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	[bookmark: _Toc223712370]Standard 1: Alcohol

	Rationale
	Alcohol is now the leading risk factor for ill-health, early mortality and disability in 15- to 49-year-olds in England. Ealing has the highest rate of alcohol related hospital admissions in London and patients are often discharged without their underlying issues being addressed. The treatment system needs to identify alcohol users at an earlier stage in their treatment journey in places which feel less stigmatised such as primary care. (Ealing JSNA 2023).

Ealing’s latest estimated number of dependent drinkers is 3,639. Ealing is not seeing 82% of the estimated people requiring alcohol treatment. This is comparable to the National rate.

2021 survey: 40% of pupils said they have had an alcoholic drink. Prevalence increases with age, from 13% of 11-year-olds to 65% of 15-year-olds. 6% of all pupils said they usually drank alcohol at least once per week, the same as in 2018. The proportion increases with age, from 1% of 11-year-olds to 14% of 15-year-olds. 3% of pupils (12-13yrs Year 8 and 14-15yrs Year 10) had at least one alcoholic drink in the week before the survey (3% in 2019 survey) If they were struggling/felt bad or stressed, 4 % of year 10 pupils said they would drink alcohol at least ‘sometimes’.

There is a 6.7% increase in the number of clients reporting alcohol use (all clients) since 2017/18 and an increase in units consumed with 30.8% reporting drinking 400 units+ in the month before they accessed treatment in 2021/22 compared with 18.5% in 2017/18. There has been a significant increase (3.2% to 9.4%) in the proportion drinking 1000+ units and admission episodes for alcohol specific conditions have been increasing locally and getting worse since 2014/15. At 761/100,000 it is considerably higher than the England average of 587/100,000 and the London average (515/100,000). It is the 2nd highest rate in London.

The rate of alcohol related mortality in Ealing is 36.8/100,000, the 5th highest rate in London. Rates for alcohol related mortality in Ealing have fluctuated (unlike the regional and national rates) and in 2019 and 2020 were similar to the England average.

Ealing has had consistently higher rates of alcohol related hospital admissions for the past 5 years. The NHS 10-year Plan published in 2019 cited the importance of Alcohol Care Teams (ACTs) to limit alcohol related hospital admissions and committed additional funding for areas such as Ealing, who are struggling to reduce their high levels of admissions. In 2020, Ealing was identified within the 25% of worse affected hospitals in England eligible to receive funding.

	Delivery
	The provider is expected to:

· Provide Alcohol Use Disorder Identification Test (AUDIT) questionnaire (can be provided digitally via SMS, NHS App messaging or Email) to patients aged 13yrs upwards who lack any completed AUDIT questionnaire in the past 5 years.
· Offer support, brief advice or referral/signposting to services (e.g. EASY project for teenagers & RISE for adults) as appropriate following AUDIT responses received.
· At least one health professional in practice undertakes any training offered by RISE or eLearning training on Alcohol intervention and brief advice and cascades learning to others (Alcohol Identification and Brief Advice - eLearning for healthcare).

Learning from Alcohol screening across Ealing Practices during 2025/26:
·  Approximately 20% response rate from patients when sending SystmOne Alcohol Screening questionnaire via SMS/Email. Majority of patients scored as Low risk.
·  Only few reported queries received from parents/guardians about questionnaires sent to teenagers, which was resolved with further information and explanation.


	Key Performance Indicators (KPIs)
	Practices will be required to provide confirmation that: 

1) >90% patients aged over 13yrs (teenagers and adults) have been provided an AUDIT questionnaire if they have not completed one within the past 5 years. (Dashboard)

2) >20% adult patients aged 18yrs+ have completed an AUDIT questionnaire within the past 5 years. (Dashboard)

3) Practice has responded to >90% patients who have an AUDIT score of 8 and above (i.e. increasing/high risk and possible dependency) (Dashboard)
[bookmark: _GoBack]
*Data from 30th March 2026 suggests that at least 17.3% adult patients across Ealing have completed an AUDIT questionnaire within the past 5 years, which is why this KPI has been set to 20% to build on this baseline.

For both (1) and (2):  Please note this will use SystmOne/EMIS reports to measure the ‘offering’ using the ‘Alcohol consumption screening’ (171208001) code. ‘Alcohol consumption screening test declined’ (428073005) code is accepted when checking for ‘completion’ within the past 5 years. Patients who have been (in the past year) referred or under alcohol services are excluded from requiring the offering of screening.



	ICB Support
	
· Previous webinar during 2025 which helped explain the process: 
 https://nhsuk.short.gy/ealing/alcoholdigitalAI
· SystmOne/EMIS reports to identity Teenagers aged 13-17yrs and Adults over 18yrs old to be offered AUDIT questionnaire and those that have not completed the AUDIT questionnaire within the past 5 years
· SystmOne ‘Visualisation’ to help practice track progress/action required from Alcohol screening
· AUDIT questionnaire with preset suggested messages have been created in SystmOne Communications Annexe for both Teenagers and Adult patients.  These preset messages are linked to adding the correct code to track offering questionnaire.
· TPP SystmOne Communications Annexe preset messages to respond to completed AUDIT risk scores for both Teenagers and Adults with addition of correct codes (‘Advice on Alcohol consumption’ Xa1dA / ‘Education about alcohol consumption’ 281078001) to track responding to any risk. As a fail-safe, patients can get some instant feedback and signposting during the actual completion of the questionnaire.  For this reason, it is not essential to send responses for Low-risk scores (likely the majority of responses), which can also help reduce potential messaging costs.
· For EMIS practice(s), a development request has been raised with Accurx to create a full AUDIT, but there is no confirmation or timeline on whether this will be introduced. Although users can create their own AUDIT questionnaire in Accurx, it cannot currently automatically code the score. Therefore to help reduce manual scoring and coding, EMIS practice(s) may wish to send the AUDIT-C questionnaire initially and then the full AUDIT to those patients who score 5 or more on the AUDIT-C.  Patients who have completed an AUDIT-C within the past 5 years will be counted. This approach should only be followed by EMIS practices who lack a digital scored full AUDIT questionnaire. 
·  RISE has been providing some webinar training support to practices/PCNS.

https://www.e-lfh.org.uk/programmes/alcohol/

	References 
	
· EALING JSNA Focus on drugs and alcohol 2023
· https://www.ealing.gov.uk/download/downloads/id/20250/drugs_and_alcohol_-_jsna_2023.pdf
· Government Alcohol Strategy 2012 (England) 
· Ealing Health and Wellbeing Strategy 2023-2028 
· Safer Ealing Strategy 2023-2028 
· Ealing Youth Plan 2022-2026

Alcohol and drug prevention, treatment and recovery: why invest? (2018) https ://www.gov.uk/government/publications/alcohol-and-drug-prevention-treatment-and-recovery-why-invest/alcohol-and-drug prevention-treatment-and-recovery-why-invest.

The public health burden of alcohol and the effectiveness and cost-effectiveness of alcohol control policies; an evidence review (2016) Public Health England https ://www.gov.uk/government/publications/the-public-health-burden-of-alcohol-evidence-review.

An evidence review of the outcomes that can be expected of drug misuse treatment in England (2017) Public Health England https ://www.gov.uk/government/publications/drug-misuse-treatment-in-england-evidence-review-of-outcomes.

Ealing Local Alcohol Profile for England https ://fingertips.phe.org.uk/profile/local-alcohol-profiles/data#page/0/gid/1938132984/pat/6/par/E12000007/ati/102/are/E09000009.

Public Health England’s alcohol and drug misuse prevention and treatment guidance https ://www.gov.uk/government/collections/alcohol-and-drug-misuse-prevention-and-treatment-guidance.

Specialist substance misuse services for young people: A rapid mixed methods evidence review of current provision and main principles for commissioning https .pdf ://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/583218/Specialist_substance_misuse _services_for_young_people Key facts Key facts Setting the Setting the scene Future need.

	ICB contact
	 Dr Shanker Vijayadeva / Successor ICB-wide Clinical Lead
nhsnwl.ealing@nhs.net / nhsnwl.lon-nw-pcc@nhs.net




	[bookmark: _Toc158042271][bookmark: _Toc223712371]Standard 2: Last Phase of Life

	Rationale
	Approximately 500,000 people die in England each year. People with advanced life-threatening illnesses and their families should expect good end of life care, whatever the cause of their condition.

In addition to physical symptoms such as pain, breathlessness, nausea and increasing fatigue, people who are approaching the end of life may also experience anxiety, depression, social and spiritual difficulties. The proper management of these issues requires effective and collaborative, multidisciplinary working within and between generalist and specialist teams, whether the person is at home, in hospital or elsewhere.  Information about people approaching the end of life, and about their needs and preferences, is not always captured or shared effectively between different services involved in their care, including out of hours and ambulance services.

Families, including children, close friends and informal carers, also experience a range of problems at this time. They play a crucial role and have needs of their own before, during and after the person's death: these too must be addressed.

Many people receive high-quality care in hospitals, hospices, care homes and in their own homes but a considerable number do not. Up to 74% of people say they would prefer to die at home, but currently 58% of people die in hospital.

There is considerable geographical variation. In Ealing 49.1% of people die in hospital, 27.3% at home, 14.0% in care home and 6.1% in a hospice[footnoteRef:1]. [1: Palliative and End of Life Care Profiles - Data - OHID (https://fingertips.phe.org.uk)   ] 


The last phase of life agenda is a priority of the NWL ICS. Key areas are training, identification and advance care planning and lead provider delivery.

	Delivery
	Identifying Patients in the Last Phase of Life

About 1% of practice populations will die each year in England, with most deaths occurring due to old age. London, however does not have the same mortality rate and in Ealing it equates to approximately 0.5%. GPs are increasingly playing a role in identifying and managing patients in the Last Phase of Life. Cancer only accounts for about 25% of all deaths - hence the importance of GP identification of patients including adding appropriate patients onto the palliative register who have progressive long-term conditions like heart failure, COPD and dementia. Many of these patients can be managed in the community by the GP practice, with advice/guidance sought from the Palliative care teams as required.

Some of your deaths will be genuinely 'unexpected': around 16% each year are in under 65-year-olds, but in over 65-year-olds only 0.25% is from 'external causes'.

You should ask yourself “Would I be surprised if this person were to die in the next 12 months?” This simple question is accurate seven times out of ten. If you are not surprised, you should consider adding them to the palliative care register.

General clinical indicators of deterioration and frailty include:

· Limited self-care and interest in life: in bed or a chair more than 50% of their time.
· Breathless at rest or on minimal exertion (MRC scale 4/5).
· Progressive weight loss (>10% over last six months).
· History of recurring or persistent infections and/or pressure ulcers.

The GSF Prognostic Indicator Guidance has details of clinical indicators by condition. Metastatic disease should always trigger consideration of supportive care; WHO states that in cancer patients >50% of time in bed or lying down gives a prognosis of fewer than three months’ survival. The Rockwood Frailty Scale and eFI give a good indication of severely frail patients who may be approaching the Last Phase of Life.

For Ealing practices there is significant variation in the percentage population on the palliative care register (currently 0.2 %).

Delivery

The provider is expected to:

1. Identify Last Phase of Life Lead at each practice.
2. Ensure palliative care register on SystmOne/EMIS is regularly updated so that the appropriate practice population is correctly identified. Benchmark is 0.3% of the population.
3. Identify a practice Champion to promote use of Universal Care Plan and training.
4. Use the Universal Care Plan for appropriate patients. 
5. Confirm next of kin details for patients on register.
6. Record Preferred Place of Care/Preferred Place of death for patients where advance care planning has taken place.

Annual Audit of Universal Care Plans
All practices are expected to undertake an annual audit of 30% of UCPs for patients on palliative care register. The audit should be conducted between November 2026 and January 2027 and assess whether each plan contains all key elements of the UCP, including:
• Clinical overview and key needs - conditions, comorbidities, reasonable adjustments, and care needs are clearly summarised for rapid understanding by any professional.
· Individual’s own priorities, wishes, and outcomes. 
· Medications and allergies
· Crisis and contingency planning
· Carer details and carer contingency planning
· Coordination arrangements with community, specialist palliative care and out‑of‑hours services 
· Preferred Place of Care and Preferred Place of Death
· Next of kin and key contacts
· Resuscitation status and DNACPR documentation where applicable
· The plan has clear creation and review dates, a named responsible professional, and evidence it is updated when circumstances change

Audit findings should be reviewed within the Practice and learning should be discussed at a PCN meeting using at least one case example 


	Key Performance Indicators (KPIs)
	The provider is required to meet the below Key Performance Indicators at a Primary Care Network Level.

1. Every patient on the palliative care register to have a Universal Care Plan record which is regularly reviewed and updated. (Target: 80%). (Dashboard)
2. All patients with Universal Care Plan should have Preferred Place of Care/Preferred Place of Death recorded within the plan (this should write back to clinical system if Valida used) and clinical system. (Target: 75%). (Dashboard)
3. The Primary Care Network palliative care register must be at least 0.3 %. (Dashboard)
4. Each practice must complete an annual audit of 30% of all UCPs, assessing the presence and completeness of all key UCP elements. (Self-Declaration)


	ICB Support
	The ICB will provide:

· Dashboard of palliative care register for each network.
· Annual self-declaration form.

	References 
	· NICE Quality Standard 13: End of Life care for adults[footnoteRef:2] [2:  www.nice.org.uk/guidance/qs13 ] 

· Dying Matters[footnoteRef:3] [3:  www.hospiceuk.org/our-campaigns/dying-matters ] 

· Gold Standards Framework[footnoteRef:4]  [4:  www.goldstandardsframework.org.uk ] 

· Ealing Joint Strategic Needs Assessment[footnoteRef:5] [5:  www.ealing.gov.uk/downloads/file/13876/end_of_life_care_-_jsna_2018 ] 

· Macmillan Palliative and End of Life Care Toolkit[footnoteRef:6] [6:  www.rcgp.org.uk/clinical-and-research/resources/toolkits/palliative-and-end-of-life-care-toolkit.aspx ] 

· Rockwood Clinical Frailty Scale[footnoteRef:7] [7:  www.england.nhs.uk/south/wp-content/uploads/sites/6/2022/02/rockwood-frailty-scale_.pdf ] 


	ICB contact 
	Dr. Anna Down / Successor ICB-wide Clinical Lead
nhsnwl.ealing@nhs.net / nhsnwl.lon-nw-pcc@nhs.net





	[bookmark: _Toc158042272][bookmark: _Toc223712372]Standard 3: Dementia

	Rationale
	Over the last few years Ealing has performed well in achieving high diagnostic rates, above the target. However, diagnostic rates in Asian and Black communities have been significantly lower than in other groups. The diagnosis, management, and post diagnostic support of people with Dementia and their carers continues to be an important priority, not least due to our ageing population.

The principles of the previous Ealing Standard for Dementia continue to hold; however we would like to highlight areas for particular attention. The first as mentioned above is to improve diagnostic rates in the ethnically diverse community as there may be significant numbers who without a diagnosis, are not receiving adequate management.  Medication, care and support.

Secondly, in light of Covid-19, health and social care services have had to review ways of working. This has highlighted the need to have better communications including up to date care plans and using Urgent Care Planning when appropriate.

Dementia Link Workers continue to be part of the community services to support Primary care.

	Delivery
	Aims
· To maintain diagnostic rates above the National Target of 66.7%, with a particular emphasis on increasing awareness and diagnosis in ethnically diverse/Black, Asian and Minority Ethnic populations.
· To continue to manage stable patients in primary care, including up to date care plans, medication reviews and use of Urgent Care Planning where appropriate.

Delivery

Providers will be expected to:

1. Provide prescriptions of cholinesterase inhibitors, and other medications that may be used in the treatment of dementia, once a maintenance dose has been achieved, monitor compliance and side effects.
2. Accept transfer of care of stable patients from CIDS. If the practice does not formally accept the transfer the patient will not be discharged by CIDS.
3. Monitor progression of dementia using general history taking of activities of daily living and support required during opportunistic or schedule consultations.
4. Work with the Dementia Link workers when appropriate.
5. Be aware of drug interactions when changing medications.
6. Refer back to secondary care if there is deterioration in mental state after ruling out other causes for this deterioration.
7. Ensure that family carer gets support, advice and health checks from GP.
8. Ensure care plans are up to date; use Universal Care Plan when appropriate. Discuss advanced care plans/directives and resuscitation wishes with patient when appropriate.
9. Run the Dementia case finding reports at least every 6 months and code appropriately.
10. Make efforts to ensure the practice is dementia friendly/ dementia aware (see link to Alzheimers.org.uk guide below)

	Key Performance Indicators (KPIs)
	The provider is required to meet the below Key Performance Indicators at a Primary Care Network Level.

1. End of year self-declaration of case finding searches and summary of 3 examples[footnoteRef:8] of practice approach to becoming dementia aware/dementia friendly. (Self-Declaration) [8:  https://www.alzheimers.org.uk/sites/default/files/2019-04/2017_dementia_friendly_general_practice_toolkit_guide_notts_derbys_project.pdf ] 


	ICB Support
	The ICB will provide:

· Annual self-declaration form
· Link to: https://www.alzheimers.org.uk/sites/default/files/2019-04/2017_dementia_friendly_general_practice_toolkit_guide_notts_derbys_project.pd


	References 
	· Ealing Joint Strategic Needs Assessment for Dementia[footnoteRef:9] [9: www.ealing.gov.uk/downloads/download/5070/dementia ] 

· Guidelines for Treatment of Dementia with Acetylcholinesterase Inhibitors and Memantine
· London Dementia Clinical Network Prescribing guidelines

	ICB contact
	Dr. Anna Down / Successor ICB-wide Clinical Lead
nhsnwl.ealing@nhs.net / / nhsnwl.lon-nw-pcc@nhs.net





	[bookmark: _Toc158042273][bookmark: _Toc223712373]Standard 4: Healthy Child

	Rationale
	Babies and Children: 20% of Our Population, 100% of Our future

Ealing’s babies, children, and young people have the right to be happy, healthy and well. This standard has three parts:

1) Healthy Child Leaflets
Designed to signpost children, their parents/ carers and professionals to supportive local services to help children lead healthy lives and feel well. Childhood is a critical time to develop healthy habits and learn how to access services appropriately. ‘It takes a village to raise a child’ - health services (including GP surgeries) alone cannot solve many of the causes of ill health affecting children. These include poverty, housing/homelessness and racism/discrimination.

2) Asthma
The asthma element of the standard aims to increase diagnosis, coding and management in line with BTS/SIGN guidance. Runs alongside QOF requirements, using PCN Pharmacists, GPs or equivalent staff. Asthma is the most common long-term condition among children and young people.  Asthma continues to be among the top 10 causes of emergency hospital admission for children and young people in the UK. 

The UK has among the highest mortality rates in Europe for children and young people with the underlying cause of asthma. Emergency admissions, and deaths, related to asthma are largely preventable with improved management and early intervention. Improving the diagnosis and management of asthma will save lives.

3) Looked after Child / Care Leaver Charter
Care experienced children and young people are some of the most vulnerable people in our society.  As such, they need and deserve the best possible support from services such as Primary Care. Proactive, patient centred, trauma informed care can make the world of difference to any child or young person with health concerns, but for children and young people who are particularly vulnerable it is critical to their health outcomes, their life opportunities and their happiness and wellbeing. All Looked after Children should be registered with a GP who is aware of their looked after status, and is responsive to their potential additional vulnerabilities and needs. Primary Care staff are in a key position to advocate for care experienced patient, support transition between services and working with other professionals to identify and actively following up any unmet health needs.

4) The PCN Child Health Champion
A named PCN GP with a passion to improve child health, to lead on implementation of the Healthy Child standard across Primary Care Network and support the development or running of the PCN's Child Health Hub (CHH). This standard sits alongside and enhances the NW London Single Offer.

5) Health Child Checks
This aims to provide a proactive targeted health check to Ealing’s children with a focus on those from the most deprived postcodes. By actively screening for asthma and mental health concerns, asking about key socioeconomic determinants of health (such as smoking and mould) and providing a mid-point weight check (between the two NCMP measurement points at reception and year 6) we aim to identify any areas of previously unrecognised or unmet need and to proactively refer, signpost or provide adequate sources of support to ensure that these issues are managed early.

	Delivery
	Aims

Healthy Child Leaflets aim to signpost all families and children (and professionals) to age relevant services for children within the borough to enable them to lead healthier, happier lives. The ‘targeted offer’ aims to support disadvantaged/ vulnerable children/ families access support and increase trust in services. In line with Core20PLUS5 (a national NHS England approach to support the reduction of health inequalities). 

Asthma standard aim is to prevent avoidable asthma deaths, improve diagnosis and support clinical practice in line with BTS/SIGN Guidance 2024. PCN Clinical Pharmacists are expected to take the lead. 

The Looked after Child Charter aims to reinforce and support the corporate parenting responsibilities that all professionals working in Primary Care hold towards children and young people who are care experienced. This specification requires all practices to display the Ealing (co- designed) Charter in patient facing areas and on their website.  A NW London Looked after Child electronic template has been designed to enable professionals to code a child/ young person’s status and support delivery of the charter. 
Delivery
The provider will at Practice Level:

Health Child Leaflet
· Send (electronically) age relevant healthy child leaflet to all children (0-17 years)/parent registered. Paper copies should be made available and shared at registration and during consultations. 

Asthma
· Run report to identify children (5-17yrs) without a coded diagnosis of asthma or suspected asthma who received 4 or more SABA prescriptions in the last 12 months. Review children identified on the report to determine if able to add a coded Asthma diagnosis or consider referral where asthma is suspected to the Ealing Children Diagnostic Centre. 
· Run report to identify children (5-17yrs) who received 4 or more SABA prescriptions in last 12 months without any prescribed corticosteroid (or another preventer drug). Ensure these children are prescribed an inhaled corticosteroid (or another preventer drug) where appropriate.   
· Run report to identify all children (5-17 yrs) prescribed an inhaled corticosteroid (or another preventer drug) to ensure they are coded as ‘asthma’ or ‘suspected asthma’ and are reviewed in a face-to-face clinical appointment as outlined in QOF.

Looked after Children/ Care Leavers
· Display the Looked after Child and Care Leaver Charter on each practice website and in a highly visible area of each practice for example waiting areas and consultation rooms. 
· Complete the SystmOne Looked after Child electronic template for every care experienced child (0-17+) annually. This task may be carried out as a desktop exercise
· For Care Leavers 18-25 years, code their electronic medical records with the code ‘Care Leaver’ and actively support the YP regarding concerns relating to their health including discussions related to their past medical history.

Healthy Child Checks 

· To provide an extended face to face health check with a GP, nurse or allied staff to Children aged 6-10 living in Ealing IMD1 and IMD2 (Core20) areas (a search identifying children aged 6-10 living in Ealing IMD1 and IMD 2 (Core20) areas will be provided. 
· The health check aims:
· To conduct Height and weight coding and physical activity screening
· Referral to local weight management programme for overweight/ obese children
· To complete asthma screening questions and book a review in the surgery if there is a clinical suspicion of asthma
· To complete a mental health or wellbeing screening and to provide signposting advice and book review if results are positive
· To ascertain household smoking status and provide signposting to Ealing stop smoking support to those eligible (e.g. pregnant parent or someone with mental health issues or smokes shisha)
· To ask the three WHAM project questions (https://www.whamproject.co.uk/making-a-difference#Just-a-minute) about finances, food poverty and housing. Provide (1) SPLW referral and (2) WHAM project leaflet which outlines key sources of support
· To ascertain housing situation including question regarding mould and SPLW referral
· To conduct an Immunisation status review and book in catch up immunisations if required
· To provide a Parent/ carer welfare check – including exploring domestic abuse and signposting to appropriate local services such as National domestic abuse helpline
· To provide information on the Healthier together app recommended for minor ailments
· To provide the Healthy child signposting leaflet 
· Payments will be made based on activity up to percentage cap determined by PCN Core20 6-10 population. 

The provider will, at a PCN level; 

· Identify a named PCN GP ‘Child Health Champion’ with a passion for child health. They will have with protected time (2 sessions a month). 
· The PCN Child Health Champion will lead on the delivery of the Healthy Child Standard and the development or running of the PCN's Child Health Hub (CHH).  
· Most likely the Healthy Child GP Champion will be the GP running the PCN Child Health Hub, or the GP identified by the PCN to be involved in the active development of a CHH in the 3 PCN locations yet to develop a hub. 
· The PCN Healthy Child GP Champions will join an Ealing Community of Practice with other PCN Healthy Child GP Champions to share good practice ideas, shadow other CHHs, keep up to date and spread child related information to PCN members and support the PCN with case finding for Hub/ CHH development. 
· All PCN Healthy Child GP Champions will work to develop professional links to local Family Hubs and Children Centres. 
· All PCN Health Child GP Champions will review the Ealing Child Asthma dashboard and work with practices to improve their PCN's management of asthma.
· If the PCN has a CHH: the GP will offer monthly supervision to the CHH Youth Worker or Family Link Worker if in place and will support the CHH Population Health Manager (NW London Single Offer/ CHH) in active case finding.
· For PCNs yet to set up a CHH, the Healthy Child GP Champion will actively support the setting up of the CHH.


	Key Performance Indicators (KPIs)
	The provider is required to meet the below Key Performance Indicators at a Primary Care Network Level

1. >95% children (0-17yrs) receive age relevant healthy child leaflets (with addition of ‘Health care services information leaflet given’ SNOMED 202001000000108 code) (dashboard)
2. Practices must (dashboard);
a. For children aged 5-7 without a coded diagnosis of asthma or suspected asthma who received 4 or more SABA prescriptions in the last 12months should be reviewed to determine if able to add a coded Asthma diagnosis or refer, where asthma, is suspected to the Ealing Children Diagnostic Centre. 
b. Prescribe an inhaled corticosteroid (or another preventer drug) where appropriate for all children (5-17yrs) who received 4 or more SABA prescriptions in last 12 months without any prescribed corticosteroid (or another preventer drug).   
c. Review face-to-face (or via video where not possible) all children (5-17 yrs) prescribed an inhaled corticosteroid (or another preventer drug) and ensure they are coded as ‘asthma’ or ‘suspected asthma’. 
3. Self –Declaration to confirm that all members practices have:
a. Displayed LAC and CL Charter (website and in waiting room). 
b. Completed LAC template 0–17-year-old Looked after Children annually. (This task may be carried out as a desktop exercise). 
c. Prioritise access for care experience children and young people to ensure; same day appointments - if available, named doctor - if available, booked in advance, and double appointments if requested.
4. Identify a PCN Child Health Champion, with protected time of at least 2 sessions per month.  (self-declaration)

Healthy Child Checks will be an activity-based service and will be paid per health check undertaken for patient’s within the identified cohort up to percentage cap determined by PCN Core20 6-10 population.

	ICB Support
	The ICB team will provide:
· Appropriate Reports, SystmOne Communications Annexe preset messages and SystmOne Visualisation to aid providing age relevant healthy child leaflet to correct age cohorts with addition of ‘Health care services information leaflet given’ 202001000000108 code). The reports also assist tracking if a child was previously given a healthy child leaflet, but now has to be provided a healthy child leaflet for older age group due to the child now being older.
· Appropriate clinical searches for inhaler use.
· Annual self-declaration form.
· Ealing Looked after Child/ Care Leaver Charter.

	References 
	· State of Child Health: Asthma[footnoteRef:10]  [10:  https://stateofchildhealth.rcpch.ac.uk/evidence/long-term-conditions/asthma ] 

· BTS/SIGN Asthma guidelines 2024[footnoteRef:11] [11:  www.brit-thoracic.org.uk/quality-improvement/guidelines/asthma ] 

· Core20+5[footnoteRef:12] [12:  www.england.nhs.uk/about/equality/equality-hub/national-healthcare-inequalities-improvement-programme/core20plus5/core20plus5-cyp/ ] 

· https://www.gov.uk/government/news/abuse-victims-to-get-specialist-nhs-support

	ICB contact
	Dr. Tamsin Robinson / Successor ICB-wide Clinical Lead
nhsnwl.ealing@nhs.net  / nhsnwl.lon-nw-pcc@nhs.net






	[bookmark: _Toc158042274][bookmark: _Toc223712374]Standard 5: Carers

	Rationale
	It is widely acknowledged that Carers have an important part to play in an effective health care system. There has been a growing emphasis in recent years on the need to provide more comprehensive support to carers, since they often face greater social deprivation, isolation and ill health. Those caring for 50 hours a week or more are twice as likely to experience poor health, particularly mental health problems (Carers UK, 2014). 34.4% of Carers report being in very good health compared to 51.8% for the population not providing any unpaid care (Ealing JSNA 2024).

Nationally, there are 6.5 million unpaid carers, accounting for 1 in 8 adults (Carers UK, 2015). The 2021 census suggests there are around 24,209 Carers in Ealing (representing 7% of total population) (Ealing JSNA, 2024).  Of these, only 3577 Carers are recorded in primary care (14.7%).  The proportion of Carers registered were highest in South Central Ealing PCN (1.0%) and lowest at South Southall PCN (0.4%).

There are 1937 young Carers aged 0-24 with 353 aged under 16.  The number of Carers accessing services in 1529 (6.3%) (Ealing JSNA 2024).

Although the Census provides useful information, it is widely acknowledged that the figures are likely to be an under estimation due to underreporting of the number of Carers, as many Carers view their caring responsibilities as part of another role, such as that of a parent, partner, child, relative or friend.

Studies show that 70% of Carers come into contact with the NHS, yet only 10% of these are identified as a Carer (Schonegevel, L. 2013).  Healthcare staff are not always proactive in signposting Carers to relevant support or information, and when information is given, it comes from charities and support groups. (NHS England, 2014). In addition, patients do not always self-identify themselves with the term ‘Carer’ and feel that they are simply carrying out ordinary responsibilities as part of a family. Therefore, proactive interaction is required in order to identify those who would benefit from Carers’ support.

Ealing Council and Ealing Borough NWL ICB Joint Carers' Strategy 2024-29[footnoteRef:13] highlighted a number of areas of development needed in order to better support Carers, which included better identification of Carers through primary care and enabling Carers to have a life outside of their caring responsibilities. [13: https://www.carersuk.org/media/qjid2e1i/uk4067-state-of-caring-2014.pdf  ] 


It is acknowledged that GPs are developing and improving their services for Carers. However, the Royal College of General Practitioners (RCGP), (2014) highlights an urgent need to further embed the identification and support of Carers within General Practice. This will ensure Carers are supported at an earlier stage, enabling real benefits for both Carers and patients alike.

	Delivery
	Aims
This Carers standard aims to deliver the following:

· To improve the number of Carers identified within GP practices in Ealing.
· To ensure that Carers who are identified have access to the health care they need including access to health checks.
· To ensure that all Carers identified are referred effectively for the provision of on-going advice, information and support.

Delivery
The provider will:

· Identify a Carers Lead within each practice;
· Ensure that all staff, including receptionists, are ‘Carer aware’, and have a basic understanding of support available;
· Display information in the waiting room and via other communication methods (e.g. website, newsletters, messaging via SMS, NHS App or email), to help Carers identify themselves and to highlight available support and information;
· Maintain links with local Carer organisations, social services and the voluntary sector;
· Have a Carers register (for Carers registered at each practice) which is maintained and updated; Ensure use of the NHS England ‘Register with a GP Surgery’ service which asks the question “do you look after someone?” as part of the registration form
· Record Carer status in patient notes; and link to patient cared for if patient cared for is also registered at the practice and has given consent;
· Offer Carers an annual health assessment where Carer is registered at the practice;
· Offer Carers an annual flu vaccination where Carer is registered at the practice;
· Offer access to Talking Therapies (previously known as IAPT), social prescribers, the voluntary sector and other sources of support as appropriate

	Key Performance Indicators (KPIs)
	The provider is required to meet the below Key Performance Indicators:

1. Review Carers register and ask Carers if they would like an ‘In Case of Emergency’ (ICE) card, which logs the details of the person they care for with Local Authority and London Ambulance Services in case something happens to them then the person they care for can be looked after.  (Self-Declaration)
2. Offer at least 95% of carers a health check and flu jab and complete a health check for at least 50% of Carers on the Carers register in order to review their physical and mental health and refer for further support as needed. The 95% threshold helps provide a margin for any incorrectly coded Carers by other providers or new carers identified just before the end of the year. (Dashboard)
3. Practice to keep a Carers register which should be clinically reviewed and updated on an annual basis.   (Self-Declaration)     
4. Practices to give priority to carers for appointments and offer double appointments so carer and patient can be seen if needed as Carer may not be able to attend if no one to look after their cared for person.  (Self-Declaration)

	ICB Support
	The ICB will provide:

· Provide regular information to practices on Carers developments;
· Provide data and information on practice achievement of this standard;
· Annual self-declaration form.

	References 
	· Carers UK, (2014) The State of Caring 2014[footnoteRef:14]  [14:  www.bl.uk/collection-items/state-of-caring-2014 ] 

· Ealing JSNA 2024 Carers[footnoteRef:15]  [15:  www.ealing.gov.uk/downloads/download/5068/carers ] 

· Schonegevel, L. (2013) Macmillan briefing on carers issues[footnoteRef:16]   [16:  www.macmillan.org.uk/documents/getinvolved/campaigns/mps/commons2ndreadingbriefing.pdf ] 

· NHS England (NHSE), (2014) Commitment to Carers[footnoteRef:17]  [17:  www.england.nhs.uk/wp-content/uploads/2014/05/commitment-to-carers-may14.pdf ] 

· Ealing Carers Strategy 2024-29

	ICB contact
	Fin O’Donnell / Successor ICB-wide Lead
nhsnwl.ealing@nhs.net / nhsnwl.lon-nw-pcc@nhs.net





	[bookmark: _Toc158042275][bookmark: _Toc223712375]Green Initiative (Decommissioned for 26/27)








	[bookmark: _Toc158042277][bookmark: _Toc223712376]Domestic Abuse – Decommissioned for 2026/27 and incorporated into Adult-At-Risk






	[bookmark: _Toc158042281][bookmark: _Toc223712377]Standard 6: Adults-at-Risk:  Veterans; Homelessness; Safe Surgeries and Domestic Abuse

	Rationale
	
There are 2.03 million Veterans in England and research shows that many may be silently struggling with physical or mental health problems as they worry that they won’t be understood by civilian health and care professionals. Veteran Friendly accreditation sends a strong signal to veteran patients that you are dedicated to supporting them, making it more likely that they will feel comfortable to seek help when they need it.


Practices are expected to continue efforts focussed on other adults-at-risk cohorts covered in previous years’ Ealing Local Enhanced Specification namely:
· Homelessness Friendly pledge
· Safe Surgeries
· Domestic abuse

	Delivery
	Practices are required to: 
1. Ensure at least one GP in practice completes RCGP eLearning Veterans’ Health module and cascade learning across practice.
a. Free to access even for RCGP non-member, but requires you to register and login;
b. Link to access: Course: Veterans' Health | RCGP Learning
2. Nominate a Clinical lead and Operational lead in practice for Veteran’s Health, with leads reviewing resources on webpage
3. Apply for RCGP ‘Veteran Friendly Practice Accreditation’ by 1st October 2026 in readiness for the build-up to 11th November 2026
a. Free to do and requires a form to be completed
b. Access form via this link: https://nhsuk.short.gy/vfp/form
c. If a practice’s CQC rating is below good, they are now still able to achieve Veteran Friendly Practice accreditation, but may be asked to provide a copy of the Practice’s Improvement plan
d.  If the practice’s Clinical lead for Veteran’s Health changes, please email veterans@rcgp.org.uk to notify them of this change.
4. Promote Veteran Friendly / Homeless Friendly and Safe Surgeries on practice webpage for registration
5. Add appropriate Veteran SNOMED code when processing NHSE new patient registration forms from veterans/family of veterans if not automatically added as part of auto-registration (see Digital & AI standard).

https://digital.nhs.uk/services/register-with-a-gp-surgery-service/news-articles/additional-armed-forces-question-added-to-online-gp-registration-form


Suitable SNOMED codes include:

753651000000107 - Military veteran
Those who have served for at least a day in HM Forces, whether as a Regular or as a Reservist
988811000000102 - Family of active serving member of the Armed Forces
Relatives (including through adoption) of Service members or Service partners that are: (i) living in the same household as the Service member. Service members might be required to temporarily live elsewhere, either for a set period of time or during the working week, due to postings or deployments. In such cases, where the relative would otherwise be living with the Service member (but for the fact the Service member is away for Service reasons) they are still to be considered a member of the Service member’s household; or (ii) wholly or mainly financially dependent on the Service member or Service partner; or (iii) someone for whom the Service member or Service partner has assumed regular and substantial caring responsibilities, such as those with additional needs who may be otherwise unable to care for themselves
702348006 - Active duty military
Individuals currently serving as members of the Naval Services (including the Royal Navy and Royal Marines) Army, Royal Air Force.
933041000000109 - Armed Forces Reservist
Members of one of the volunteer reserve forces (the Royal Naval Reserve, the Royal Marines Reserve, the Army Reserve and the Royal Auxiliary Air Force) or the ex-regular reserve forces (the Royal Fleet Reserve, the Regular Reserve and the Royal Air Force Reserve).
844341000000104 - Dependant of former serving member of British Armed Forces*
The immediate family of a military veteran. This is defined as spouses, civil partners and children for whom they are responsible but where appropriate can extend to parents, unmarried partners and other family members.
* Request to change from dependant to family


6. Review all patients coded with ‘Left Military Service (XE0pb)’ to check if incorrectly coded. It is believed that many practices may have added this code to patients in error 

7. Domestic Abuse 
a. Ensure one or more clinical leads within each practice continue to exist as ‘Domestic Abuse Champions’ to serve as primary contacts for DA-related support and training within the practice. 
b. Engage and implement any ‘Steps to Safety’ programme if rolled out from April 2026 onwards by NHS
(https://www.gov.uk/government/news/abuse-victims-to-get-specialist-nhs-support )

8. ‘Building Blocks of Health’ eLearning module. This online module covers the wider determinants of health is to support conversations about health in general and to raise more an awareness on how the building blocks of health influence patients’ health for the better or worse.'

Provide confirmation that at least 1 receptionist/administrator and 1 health professional in the practice have completed this eLearning module ‘Building Blocks of Health’ (if becomes available) with any learning shared across the practice.  Please email: hdrc@ealing.gov.uk (with the subject line ‘Building Blocks of Health) if support is required


	Key Performance Indicators (KPIs)
	
Practices are required to self-declare: 
1. Veterans Health (Self-Declaration)
a. Ensure that at least one GP in practice completes RCGP eLearning Veterans’ Health module and cascade learning across practice. (Free to access even for RCGP non-members. Course: Veterans' Health | RCGP Learning)
b. Nominate a Clinical lead and Operational lead in practice for Veteran’s Health, with leads reviewing resources on webpage
c. Apply for RCGP ‘Veteran Friendly Practice Accreditation’ by 1st October 2026 via this link: https://nhsuk.short.gy/vfp/form
d. Review patients coded with ‘Left Military Service ( XE0pb)’ to check if incorrectly coded 

2. Domestic Abuse (Self-Declaration)
a. Engage and implement any ‘Steps to Safety’ programme if rolled out from April 2026 onwards by NHS
(https://www.gov.uk/government/news/abuse-victims-to-get-specialist-nhs-support )
b. Ensure one or more clinical leads within each practice continue to exist as ‘Domestic Abuse Champions’ to serve as primary contacts for DA-related support and training within the practice.

3. Awareness Promotion (Self-Declaration with Evidence)
a. Each Practice needs to promote the following by displaying appropriate poster/media information in reception/waiting areas and online (practice website).
i. Veterans Friendly Practice Accreditation
ii. Homelessness Friendly pledge
iii. Safe Surgeries
iv. Domestic Abuse awareness
Practices will need to provide screenshot(s) of their practice website showing promotion of these 4 areas above as part of self-declaration process.

b. ‘Building Blocks of Health’ eLearning module - Provide confirmation that at least 1 receptionist/administrator and 1 health professional in the practice have completed this eLearning module ‘Building Blocks of Health’ (if becomes available) with any learning shared across the practice.  Please email: hdrc@ealing.gov.uk (with the subject line ‘Building Blocks of Health) if support is required
 


	ICB Support
	The ICB will signpost to relevant resources or services. 

 Course: Veterans' Health | RCGP Learning
Apply for Veteran Friendly Practice Accreditation using this form via this link: https://nhsuk.short.gy/vfp/form

Additional armed forces question added to online GP registration form - NHS England Digital

‘Buildings Blocks of Health’ – There should be a communications cascade when the eLearning module has been launched.  For support or queries, email hdrc@ealing.gov.uk (with the subject line ‘Building Blocks of Health)

https://www.doctorsoftheworld.org.uk/safesurgeries/
https://www.homelessfriendly.co.uk/join-us or email homlessfriendly@gmail.com
https://learninghub.nhs.uk/catalogue/GPH

	References 
	· RCGP Veterans Health hub: Course: Veterans' Health Hub | RCGP Learning
· NHS England » GP practices across the country to become ‘veteran friendly’
· Healthcare and people who are homeless Commissioning Guidance for London, Healthy London Partnership 2016.
· Ealing Homeless JSNA chapter, 2016[footnoteRef:18]. [18:  www.ealing.gov.uk/download/downloads/id/13877/housing_and_homelessness_-_jsna_2016.pdf ] 

· Housing and Homelessness Strategy 2014-19.
· Helping Improve Care for People who are Homeless: e-learning for Practice Managers and Receptionists[footnoteRef:19]. [19:  www.healthylondon.org/homeless/e-learning ] 

· Story, A. (2013) Slopes and Cliffs: comparative morbidity of housed and homeless people. The Lancet. Nov 29. Volume 382. Special issue. S1- S105. Beijer, U et al (2012) Prevalence of tuberculosis, hepatitis C virus, and HIV in homeless people: a systematic review and meta-analysis. The Lancet Infectious Diseases; 12:11, 859-870.
· Patient Registration: Standard Operating Principles for Primary Medical Care[footnoteRef:20]. [20:  https://www.england.nhs.uk/long-read/primary-medical-services-policy-and-guidance-manual-pgm/ ] 

· Homelessness and General Practice Pathway[footnoteRef:21]. [21:  https://www.pathway.org.uk/issues/primary-care/ ] 

· Resource pack to help general practitioners and other primary health care professionals in their work with refugees and asylum seekers[footnoteRef:22]. [22:  www.guysandstthomas.nhs.uk/resources/our-services/community/health-inclusion/refugee-resource-pack.pdf] 


	Lead 
	Dr. Shanker Vijayadeva / Successor ICB-wide Clinical Lead
nhsnwl.ealing@nhs.net / nhsnwl.lon-nw-pcc@nhs.net





	[bookmark: _Toc223712378]Standard 7: Learning Disability Health Check Quality Improvement

	Rationale
	People with a learning disability experience significant and persistent health inequalities, including higher rates of long-term conditions, avoidable morbidity, and premature mortality compared with the general population. The Learning Disability Annual Health Check Directed Enhanced Service (DES), is a key mechanism for identifying unmet health needs, making reasonable adjustments, and improving outcomes for this population.

While uptake of Learning Disability Health Checks has improved nationally, evidence consistently demonstrates variation in the quality, consistency, and completeness of health checks delivered. Variation may relate to the extent to which core components are completed, the quality of personalised Health Action Plans, the identification and recording of reasonable adjustments, and the follow-through of agreed actions. These variations can limit the effectiveness of health checks in reducing inequalities and improving patient experience.

This scheme has been designed to support GP practices to undertake a proportionate, supportive clinical audit of Learning Disability Health Checks they are already delivering under the national Learning Disability Health Check scheme. It does not introduce new service requirements or alter existing contractual expectations. Instead, it provides a framework for systematic reflection, improvement, and assurance. 

A structured, two-cycle audit enables GP practices to:

· Assess current practice against agreed standards derived from national guidance
· Identify gaps, variation, and areas for improvement
· Implement targeted actions to address these gaps
· Re-measure performance to demonstrate improvement over time

This approach aligns with the principles of high-quality primary care, the expectations of clinical audit, and the wider system commitment to reducing health inequalities for people with a learning disability.

The aim of this enhanced service is to; 
•	Ensure a comprehensive annual health check is provided for all eligible patients.
•	Identify unmet health needs and implement personalised Health Action Plans (HAPs).
•	Ensure reasonable adjustments and inclusive care.

	Delivery
	
Standards and Requirements

1. Mandatory Training:

All staff involved in LD checks should have done the Oliver McGowan Mandatory Training on Learning Disability and Autism part 1 online module and have secured a place on the face-to-face training but not necessarily completed it within the year

2. Audit Requirement
Each GP practice must undertake two audits within the same financial year:
Baseline Audit (Cycle 1)
This should be conducted at the beginning of the financial year (within Q1) and must;
· Review all Learning Disability Health Checks completed in the previous financial year. 
· Measure current practice against audit standards set out in section 3 below. 
· Identify areas where standards are not met
· Develop a documented action plan outlining:
o	Actions to be taken
o	Responsible individuals
o	Timescales for improvement
Actions may include, for example:
•	Staff refresher training
•	Template or coding improvements
•	Changes to appointment processes or reasonable adjustments
•	Improved involvement of carers or advocates
Re-Audit (Cycle 2)
This should be conducted towards the end of the financial year (Q4) and must; 
· Use the same audit standards and methodology as the baseline audit
· Measure improvement following implementation of agreed actions
· Demonstrate whether actions have resulted in improvement
· Include reflection on learning and next steps
Practices should document:
· Changes in performance between audit cycles
· Whether standards have been met
· Any ongoing risks or further improvement actions required
Completion of both stages constitutes a full clinical audit cycle.
3. [bookmark: _Toc219808102]Audit Standards
Practices must audit against clearly defined standards, drawn from the national DES and recognised good practice. As a minimum, audits should assess whether:
1. The patient was correctly recorded on the Learning Disability Register
2. The Learning Disability Annual Health Check was completed using the national template
3. Core components of the health check were documented, including:
· Physical Health Assessment: weight, BMI, blood pressure, cardiovascular risk.
· Screening for Comorbidities: epilepsy, diabetes, respiratory disease, constipation, dysphagia, mental health.
· Medication Review: polypharmacy risks and adherence.
· Sensory and Communication Needs: hearing and vision checks.
· Women’s Health: menstrual issues, contraception.
· National Screening Programme.
4. Reasonable adjustments were identified and recorded by adding relevant codes via the template and populating the ‘Reasonable Adjustment Digital Flag’ when integrated within SystmOne/EMIS which is due by 30th Sept 2026 – see link: NHS England » The reasonable adjustment digital flag action checklist: what you need to do to achieve compliance). Adjustments may include;
· Flexible appointment times and formats (including home visits if required).
· Easy read materials and accessible communication aids.
· Involvement of carers and advocates where appropriate.
5. A personalised Health Action Plan (HAP) was completed and shared
6. Appropriate follow-up actions or referrals were documented
4. [bookmark: _Toc219808103]Reporting and Assurance
Practices must retain evidence of:
· Baseline audit results
· Action plan
· Re-audit results and evaluation
Summary audit outcomes may be requested for:
· Local quality assurance
· PCN or system-level learning
· Sharing best practice

	Key Performance Indicators (KPIs)
	1. All practices within the PCN have completed the baseline audit and re-audit, as specified in this document. 

	ICB Support
	Audit template provided


	References 
	

	ICB contact
	Dr. Vijay Tailor / Successor ICB-wide Clinical Lead 
nhsnwl.ealing@nhs.net / nhsnwl.lon-nw-pcc@nhs.net 








	[bookmark: _Toc223712379]Standard 8: Proactive Care through Integrated Neighbourhood Team approach

	Rationale
	Neighbourhood Teams

The development and implementation of Integrated Neighbourhood Teams (INTs) in the borough is one of six key priorities for Ealing Borough Based Partnership (BBP). The overarching goal of the INT programme in Ealing is to integrate care across Primary, Secondary, Community and Social Care, joining up physical and mental health and social care provision at a neighbourhood level.

In the NWL INT Vision the ICB sets out the expectations of common core qualities of INT develop in the sector.  These includes;

· Geographical alignment to a population of c.50,000 - 100,000 residents.
· Contain the core services of General Practice, VCSE, Public Health intelligence, Adult Social Care, Domiciliary Care, Children’s Services (including antenatal and post-natal care), Health Visiting, Social Prescribing, Care Navigation, Community Mental Health, Community Nursing, Community Therapies, Community Pharmacy, Dentistry and Optometry.
· Staff will take a “no wrong front door” approach for all services, which can be accessed digitally, by telephony or in person.
· Areas will work towards hub arrangements wherever possible in which core services will be housed behind a single reception.
· There will be transparency of resources within each INT, coordinated through the Place-based Partnership and interdependent to the NWL core offer developments.
· They will access connecting services for all population groups, which operate at Borough or a wider footprint in an agile and responsive way.
· The core teams will pull down on more specialist, services at scale for specific population groups through their acute trusts and other specialist service provision.

Ealing currently has three INT localities with established, multi-partner leadership teams; Southall Locality covering North and South Southall PCNs, Ealing and Acton Locality covering South Central Ealing, Acton and The Ealing Network PCN and North Ealing covering Northolt, NGP and Greenwell PCNs.  In line with the NWL vision, Ealing BBP has decided to realign INTs to a PCN footprint. 

Moving to this footprint will enable smaller, more agile teams to be more responsive to the specific needs of their local communities and will better enable partners to foster strong relationships and effective communication among healthcare providers, enhancing the coordination and integration of care.

PCN leadership is crucial for the development of these Neighbourhood Teams, with primary care occupying a unique position within the health and care system due to its role as the first point of contact for patients. This pivotal role allows PCNs to bring together partners from across the health and social care system, to deliver more integrated, personalised and holistic care to its population.

The practice-based care planning specification has been in place for several years in Ealing.  This supported the case finding and care planning for individuals with complex health and social care needs.  Last year this was expanded to support the establishment of High Intensity User (HIU) service within each INT focusing on an integrated approach to care planning for those patients who are frequent users of the health and care system, with multiple complex health and social care needs, who require more intensive support from health and care partners.

This specification builds further on that work, expanding the cohorts to include;
1. Patients with moderate to severe frailty or complex needs.
2.Working Age Adults who are:
a. needing the support of MINT services
b. Identified as High Intensity Users of health and care services
c. Patients who require support for Alcohol &Substance misuse
3. Children referred to the Child Health Hub.



	Delivery
	Primary Care Networks and their constitute practices, in collaboration within their neighbourhood teams, will engage in the following:

Care Planning for patients with complex needs.

Each practice within the PCN must identify a lead clinician for complex patients, who has undertaken training on care planning.  They will take on an active role in championing good quality care planning across their practice for patients with complex needs and those requiring multi-agency input from the neighbourhood team. They will work proactively with the other practice leads with their neighbourhood and the wider neighbourhood team.

1.Identification of Patients
· Practices will utilise data from across the system (WSIC, SystmOne, EMIS, Acute, LAS, local authority) as well as the Electronic Frailty Index (eFI), to create a register of patients who are high intensity users, and/or are vulnerable or frail, or have other complex needs, covering at least 2.5% of their population.  This list will not include patients in their last phase of life (LPOL) as there are existing care planning arrangements for this cohort.
· Using practice’s own knowledge of their patients, identify those with complex needs, who may not be highlighted through data sources but would equally benefit from a care plan or need multi-agency support.

2.Care Planning
· Practices will be expected to provide care planning for the patients identified above.
· A personalised care plan should be developed between clinician, patient and carer in the most appropriate setting (either face to face or virtually). The care plan should be a collaborative process between the patient (and carer) and an accountable GP or other appropriate healthcare professional. The care planning consultation should seek to address how their care will be managed to:
· Enable effective management of their long-term condition/s.
· Enable optimum supported self- management.
· Provide clear contact points for times of crisis / exacerbation.
· Understand the patient’s interactions with other agencies providing support to them and ensure that their role in supporting the patient is clearly articulated.
· Falls assessment in patients identified on GP systems as meeting frailty criteria, or a history of falls (e.g. FRAT) and where appropriate signposting to advice to reduce risk of falls (e.g. leaflet, local provision (if available)) or referral to physio-led falls service for those at medium and high risk of falls.
· Identify any patient who has had a fracture to determine whether this was a fragility fracture requiring investigation and potential management of Osteoporosis.
· Consider the needs of the patient’s Carers.
· Review medications being taken by the patient and review and manage polypharmacy.  Support improved compliance, where appropriate
· Agree the case management approach with the patient, i.e. frequency of review of care plan, review arrangements in the event of an unexpected admission to hospital etc.
· Reduce their risk of avoidable admission to hospital.
· The care plan should be completed using the commissioners’ approved template which is available on clinical systems.
· The health care professional will carry out regular care plan reviews with the patients (this can be virtual, via telephone, or face-to-face), the frequency of review will depend on risk and should be agreed between the registered healthcare professional and patient; but it is recommended to be undertaken every four to six months.
· Copies of care plans must be given to patients (and Carers as appropriate).
· The creation/refresh of a care plan with the patient (and Carer) is an annual process.

Neighbourhood Team working

Each PCN will support the development of Neighbourhood Teams within their PCN geography.  This will involve working with nominated leaders from the partnership to establish a leadership team within each INT with responsibility for ensuring the delivery of joined up care for patients within that geography.

The Neighbourhood Team will have a comprehensive understanding of the population profile within their geography.  This will help in identifying segments of the population experiencing health inequities and developing interventions to reduce these inequalities.  The INT will work collaboratively with the voluntary sector and the Healthy Ealing Team to achieve this goal.

The team should have full visibility of patients, who fall within the following cohorts;
1. Patients with moderate to severe frailty under the care of the following teams/receiving the following services:
a. Community Nursing
b. Domiciliary Care
c. Care Coordinator
d. Social Prescriber
e. Diabetes
f. Tissue Viability Nursing
g. Dementia
h. Community Cardiology
i. Rehabilitation
j. Virtual Ward
k. Last Phase of Life
l. CIDS and SOAMHS

2. Working Age Adults who are:
a. Under the care of the MINT team (working Age Adult)
b. Identified as High Intensity Users of health and care services
c. Alcohol & Substance misuse

3. Children referred to the Child Health Hub

For each cohort there should be clarity on who is involved in care, a named case management lead for each patient and MDTs to support complexity where needed.  For each patient the Neighbourhood Team should ensure the following is in place;
· A care plan in line with requirements set out in ‘care planning for complex patient’ section above.
· Clarity on who is supporting the patient from the Neighbourhood Team and consideration if this will be streamlined further.
· Are Medicines optimised/Polypharmacy considered?
· Can the voluntary sector support in any way?
· Are they having the annual checks for any long-term conditions?
· Clarify contact points in case of crisis / exacerbation and are patient/carer/family aware.
· For Children and young people;
· Consideration of CAMHS/NDS involvement.
· Do the family and child have support whilst waiting for services?
· Has transition been considered?
· Does the child have an EHCP?
· Are the family aware of the Local Offer?

PCN Neighbourhood Leads

Each PCN will appoint a clinical and managerial lead with the following responsibilities; 

Neighbourhood Team Clinical Leads Responsibilities:
1. Provide Clinical Leadership to Neighbourhood Leadership Team.
2. Lead on the establishment of strong and effective neighbourhood health leadership teams with clear governance processes, that clearly articulates roles and responsibilities of the Neighbourhood Team and its members, decision-making processes and meeting schedules.
3. Ensure that the Neighbourhood Team has full visibility of patients who fall within the cohorts outlined above.
4. Facilitate collaboration within the Neighbourhood Leadership Team aiming to agree key priority areas for the population of the PCN and Locality in line with EBPP goals and objectives as part of the overall INT Development Plan.
5. Chair Neighbourhood Leadership Team meetings and relevant subgroups as agreed with the Neighbourhood Team.
6. Lead the mobilisation of effective operational groups and MDTs.
7. Report to and attend the INT Steering Group on a quarterly basis and BBP Board and/or BBP Operational Delivery Group as and when required on INT leadership development, stakeholders, INT-related activities, achievements and challenges faced by the INT and/or INT Leadership Team.
8. Be the first point of contact for PCN CDs, BBP Leads and partner organisations with regard to delivery of the INT Programme of work.
9. Share and promote the INT Programme within own PCN, member practices, partner organisations and local groups.
10. To take an active role in the development and embedding of the neighbourhood health team culture, values and ways of working in the PCN, locality and Ealing.
11. Work with PCN Education leads to ensure relevant training and development needs around systems, processes and culture change are captured and met as promptly as possible.
12. Promote and champion the engagement of all stakeholders to drive culture change to unify the vision, thinking and practice of place-based and integrated care across the PCN and locality team.
13. The number of sessions of provided by the Clinical lead should be in line with the expected time commitment set out in Table 1. 

Neighbourhood Team Managerial Leads Responsibilities:

1. Provide managerial and administrative support to the Neighbourhood Team Clinical Lead and Neighbourhood Leadership Teams to enable the implementation and delivery of strong and effective neighbourhood.
2. Support the establishment of Neighbourhood Leadership Team with a governance structure that clearly articulates roles and responsibilities of the Neighbourhood Team and its members, decision-making processes and meeting schedules.
3. Support Clinical Lead to report to the EBBP Programme Team on Neighbourhood Leadership Team development, stakeholders, achievements and challenges faced by the Neighbourhood Team and/or Neighbourhood Leadership Team.
4. Support the Leadership Team to mobilise effective Operational teams supporting the delivery of agreed priorities by the Neighbourhood Leadership Team.
5. Work closely with all stakeholders to develop and embed a place-based culture to providing integrated care to the local population.
6. Building and fostering excellent working relationships across the PCN, neighbourhood and borough, working closely and proactively engaging all the relevant stakeholders across different organisations and disciplines to become part of the local neighbourhood.
7. The number of sessions of provided by the Managerial Lead should be in line with the expected time commitment set out in Table 1. 

Table 1: Expected time commitment Neighbourhood PCN Leads
	PCN
	Managerial Lead (WTE)
	Clinical Lead 
(No of Sessions) 

	Acton
	0.8
	2

	Greenwell
	0.4
	1

	NGP
	0.7
	2

	North Southall
	0.6
	1

	Northolt
	0.4
	1

	South Central Ealing
	0.5
	1

	South Southall
	0.6
	2

	The Ealing Network
	0.6
	1






	Key Performance Indicators (KPIs)

	
1. Each practice within the PCN have a nominated care planning lead.  (Self-Declaration)
2. Number of patients with a completed practice care plan should be at least 2.5% of the PCN (weighted population).  (Dashboard)
3. Appointment of PCN Neighbourhood Clinical Lead and Management Lead, with the roles, responsibilities and time commitment outlined above.  (Self-Declaration)


	ICB Support
	· Support from the Business Intelligence (BI) team to pull together data sources

	References

	None

	ICB contact
	Dr. Vijay Tailor / Successor ICB-wide Clinical Lead 
nhsnwl.ealing@nhs.net / nhsnwl.lon-nw-pcc@nhs.net 








	[bookmark: _Toc223712380]Standard 9: Digital & AI:    Reasonable Adjustment Digital Flag, NHS App messaging / Communications Annexe, Auto-registration & Manage Patient Registrations & Patient Insights (SystmOne)

	Rationale
	Digital and AI is increasingly part of the NHS 10 year plan.
This standard could help reduce practice workload and communication costs, whilst also improving patient experience and safety. 


1) Reasonable Adjustment Digital Flag
Under the Equality Act 2010, organisations have a legal duty to make changes in their approach or provision to ensure that services are as accessible to people with disabilities as they are for everybody else. These changes are called reasonable adjustments.
The Reasonable Adjustment Flag was developed in the NHS Spine to enable health and care workers to record, share and view details of reasonable adjustments across the NHS, wherever the person is treated.
The capability is now available on the National Care Records Service (NCRS).
A Fast Healthcare Interoperability Resources (FHIR) software interface is available for API-based integration with local point-of-care applications.

It has been a legal requirement for practices to capture Reasonable Adjustments for patients. For more information, visit NHS England » The reasonable adjustment digital flag action checklist  

2) NHS App messaging / Communications Annexe

Practices are facing increasing SMS costs. Practices can send messages to patients via their NHS App for free if the patient has the NHS App with notifications turned on. Otherwise messages default to being sent via SMS.  This is already possible via Accurx (initially for batch messages but due to roll out for individual messages too) and will roll out soon in SystmOne’s  Communications Annexe , using NHS Notify API.
Visit NHS Notify API - NHS England Digital for more information.

The NHS App is rolling out a new look in March 2026 and is due to have further enhancements, so promoting the NHS App and increasing uptake could have multiple benefits.

SystmOne’s Communications Annexe has hundreds of preset messages published by the ICB, which can help with local pathways/services.  Users may not be aware these exist, which can help save them time. 

3) NHSE Online Registration & Auto-registration

The NHS England’s Online Registration form (‘Register with a GP Surgery service’) is now interoperable with TPP SystmOne and this is due soon for Optum EMIS Web.  Practices will also manage other registrations via the ‘Mange Patient Registrations’ portal when it launches. The new GP contract for 2026/27 requires 100% registrations to be processed via the NHSE online form (with practices entering the data from any completed ‘paper forms’ into the online form on behalf of patients).  Increasing Digital uptake of the online form (versus using paper forms) can help reduce practice workload by avoiding the need to transfer data from paper forms to the online form and to benefit from auto-registration using the interoperability.  It could also help reduce practice’s costs if funding a third-party automation provider managing registrations. 

Auto-registration will also help practices to achieve the Adults-at-risk standard for Veterans. See this link for more information:
Additional armed forces question added to online GP registration form - NHS England Digital

NWL ICB recognises the challenges faced by Digital Exclusion in the population. Practices are encouraged to engage with any measures that can help increase digital inclusion.

4) Patient Insights (SystmOne)

‘Patient Insights’ is an AI tool within SystmOne that can suggest patients that might have suspected cancer (i.e. bladder, bowel, ovarian or uterine) or cirrhosis.  Such patients might actually be patients with known cancer who have not been correctly coded or patients who may require further review or action for recent symptoms that might be suggestive of cancer.

Visit this link for more information: Patient Insights – TPP

	Delivery
	The provider is expected to:

· Practice to ensure at least 1 clinician, 1 receptionist and 1 manager has completed an eLearning module on Reasonable Adjustments Digital Flag before 30th September 2026 and shared learning in a practice meeting discussion:
Reasonable Adjustment Digital Flag - eLearning for healthcare
· Practice to engage with any early introduction of the Reasonable Adjustment Digital Flag within TPP SystmOne/EMIS including any automatic migration of relevant coded data to populate the flag.
· SystmOne Practices to ensure staff aware about ICB published preset messages in Communications Annexe and explore NHS App messaging via Communications Annexe / Accurx as available. Practices should aim to migrate any  created  SystmOne SMS preset messages to Communications Annexe preset message templates.  
· Practices to support requests from ICB / Public Health to cascade messages to patients by at least using NHS App messaging / Email if concerned about SMS costs. 
1) Practices to activate auto-registration on SystmOne (and EMIS when available) unless they can confirm they are funding a 3rd party automation provider. For guidance on activating Auto-registration, visit:
GP IT auto registration functionality - NHS England Digital
· SystmOne Practices to review at least the top 10 patients highlighted across any ‘Patient Insights’ report(s) (practice’s choice) and discuss any practice learning in a practice meeting.   EMIS practice(s) can do an alternative quality improvement exercise, which could be as follows or an alternative as agreed with the Ealing Borough Cancer lead. This could include setting up preset messages in Accurx to signpost patients to the Pan-London Patient Leaflets in different languages for Urgent Suspected Cancer referrals. This also exists for SystmOne practices in Communications Annexe. 
Visit these links for more information: Patient Insights: Patient Insights – TPP
eGPLearning video: https://youtu.be/b5wlBKVnXmo


	Key Performance Indicators (KPIs)
	Practices will be required to provide confirmation by self-declaration that: 
1) Practice to ensure at least 1 clinician, 1 receptionist and 1 manager has completed an eLearning module on Reasonable Adjustments Digital Flag before 30th September 2026 and shared learning in a practice meeting discussion: 
NHS England » The reasonable adjustment digital flag action checklist

2) Practice to engage with any early introduction of the Reasonable Adjustment Digital Flag within TPP SystmOne/EMIS including any automatic migration of relevant coded data to populate the flag.
3) SystmOne Practices to ensure staff aware about ICB published preset messages in Communications Annexe and explore NHS App messaging via Communications Annexe / Accurx as available.  
4) Practices to support requests from ICB / Public Health to cascade messages to patients by at least using NHS App messaging / Email if concerned about SMS costs. 
5) Practices to activate auto-registration on SystmOne (and EMIS when available) unless they can confirm they are funding a 3rd party automation provider. 
6) SystmOne Practices to review at least the top 10 patients highlighted across any ‘Patient Insights’ report(s) (practice’s choice) and discuss any practice learning in a practice meeting.   EMIS practice(s) can do an alternative quality improvement exercise, which could be as follows or an alternative as agreed with the Ealing Borough Cancer lead. This could include setting up preset messages in Accurx to signpost patients to the Pan-London Patient Leaflets in different languages for Urgent Suspected Cancer referrals. This also exists for SystmOne practices in Communications Annexe. 


	ICB Support
	The ICB will signpost to relevant resources or services. 

1) Reasonable Adjustments Digital Flag eLearning:
2) Reasonable Adjustments Digital Flag eLearning module:
Reasonable Adjustment Digital Flag - eLearning for healthcare
3) Communications Annexe – TPP
4) NHS Notify API - NHS England Digital
5) For guidance on activating Auto-registration, visit:
GP IT auto registration functionality - NHS England Digital
Additional armed forces question added to online GP registration form - NHS England Digital
6) Patient Insights: Patient Insights – TPP
eGPLearning video: https://youtu.be/b5wlBKVnXmo


Optum EMIS practice(s) can contact the ICB Servicedesk if support required. 

	References 
	· https://www.england.nhs.uk/publication/2025-26-priorities-and-operational-planning-guidance/

	ICB contact
	Dr. Shanker Vijayadeva / Successor ICB-wide Clinical lead 
nhsnwl.ealing@nhs.net / nhsnwl.lon-nw-pcc@nhs.net






	[bookmark: _Toc158042283][bookmark: _Toc223712381]Standard 10: Ankle-Brachial Pressure Index (ABPI)

	Delivery
	Aims

· To improve access to ABPI providing care more easily accessible, closer to home and at a time to suit the patient.
· To improve the patient pathway and ensure only those patients with significant Peripheral Arterial Disease are referred to a specialist.
· To speed up the diagnosis treatment and management of PAD and associated problems.
· As the service becomes established, to use the ABPI service to speed up the healing process for patients with chronic venous leg ulcers.

Delivery

The expectation for this service is that it will be delivered at scale across the Primary Care network with practices referring in to a local hub.  The Primary care network will confirm with the borough team, which site in the network the service will be offered from. The Primary Care Network must keep both the local borough team and ICB IT Servicedesk updated of any changes to provision so that referring practices have an up-to-date list of where to refer (with SystmOne updated accordingly)

This service provider is expected to identify a lead within the practice who will have oversight and will steer the practice to achieve the following:
· Ensure the practitioner undertaking the ABPI measurements attends the training provided by Ealing CEPN initially and then follow-up support sessions as appropriate.
· Ensure all practices in Ealing are able to refer to their service.
· Review the referral (please refer to Exclusion Criteria).
· Ensure that consent has been obtained and, where appropriate, assess using Fraser guidelines.
· Carry out the test using equipment supplied by the local borough team[footnoteRef:23]. [23:  This will be provided as funding to the primary Care Network for the purchase of equipment] 

· Undertake accurate ABPI measurements for all patients referred.
· Provide the results (with interpretation) to referring practices.
· Ensure they are using the correct clinical codes for the delivery of the service as directed by the local borough team.

Who can be seen in this service?

ABPI is recommended for the following clinical indications:
· Diagnosis of PAD in patients presenting with signs and symptoms of PAD (leg pain fitting with intermittent claudication).
· To identify PAD in ‘at risk’ patients e.g. diabetic patients, smokers.
· An indication of the severity of disease – i.e. if an urgent referral is needed or not.
· To exclude PAD in patients who are undergoing treatment that may result in vascular complications, for example patients undergoing leg or foot surgery.

Population covered
· Patients who have leg pain and/or need assessment for the safe use of compression treatment for venous leg ulceration.
· Acceptance: Mandatory for patients aged 16 years and over. Optional for patients under 16 years of age. 
· The provider can provide this service to housebound patients where clinically appropriate and at local discretion of the local borough team.

The following exclusions apply:
1. Suspected DVT
2. Critical Ischaemia
3. Excruciating Pain in lower leg

Equipment
· The service provider must have ABPI equipment.
· The service provider must ensure that the equipment is maintained through servicing and calibration as needed. 

Workforce Requirements  

The service provider must ensure that staff delivering the service have been adequately trained. 

Minimum clinical governance requirements 
· The service provider must ensure that there are robust governance processes in place to ensure clinical services are delivered safely in each delivery point and are coordinated across the GP provider grouping.
· The service provider should ensure that all delivery points meet CQC requirements for the delivery of medical services which, as a minimum, should be those required for the delivery of general medical services.
· The service provider should ensure that all standards of communication should adhere to Caldicott and Data Protection guidelines. 
· Data generated in the course of delivering the service should be available to the commissioner on request. The commissioner will give due regard to data protection and confidentiality requirements. 
· If required to ensure that the service is operating effectively, the commissioner can interview the service provider's staff. 
· The service provider should comply with commissioner requests for clinical audit.
· Appointments made within 2 weeks (10 working days) of receipt of referral and results sent to the referring practice within 72 hours of the ABPI measurement being done.  

	Rationale
	The Ankle-Brachial Pressure Index (ABPI) is a non-invasive method for detecting or ruling out the presence of Peripheral Artery Disease (PAD). PAD is a significant risk factor for cardiovascular events and lower limb amputation. 

Whilst classic symptoms such as limited joint movement and intermittent claudication are present in many cases of PAD, this is not always the case and there is often diagnostic uncertainty, especially when a patient has multiple coexisting problems, such as arthritis and diabetes.

The prevalence of PAD is increased among older people, people who smoke and people who have diabetes. Although the absence of a pedal pulse will indicate that PAD is highly likely, measuring ABPI is a more sensitive and replicable test. The measurement of the ABPI can provide valuable clinical information and can reduce inappropriate secondary referrals and reduce the time to successful treatment of chronic leg ulcers.

	Key Performance Indicators (KPIs)
	This will be an activity-based service and will be paid per test undertaken.

	Borough Team Support
	The local borough team will provide:

· Data on current activity undertaken on a monthly basis.

	References 
	· Atypical leg symptoms: does routine measurement of the ankle brachial pressure index (ABPI) in primary care benefit patients? Christine Oesterling, Amun Kalia, Thomas Chetcuti & Steven Walker. Published online: 28 Sep 2015
· Nice Quality Standards[footnoteRef:24]. [24:  www.nice.org.uk/guidance/qs52/chapter/quality-statement-1-identification-and-assessment-of-peripheral-arterial-disease ] 

· NICE CKS[footnoteRef:25]. [25:  https://cks.nice.org.uk/peripheral-arterial-disease#!diagnosissub:2 ] 


	ICB contact
	Dr. Shanker Vijayadeva / Successor ICB Clinical lead
nhsnwl.ealing@nhs.net / nhsnwl.lon-nw-pcc@nhs.net
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