hub
Each localit should have access to clinics that can see children and young people with asthma after svhool (or within the school) supported by asthma trained specialist nurses who will work with their network of named practice nurses, named school nurses and named consultants in hospital.  Education, information and support (including clinical supervision) will be a key component
Care should move seamlessly from generalist to community and specialist as the child’s needs requireTimely access to ED and referral for specialist advice
Asthma action plans 
Education for family and professionals (including schools)
Protocols and guidelines

[bookmark: _Ref402530808]Figure 3 Proposed asthma model
Local examples
In Islington, there has been a strong drive to improve care and education for primary care and schools, and care planning alongside the formation of GP networks, 

North West London London integrated care project: A collaboration of over 30 organisations, community groups and lay partners that have come together to develop a vision for Whole Systems Integrated Care across North West London

Lambeth and Southwark 

Evelina Children and Young People Health programme (CYPHP) programme 
The Evelina Children and Young People Health programme is taking a child population approach.  It’s local child health care model has 4 components encompassing: 
· Support to Primary Care, 
· an Acute Care Hub, 
· a Non-Acute Care Hub 
· and an Evelina Academy. 
Their vision is
‘All children, young people and their families in Lambeth and Southwark to have access to everyday healthcare that is safe, clinically effective and delivered as efficiently close to home as possible…as part of a world class person-centred health system’

Outcomes so far: In-reach clinics set up in phase 1 demonstrated a 17% reduction in outpatient appointments Please see information in case study section
Specialist support available to Primary Care through Children’s Acute referral Service hotline data shows that over 35% of calls to the hotline would have resulted in the patient going to A&E or an outpatient appointment. 
Croydon Hospital At Home
Croydon have developed a community home based visiting service which utilises both one to one an school learning, innovative social media campaigns and text messaging to focus on the prevention of ill health through education, effective self-care, and accessible and responsive services.   100% of patients visited have inhaler technique check and personalised asthma action plan. Link to case study
Connecting Care for Children
Connecting Care for Children is an innovative programme which connects paediatric expertise, local GPs, commissioning leads and social care partners to provide community support to primary care, where children’s and families’ needs are known and can be managed well. 
[image: ]GP practices work together in groups, or ‘hubs’ of three or four GP practices, with a population of approximately 20,000 people, including 3,000 – 4,000 children.  There are currently nine hubs in North West London.   The whole population approach taken by the hubs means that different group of patients can be discussed and thought about in a very proactive, preventative way. An example might be how the hub can use the MDTs and some clinic slots to make sure that children and young people with asthma are reviewed and appropriate interventions put in place.
http://www.cc4c.imperial.nhs.uk/


What does good care look like?
Care needs to be through a ‘partnership model’ where care is planned, co-ordinated and shared, it may take on a different configuration in each area depending on local needs.  The recent Nuffield Trust document Future of child health services: new models of care provides some useful information
In order to meet the London asthma standards for children and young people the following may be useful
Key principles for any future local model of care 
· Clinical leadership is essential to take improvements forward but also responsibility for patient care. There should be a lead healthcare professional taking responsibility for asthma within each organisation (Appendix A) Alongside this engagement with all stakeholders including CYP and their families is the key to making transformational changes.
· Governance must be about the relationships specialists and generalists working together for the benefit of children and young people woth specialist having a defined responsibility for the population.
· Develop local or regional networks to encourage stakeholders to collaborate to develop a plan for your local area and to develop strategies for sharing of resources and best practice across London and geographical boundaries
· The CYP team should provide care within a pathway/network model which should include general practice, pharmacy, health visitors, school nurses, children’s community nursing teams, advanced nurse practitioners in addition to secondary and tertiary care clinicians. It could also include peer educators or local champions.
· CYP for urgent and non - urgent care should be cared for, out of the hospital setting, wherever it is safe and possible to do so.  
· Develop suitable referral processes across the entire pathway including self-referral for smoking cessation for children over 12 and their families (see smoking cessation section Guidelines and protocols should be in place that include when to refer patient onto secondary care


[bookmark: _MON_1521477780][bookmark: _MON_1521626484] 
· All CYP needing urgent care are triaged, and managed where safe to do so in primary care on a 24/7,  7 day a week basis by professionals with the right skills and competencies.
· Future education, training and workforce strategies must ensure that all staff caring for CYP with asthma have the necessary skills and competencies to recognise the sick child
· Develop best practice discharge processes (link to discharge and review sections)
· Identify barriers to communication between health care professionals and develop solutions
· Utilise national and local voluntary support organisations such as Asthma UK and the British Lung Foundation to support your local networks and families and local community networks
· Consider more culturally focused family / community based interventions that cater for the diverse needs of London population such as  MIA: Multifaceted intervention for asthma  A link to the full report is here and video 

Supporting Primary Care Resources / Further reading
RCPCH conference Dec 2015:  Facing the future together working with general practitioners http://www.rcpch.ac.uk/improving-child-health/better-nhs-children/service-standards-and-planning/facing-future-together-c-2#, 
Future Fit (2014) Clinical Design Workstream Final Report May 2014 Models of Care  http://nhsfuturefit.org/key-documents/documents/reports/15-future-fit-clinical-design-report/file


Generalist Care
MDT:  Gp, Nurse , HCA, Health Visitor, School Nurse
Follow up 48 hours post admission or A & E attendance
Audit/ review of care post admission and post 'attack'
Regular reviews




Community Based Care
Education programmes
Acccess to psychology
MDT /paediatrician
Specialist nurse
Care optimisation
Pharmacy programmes
Schools




Specialist Care
Consultant delivered diagnostics and specialist care and educator of other professionals
Access to allergy testing
Complex cases
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Child Health             General Practice Hubs



Supported by: 



CLCH NHS Trust 

London Boroughs of H&F, K&C and Westminster City Council

Paddington Development Trust

Invested in by:







CC4C has been about partnerships with relevant stakeholders, including the voluntary sector and social care providers

Key points:- logos are representative of all the health services directly contributing to and investing in the development of CC4C.  We are rolling out the model across the three CCGs, each of which has invested in the model in their locality developments.  HENWL have pump primed our work on Practice Champions and are helping to evaluated the impact; we have a co-ordinator recruiting, training and supporting the champions.  Imperial have provided the paediatric expertise.  The Community Provider has linked their health visitors, school nurses and specialist nursing into the MDTs and the whole child approach.  The three Councils are working to link their early intervention, early years, children’s centres, social care into the hubs.  We are linked to schools.  Paddington Development Trust is a local charitable trust which is supporting the administration.
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Connecting Care for Children; 3 core elements focused on Primary Care, coming together as a ‘Child Health GP Hub’ 

Parent:   ‘I hope it will continue like this – it’s much easier and more comfortable because I know all the people at the GP practice, it is so quick to get an appointment. What I like the most is that the GP and I hear the plan together so I don’t have to go back and tell them. The game of Chinese Whispers is finally over. I am so pleased my practice has this service.’



GP:   ‘I have much more confidence in talking to the Paediatricians because I now know them, I don’t feel scared to email, write or telephone and I know they will answer my queries. The clinics are phenomenal, they are the best three hours of my month, I feel the patients get exactly what they need, I learn a great deal which I can then use in all my general practice consultations. Thank you for empowering me and helping me deliver the best service to our patients.’



Paediatrician:   ‘The ability to work in true partnership, and to co-create care plans with families and GPs has been enormously enhanced by my seeing patients in primary care.’

GP Child Health Hubs are typically:

3-4 GP practices within an existing network / village / locality

~20,000 practice population

~4,000 registered children

Built around a monthly MDT and clinic





This slide summarised the 3 key components of the CC4C ‘Child Health GP Hub’ model. Further information available on www.cc4c.imperial.nhs.uk
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Child Health GP Hubs – a model of integrated child health

Child Health GP Hubs



Secondary Care General Paediatrics

Tertiary Care Sub-specialty Paediatrics







Vertical integration between GPs and paediatric services

Health Visitors

Dieticians

Community Nurses

Practice Nurses

CAMHS

Voluntary sector

Schools

Social Care

Children’s Centres







Horizontal integration across multiple agencies





Vertical integration between Primary – Secondary – Tertiary health care for children and young people

Important that there is horizontal integration as well, and putting the GP practice at the heart of the model provides a strong opportunity to involve colleagues from social care, mental health and education.

General Practice and the Whole Population at the heart of the model.
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Child Health GP Hubs – MDT Professionals



General Paediatrician

General Practitioners

Health Visitors

MDT are typically:

 4-6 weekly

 60-90 minutes long

 Centred on discussing clinical cases

 An opportunity for shared learning





This was how the MDTs started (in terms of professionals in attendance)
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Child Health GP Hubs – MDT Professionals



General Paediatrician

General Practitioners

Health Visitors

MDT are typically:

 4-6 weekly

 60-90 minutes long

 Centred on discussing clinical cases

 An opportunity for shared learning

Paediatric Dietician

Mental Health Worker

Practice Nurses

School Nurses

Social Care Manager

Medical Students

Student HVs & Dieticians

GP /Paediatric Trainees

Voluntary Sector





And now many of the MDTs are getting to this
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Child Health GP Hubs – MDT Case Mix



Ethos of the MDT:

  Moving relatively fast through discussing different patients

  Anyone attending can bring patients to discuss – no need for ‘referral’

 10-15 patients discussed in the MDT

  Focused on getting the right outcomes for patients 

  Fast, accurate triage an important gain from the MDT

  Summary of discussions recorded in the patient record

  Reflecting on learning points at the end of the MDT

Patients who would ordinarily be referred to outpatients

Any child who anyone attending wants a second opinion on

Patients who the paediatrician has seen in hospital, and who can now have follow-up within the Hub Clinics & MDT rather than in hospital

Children where there are safeguarding concerns

Children where a multi-professional approach is needed

Children from the GP registered list (eg with long-term conditions, frequent attenders) who need a more proactive, preventative approach







Examples of the sorts of patients discussed in the MDTs
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A Whole Population Approach: Patient Segments in Child Health

Integrated care is often built around patient pathways.  In stratifying children and young people we strongly advocate a ‘whole population’ approach, where broad patient ‘segments’ can be identified:

Dr Bob Klaber & Dr Mando Watson    Imperial College Healthcare NHS Trust







Next steps for this whole population segmentation model:

Systematic testing of the clinical coding and financial validity of each segment of the whole population segmentation. This important work has never before been done at scale for children and will provide clearly articulated child health outcome measures and commissioning models that can drive national roll-out
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Vulnerable child with social needs





eg:   Safeguarding issues / Self-harm / Substance misuse / Complex family & schooling issues / Looked after children





Child with complex health needs





eg:   Trauma / Head injury / Surgical emergency / Meningitis / Sepsis / Drug overdose





eg:   Upper respiratory tract infection / Viral croup / Otitis media / Tonsillitis / Uncomplicated pneumonia





Acutely severely unwell child





Acutely mild-to-moderately unwell child 





eg:   Severe neurodisability / Down’s syndrome / Multiple food allergies / Child on long-term ventilation/ Type 1 diabetes





Healthy child

 Advice & prevention    eg: Immunisation / Mental well-being / Healthy eating / Exercise / Dental health





Child with single long-term condition 

eg:   Depression / Constipation / Type 2 diabetes/ Coeliac Disease / Asthma / Eczema / Nephrotic syndrome













































A Whole Population Approach: Patient Segments in Child Health

There are a number of cross-cutting themes that can be found within many or all of the segments. Examples include safeguarding, mental health, educational issues around school and transition.

Dr Bob Klaber & Dr Mando Watson    Imperial College Healthcare NHS Trust
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Vulnerable child with social needs











Child with single long-term condition 











Child with complex health needs























Healthy child





Acutely severely unwell child





Acutely mild-to-moderately unwell child 



























































A Whole Population Approach: Patient Segments in Child Health

This segmentation model also allows the activity and spend on a population of children and young people within a defined locality, and split into age groups, to be assessed and analysed. This presents the opportunity for utilising different payment and contracting mechanisms for child health.

Dr Bob Klaber & Dr Mando Watson    Imperial College Healthcare NHS Trust
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Vulnerable child with social needs











Child with single long-term condition 











Child with complex health needs























Healthy child





Acutely severely unwell child





Acutely mild-to-moderately unwell child 



























































Utilising Whole Population Segmentation in Child Health

This figure illustrates 5 important stages of work that need to be undertaken to utilise the segments. This will help us to move towards  models of care commissioned for patient-centred outcomes:

Dr Bob Klaber & Dr Mando Watson    Imperial College Healthcare NHS Trust





(1) Coding, activity & finance – Where do patients go?

(2) Attitudinal surveys            – Where would patients go?

(3) Map existing indicators and outcome measures to each segment

(4) Develop Patient Centred Outcome Measures (PCOMs) for each segment

(5) Outcomes-based commissioning for each segment







Vulnerable child with social needs











Child with single long-term condition 











Child with complex health needs























Healthy child





Acutely severely unwell child





Acutely mild-to-moderately unwell child 



























































Child Health GP Hubs in North West London





Imperial and West London CCG:

Three multi-practice Child Health GP Hubs now operational (since early 2014)

Imperial and Central London CCG:

Four 3-4 GP practice hubs established between Sept 14 and Feb 15 within existing ‘villages’

Evelina (GSTT) and Central London CCG:

One 4 GP practice hub established in late 2014 within existing ‘village’

Imperial and Hammersmith & Fulham CCG:

One 1-4 GP practice hub established in Nov 2014 within Parkview Health & Wellbeing Centre

West Middlesex and Hounslow CCG:

One GP practice hub being established in 2015

Chelsea and West. & West London CCG:

Two 3 GP practice hubs established in late 2014

Imperial and Ealing CCG:

One 6 GP practice hub planned for March 2016 based at Cloister Road Surgery





As of March/April 2015 we are in discussions with our local CCGs about how the hubs might be commissioned, contracted and delivered in 2015-16.

Although we were ultimately unsuccessful with our bid to become a Vanguard site there may be opportunities over the next 6-12 months to take some of the learning (eg about accountable care organisations, more intuitive ways of funding segments of care) into the commissioning and contracting for 2016-17.
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Demonstrating Value, Outcomes and Benefits

Connecting Care for Children Ethos

Patients will be seen by the right person, in the right place, first time



Better use of hospital services

In the 3-practice Child Health GP Hub at HRHC (West London CCG) 39% of new patient appointments were avoided altogether through MDT discussion and improved care coordination. A further 42% of appointments were shifted from hospital to GP practice. 



In addition, there was a 19% decrease in sub-specialty new patient appointments, a 17% reduction in paediatric admissions and a 22% decrease in A&E attendees. 



Positive Patient Reported Experience

90% of patients and carers said that having      been seen in the outreach clinic within their registered practice they would now be more likely than before to see the GP for future medical issues in their children

Health Economists…

…calculate a break even point by the end of year 2: based on assumed reductions in hospital activity (that are being surpassed in the pilot work) and a roll out of 6 new hubs per year 

Reduced Bureaucracy

The Hub uses fewer referral letters, appointment letters and responses

More accessible for patients

The Hubs mean that fewer working hours are lost by parents, and anxiety is reduced

Evidence for Practice Champions.…

National evidence (Altogether Better) indicates that Practice Champions will deliver a positive return on investment of up to £12 for every £1 invested in training and support

Workforce development

‘This is the best CPD I’ve ever had’     Hub GP





Value for money with demonstrable benefits for outcomes, quality and efficiency
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Outpatient Activity Data before & after implementation of CC4C Hubs









This was how the MDTs started (in terms of professionals in attendance)
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Impact of CC4C Child Health GP Hubs on Outpatient Activity









This was how the MDTs started (in terms of professionals in attendance)

14



Impact of CC4C Child Health GP Hubs on Outpatient Activity





Table 1 from:

Child Health General Practice Hubs: a service evaluation

Montgomery-Taylor S, Watson M, Klaber RE

Arch Dis Child doi:10.1136/archdischild-2015-308910 





This was how the MDTs started (in terms of professionals in attendance)
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Impact of CC4C Child Health GP Hubs – Patient Feedback



All patients attending an outreach clinic appointment were offered a feedback questionnaire. 60 responses were collected from the three hubs (54% response rate) over the first 12 months of the pilot. Responses indicate that clinic attendees felt:



 really listened to (99%)

 involved in decisions (88%)

 very confident in the care they were receiving (99%)

 satisfied concerns were addressed & that they had received clear explanations (96%)



Most (70%) had initially presented to their GP thinking a paeds referral would be needed



All respondents indicated that they either preferred, or had no preference about, having the appointment at the GP practice rather than the hospital. 



88% of respondents answered that, as a result of the appointment, they felt more comfortable taking their child to see their GP 



100% of respondents said they would recommend the service to friends and family 







This was how the MDTs started (in terms of professionals in attendance)
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Impact of CC4C Child Health GP Hubs – Professionals Feedback



Fifty professionals who had attended the Child Health GP Hubs over the first 12 months of the pilot were contacted by email asking for feedback; 28 (56%) of those contacted responded. 



Participants ‘agreed’ or ‘strongly agreed’ that the hubs had helped them to:



 gain knowledge of local services (28/28)

 improve collaboration and professional relationships (28/28)

 increase professional capability (25/28 with three neutral responses)



The development of social capital, which we define as ‘trust, reciprocity and collaboration’, was the benefit most strongly identified by participants (82% ‘strongly agreed’)





This was how the MDTs started (in terms of professionals in attendance)
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What makes this integrated child health programme unique?
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The model puts the GP practice at its heart - specialist services are drawn out of the hospital to provide support and to help connect up services

NHS services are minimally changed, while their capability and capacity are maximised

Bottom-up co-design of the model has generated resilience

Flexibility in the model makes it relevant across all GP practices

Simplicity means the model readily extends beyond child health

A whole population approach facilitates more focus on prevention

Health seeking behaviours improve through peer-to-peer support

Relationships with the community are strengthened and families’ confidence in themselves and primary care is boosted

Learning and development, for the whole                                              multi-professional team, is relevant and effective
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robert.klaber@imperial.nhs.uk            

mando.watson@imperial.nhs.uk  
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Table 1 Comparison of hospital-based activity post-intervention (2014-2015) with pre-intervention baseline (2013-2014)
Hub 1 Hub 2 Hub 3 M
Non-hub practices  (multi-practice hub) (single-practice hub)  (single-practice hub) H
New general paediatric outpatient appointments 23% 1 1341025 54 t0 20 281010
81% | 63% | 64% |
(39% avoided, 42% shifted to  (all 63% shifted to (all 64% shifted to
out of hospital) out of hospital) out of hospital)
New sub-specialty paediatric hospital outpatient appointments 5% 1 180 to 146 64 to 44 341029
19% | 31% | 15% |
Paediatric A&E attendances 12% | 1613 to 1263 520 to 541 304 to 215
2% | 4% 1 29% |
Patients who attend paediatric A&E >4 times/year 48% 1 69 to 47 271039 5to5
32% | 44% 1 -
General paediatric admissions into hospital 13% 1 22110183 109 to 91 371035
17% 1 17% | 5% |

appointments of 8-10 weeks, the April-June (Q1) data for
2014/15 is the first quarter that would be expected to show
any significant impact of the hubs on Hospital Episode data

collaboration’,"* was the benefit most strongly identified by par-
ticipants (82% ‘strongly agreed’) (see online supplementary
appendix D).
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Referral template for primary care





Name:



DOB:



Address:



Telephone:



School:







Referrer Details:



Name:



Practice:



Email:



Contact Number:







Reason for referral (please tick)







Uncertain diagnosis				Unexpected clinical finding (e.g stridor)







Persistent wet/productive cough		Requiring >400mcg/day of beclamethasone or



						Or equivalent



Nasal Polyps					Repeated oral steroid use (> than 3 in a year)







Failure to thrive				Associated food allergies/history of anaphylaxis















Current Medication 











Asthma control:



ACT score:







Previous PICU/HDU admission







Multiple courses of oral steroids:







NRAD Risk Stratification:











Brief History and concerns (including triggers such as viral illness, extreme of emotion, symptoms of allergic rhinitis)







Please either:



Email:



Fax:



Please note this is for routine referrals if your referral is urgent please contact the paediatric registrar to discuss any acute concerns
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Referral template for secondary care to difficult asthma service





Reason for referral (please tick)







Unexpected clinical finding (e.g stridor)			Repeated admission/PICU/HDU 







Requiring >1000mcg/day of beclamethasone or		Concerns over additional diagnosis



Or equivalent and poor control







Prolonged course of oral steroids required			Need for multidiscplinary input



					



High NRAD risk						Safeguarding concerns 











Name:



DOB:



Address:



Telephone:



School:



GP:



Social Worker:







Referrer Details:



Name:



Practice:



Email:



Contact Number:







Investigations:







Lung Function Test:



Pre salbutamol:   FEV1:		FVC:		FEV1/FVC:					



Post Salbutamol:  FEV1:		FVC:		FEV1/FVC:







Exhaled Nitric Oxide:







CO level:







Skin Prick Tests:







Bloods:







Immunology:







Known Triggers:











Asthma control:



ACT score:



PEFR:



Previous PICU/HDU admission







Multiple courses of oral steroids:







NRAD Risk Stratification:











Current Medication 











Please Send to:







Email:



Fax:







History including Birth History, family history of atopy and concerns
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