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1. Introduction
Harrow Borough Based Partnership brings together our NHS organisations, Harrow
Council, our GPs, and local Voluntary & Community Sector. We strive to support
each other and our communities as equal partners focussing on better health and
wellbeing for all.
The partnership has agreed their mission as:
“Working with children, families and communities in Harrow to support better
care and healthier lives”.
The Harrow Borough Based Partnership operates within the Integrated Care System
for North West London and works to both support delivery of the wider system
objectives. We do this alongside being clear about the needs of Harrow; what is
unique about our borough, what the health needs of our population are and how as a
local partnership, we become the engine room for delivery and service reform for Harrow citizens.
Current Legislation that will come in from 1st July 2022 will create new integrated care arrangements for health and care services in England.
This cements the long-standing vision for integration that we have had in Harrow and provides a unique opportunity to accelerate how they are
adopted for everyone; joining up services, focusing on the needs of individuals and their families. We will seek to build new connections with
communities in Harrow; listen more to people about what is important to them and modify or develop new services and improve pathways in
response to the feedback. We will strengthen our approach to preventative services, in partnership with our voluntary and community sector, to
support our population stay well and support wellbeing, both physically and mentally, ensuring fair access for all and reducing the inequalities
that we currently see in health outcomes.
Driven by Harrow’s Health and Wellbeing Strategy, this document sets out the three-year plan for the partnership and our delivery framework for
2022/23.

The North West London Integrated Care System is a collaboration of NHS, local authority, voluntary and community sector organisations

1.1 The journey of our partnership to date
Progress from the first 100-day Plan (Summer 2020)
• Initial partnership governance, leadership and financial arrangements
• Three meta-risks identified and managed: subsidiarity, finances and
resources
• Transformation and enabler workstreams established
• Priority areas of work identified for each.
• SROs and management leads identified
• Progress on improving collaboration and outcomes (e.g. joint SRO
roles, VCS partner funding)
Progress from the second 100-day Plan (Summer 2021)
• Engagement with front-line teams through the ‘Harrow Conversations’.
• Established an Integration Operational Leads workstream.
• Established a Primary and Secondary Care Interface Group.
• Invested in an intensive programme building integrated frailty teams at
a PCN / neighbourhood level.
• Additional winter investment made in primary care, social care and
community health services.
• Development of plans to integrate our training and development
programmes.
• Progress towards full integration of reablement and intermediate care
services in Harrow.
• Taking action to address inequalities working with Voluntary Action
Harrow.
• Recruited an analyst to build outcome and impact dashboards for each
transformation workstreams.
• Commenced local system oversight to hold ourselves and each other
to account.
• Implemented the refreshed borough-based partnership governance
including new Clinical Senate.
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1.2 Why do we need a Borough plan now?
To-date, there have been a number of short to medium term “sprints” for the Harrow Health and Care Partnership to accelerate our development
and set us up for success. Much has been achieved through this approach but the time is now right to set a longer-term view for the partnership,
defining what we are seeking to achieve through a strategic planning process and how through a one-year delivery plan.
We have confirmed the importance of the partnership over this period, and the importance of our collective response to the most challenging
issues we face. Legislative changes in the health and care landscape that will now come in from 1 st July 2022 will set a new policy landscape,
alongside the development of a strategy for the Integrated Care System in North West London. In addition, and as partnership, our attention also
now is increasingly focusing on system financial controls, managing demand and addressing workforce challenges across all providers.
A plan cannot be delivered in isolation and must build and deliver for the Harrow Health and Wellbeing Strategy well as strategy and operational
plans of organisations in the partnership.
The success criteria of such a plan though would be that it is owned and valued by all members of the partnership (including our Primary Care
Networks, Local Authority, Harrow Together, CLCH, LNWHT, CNWL, Harrow Health, St Luke’s and the Borough team of the ICS), and our local
communities, reflecting what is important to them, relevant to the priorities they have for their health and wellbeing, with addressing health
inequalities at its core.
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2. Building our plan
As a partnership we have used the following four questions as the foundation for our plan:
What are the needs of the
Harrow population, how do
we understand them and
respond to them?

What will we be able to
achieve as a partnership that
we cannot achieve as
individual organisations?

How are we currently
performing as a system in
relation to performance,
outcomes, quality and
finances?

What does the future
integrated health and care
system look like and what will
the role of Borough Based
Partnerships be within it?

Our key findings and how these have influenced the plan, our mission and our priorities are as follows.
2.1 What are the needs of the Harrow population, how do we understand them and respond to them
Understand the needs of our population is a live and active process. As a partnership, we will achieve this through listening and engaging with
our communities in Harrow, ensuring that our conversations and reach is to all of Harrow’s communities. Working closely with communities,
community groups and partners has been critical to addressing the challenges posed by the pandemic. A coordinated approach to engaging
communities through joint working has enabled production of local resources, and greater impact and reach on the ground. The impetus given to
tackling inequalities by the Black Lives Matter movement has also strengthened our work with communities of Black heritage. Bringing groups
together on a single platform, we held two meetings with Black heritage community leaders in 2021, with the latter one giving a significant focus
on improving health inequalities, linking in with the priority to address health and social care inequality. As a result of this dialogue the council
and local NHS are currently investing £150k to commission ongoing engagement with these communities to reduce health inequalities.
Some challenges continue to remain, in some cases have worsened, and other cases are new challenges that have evolved over the last couple
of years.
The pandemic has shone a light on inequalities and highlighted that much work needs to be done with some communities that are experiencing
disparity in social, economic and health outcomes, such as the Romanian population which lags behind in access to health services. Through the
efforts during the pandemic, we have been able to map and identify communities that we need to reach better. This conversation and
engagement must continue to ensure that communities and residents are at the heart of addressing and tackling these inequalities.
Harrow is one of the most ethnically and religiously diverse boroughs in the country with people of many different backgrounds and life
experiences living side by side. However, the partnership can do more to enhance the lived experience and better outcomes for all residents.
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The partnership recently heard clearly from children and young people through the HAY Harrow Survey about some of the issues they are faced
regarding emotional health and wellbeing. Most said that they feel loved and supported which is testament to the wonderful families, schools and
colleges in our Borough. However, some young people raised concerns around their emotions - feeling down or anxious, some young people feel
unsafe in Harrow, and some groups of young people are really struggling. The survey found that young people who identify as non-binary or
Chinese find life especially hard with regards to bullying, safety and life satisfaction. The survey also highlighted several areas around violence,
gangs, online safety, and the ability to be assertive in relationships.
Messages we have heard are:
•

•
•

Harrow Council held a meeting with black community leaders in Harrow to address the inequalities among Harrow’s black residents. Some
of the feedback from the meeting were – black community leaders felt ignored by the current system and did not feel that they were a
priority. They felt the system always assumed what the black communities needed instead of engaging with them actually to understand
what the community needs.
We heard from our Romanian community about dissatisfaction with what they felt was a telephone/digital-first approach to GP
consultations. They don't feel confident with their English for e-consultations or speaking over the phone.
Harrow Citizen Forum was launched on the 15th of March 2022. Several attendees' concerns were access to primary care, medical
appointments, and elective procedures.

Key themes from our conversations with our communities to date are summarised in Appendix A and our engagement is ongoing as we build
trust and confidence in health and care services in Harrow.

The Harrow Joint Strategic Needs Assessment has been refreshed post-pandemic, to ensure that it remains up-to-date and relevant in
identifying the current needs of our richly diverse population. The table below summarises the headline findings of the assessment:

6

Population health needs: the headline findings from the Joint Strategic Needs Assessment.
Start Well
Live Well
Work Well
Increasing trends in births noted over the
last 10 years & fertility rates in Harrow
remain higher than the London and
national averages
Under 19s reflect increasing ethnic
diversity in Harrow with the largest group
belonging to Asian Indian population.
Infant mortality on downward trend, and
Harrow currently has the same rate as
England 3.9 per 1,000 live births
GCSE and School readiness remain
higher than the regional and London
averages in Harrow
Pupils with Special Educational Needs
increased for the 5th consecutive year
Prevalence of obesity amongst 10–11year-olds twice as high as those ages 45, 21% compared to 9.5% on 2019
Estimated 4861 children and young
people between the ages of 5 to 17 with
a mental health disorder in Harrow
Highest proportion of children aged 5
with tooth decay, rising from 39.6% in
2017 to 42.4% in 2019 and continues to
rise, almost double national trends

Half of all adults in Harrow are not
meeting minimum required level of
physical activity guidelines set by Chief
Medical Officer (CMO), and only around
57.2% of adults are active
58.5% Harrow adults are either
overweight or obese
Harrow ranked 26th highest out of 149
upper tier and unitary authorities for new
STI diagnoses excluding chlamydia
among young people aged 15 to 24
years in 2020, with a rate of 774 per
100,000 residents aged 15 to 64
Over 35,000 people in Harrow
diagnosed with hypertension; 6,669 /
19% of those people are poorly
controlled

Age Well

Unemployment in Harrow is overall low
5.9%, however there are areas within
the borough with higher rates of
unemployment

Harrow has one of the highest
proportions of those aged 65 and over
amongst its neighbouring boroughs, at
16.1%, higher than London at 12.2%.

16–17-year-olds not in work or education
(NEET) are around 2.6% which has
increased in the last year; London rates
are 4%
Gap in the employment rate between
those with a learning disability and the
overall employment rate - 67%; on a par
with London and nationally

In the future, there is a further projected
increase in those over the age of 65 in
Harrow with an overall increase of
around 22% by 2025

Gap in the employment rate for those in
contact with secondary mental health
services and the overall employment
rate – 59%; best in London

Both male (82.2) and female (85.7) life
expectancy has seen a decline due to
COVID in 2020 in line with national
trends but in Harrow remain higher than
the regional and national averages.
The rate of emergency hospital
admissions due to falls in people over 65
is 2,380 per 100,000, significantly higher
than London and England.

10.1% of patient overs 17 on GP
registers have diabetes, and 13.4% have
hypertension*

Recorded prevalence of dementia in
people aged 65 and over is 3.93%, in
line with London and national averages.

Smoking prevalence in adults with a
long-term mental health condition in
Harrow is 20.6%, nearly double the
general smoking prevalence, and rates
of smoking in the most deprived decile is
24%

Carer-reported quality of life score for
people caring for someone with
dementia – worse compared to similar
Local Authorities.

The under 75 years mortality rate from
cancer is higher amongst women than it
is for men in Harrow

Patients in need of palliative
care/support, as recorded on practice
disease registers, irrespective of age –
0.2%, significantly lower than London
and England.
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The intelligence, through conversations with our communities and public health data has been central to the development of this plan and will
remain central to how we deliver and update it.
2.2 What will we be able to achieve as a partnership that we cannot achieve as individual organisations?
The Harrow Borough Based Partnership is a collaborative partnership, comprised of individual organisations serving the health and care needs
of Harrow citizens, and those taking action to address the wider determinants of ill health. This plan can only have impact and be meaningful
where delivery of it together as a partnership will drive greater success and better meet the needs of our local communities. To ensure this is
the case, as a partnership we have held discussions across member organisations to capture their priorities. These are attached in Appendix B.
The recognised overarching shared challenge across our partnership is workforce, in relation to current capacity, retaining our workforce and
planning ahead for the future. There is strong agreement that this should be an area of collective focus so that we harness efforts, rather than
compete for clinical and non-clinical roles. Our partners all have ambitions to work with our communities in new ways, to reach people not
currently accessing health services, to support access to care and to reduce the variations in outcomes that we currently see. This has
translated through into our delivery plan on action to address health inequalities and support greater levels of integration across the system.
2.3 How are we currently performing as a system in relation to performance, outcomes, quality and finances?
In addition to its long-term goals for improving the health of the population the Borough Based Partnership is developing the measures that it will
use to monitor changes in population health and the use, experience and impact of health and care services. The following are likely to be
refined over time but are intended to give some indication of the
current performance of the health and care system. Detail charts
showing performance measures are attached as Appendix B.
Access to General Practice
The GP Practice Patient Survey results below indicate a significant
recent improvement in patient satisfaction with access and the
process for making appointments, although this remains lower than for
NWL and nationally (figure 1). Fewer Harrow patients attend A&E
than the average across North West London.
Diabetes: 9 Key Care Processes Achieved in Last 15 Months
Harrow performs poorly (23%) against the NWL average (36%). The
variation in performance between NWL PCNs is very high: almost a
Figure 1: Patient survey results
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quarter of PCNs achieve > 50% while a third are < 30%. The performance of all of Harrow’s PCNs is in the bottom half of NWL PCNs, with
performance ranging from 35-13%.
The BBP is developing an integrated diabetes care model for the borough that will use substantial additional resources to work with patents to
prevent patients from becoming diabetic and support those who are diagnosed to reduce complications and maximise health outcomes. We
would also be working with individual PCNs and system partners to improve on these targets over the next financial year.
Vaccinations in Harrow
Rates of influenza vaccinations in Harrow were 25% higher than in NWL as a whole. Harrow has also had one of the best uptake levels of
COVID vaccination across all ages and in care home settings, in North West London.
Cancer Screening in Harrow
Screening rates for cervical cancer are slightly lower in Harrow (49%) than across NWL (51%). We had introduced weekend cervical cancer
screening clinics but the uptake had been low. Although breast cancer screening rates are higher in Harrow (54%) than NWL (43%) there is very
wide variation with some practices having rates of < 15%. Bowel cancer screening rates are 97% in Harrow compared to 96% across NWL.
Non-Elective Admissions
The BBP will, in future, monitor the non-elective admission of patients with ‘Ambulatory Care Sensitive Conditions’ i.e. those long term conditions
that can, with self-care supported by primary and community services, be managed so as to avoid the need for unplanned (non-elective) hospital
admissions. Unplanned / non-elective admission rates by weighted population are significantly higher in Harrow than the NWL average.
Children Under Five Years Old with Tooth Decay
The Borough Based Partnership is proposing to use the proportion of children under 5 with tooth decay as an indicator of engagement of dietary
habits and the engagement of families with health services. The incidence of dental decay among under-fives in Harrow (42.4%) is the worst in
London (Average 27%) and 57% higher than the national average (23.4%).
Finance
All partners within our Borough Based Partnership are experiencing increased demand for services against a backdrop of workforce shortages
and an increasingly challenging financial picture. Greater integration and collaboration can support the work of all organisations within this
context. Developing strong, integrated teams in Harrow’s neighbourhoods will better support our citizens to be care for in a community setting,
reducing higher cost unplanned care and intensive social care packages. This will mean using our workforce in new ways, to support this as a
care model, making every contact count, increasing efficiency, and reducing duplication through collaboration. As a partnership, we know that
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we will not see significant additional investment into our system over coming years, and therefore we need to commit to spending the Harrow
pound in the most effective and efficient way for our citizens through prevention, early intervention and community based care.
2.4 What does the future integrated health and care system look like and what will the role of Borough Based Partnership be within it?
The Harrow Borough Based Partnership operates as part and within the North West London Integrated Care System. A new Health and Social
Care Bill will come into effect in July 2022. The Bill will allow for the establishment of Integrated Care Boards and Integrated Care Partnerships
across England. This will be done at the same time as abolishing Clinical Commissioning Groups (CCGs). These new arrangements will
formalise arrangements that are already being adopted across most of the country. They are being made to deliver more joined-up care. Every
part of England will be covered by an integrated care system (ICS) bringing together NHS, local government and wider system partners to put
collaboration and partnership at the heart of healthcare planning.
Arrangements for how services are planned, delivered, and evaluated are currently being established. The landscape will involve the ICS at a
North West London level, Provider Collaboratives (currently in North West London for hospital care, community based care and mental health
care) and Borough Based Partnership. Each of these forms of collaborative arrangements offer new and innovative ways to deliver high quality
care and ensure financial sustainability of the system.
As a Borough Partnership, we will secure our place in these new arrangements,
aligned to the principles set out in the Health and Social Care Integration paper; to
strengthen the health and care services in places that feel familiar to the people
living in them. While strategic, at-scale planning is carried out at the integrated care
system, places, such as Harrow, will be the engine for delivery and reform. As
Borough Based Partnership, we are excited about this unique opportunity to
transform care and recognise the responsibilities we need to deliver for a new
system vision.
We have committed as a local partnership to deliver the six ICS objectives for local
partnerships (figure 2).
2.5 Conclusions and implications for the Borough Plan
The population of Harrow overall enjoys good health and wellbeing, but we have
real and important challenges that we need to address; and which we believe we
can do best together. These challenges are across preventative services, access
to services and in ensuring best outcomes from services. There is an overarching
theme in the assessment of our current position to work more closely with our communities to really

Figure 2 ICS objectives for Borough Based Partnerships
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understand what people need to support them to stay well and access our services when they need to in order to address the health inequalities
that we see. We need to look at where are challenges are now and where they will be in the future, with an increasing birth rate, increasing
levels of obesity and the high prevalence of diabetes in our borough. This is what has shaped the mission and priorities for the partnership in the
coming years.
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3. The Harrow Borough Based Partnership Strategy: Mission and Priorities
Our mission: Working with children, families, and communities in Harrow to support better care and healthier lives
Our
objectives

1.
Reduce health inequalities through
embedding a robust population health
management approach at a borough
and neighbourhood level

Delivery priorities
for 2022/23

Core work
programme

•

•
•

•

2.
Developing truly integrated out of
hospital teams at a neighbourhood
level to improve our citizens experience
of care and reduce unplanned acute
care and intensive social care
packages

Set our Harrow Population Health
Management methodology and
implement at borough and
neighbourhood level
Aligning data and intelligence across
partnership organisations
Delivery of core 20 plus 5 programme

•
•

Establish a community capacity
building and leadership programme
for Harrow to support community
groups access to help them address
issues which are important to them.

•

•
•
•

3.
Deliver transformational change in care pathways
to deliver high quality integrated care, improving
outcomes and addressing variation

Digital integration
Estates development as an enabler for
integration
Integrating our training and education
offer across the partnership
Strengthening our support to carers
Supporting the development of
Harrow’s Primary Care Networks

•

Workforce development programme:
- In the long term by promoting, as a
partnership, Harrow as a place to
live and work
- In the short to medium term, better
engagement and problem solving
with our front-line teams to support
retention and best use of our
resources

•

•
•
•

Frailty through implementation of the integrated
frailty model for Harrow
Long term conditions care, with specific focus on
diabetes care and hypertension
Mental Health and learning disability services
transformation
End of life care: strengthening integration and
ensuring a choice of where to die for Harrow
citizens
Deliver transformational change for our children
and young people, through:
- A “think family” approach across all
workstreams
- Strengthening the integration between health,
social care and schools
- Integrated physical and mental health
services, across primary and secondary care,
aligned at a neighbourhood level
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The mission of our partnership; Working with children, families, and communities in Harrow to support better care and healthier lives, will be
central to our collective action as a partnership and what drives our priorities and investment. Ultimately, this is about understanding our citizens
within their social context and consider people’s families in the broadest sense; the people who are their support network, including people who
care for them. We will look at how are preventative services work with people in different ways considering this, and when they interact with the
health and care system, we seek to understand these important factors in their lives and how we both work with and adjust our approaches in
light these networks as part of the support we are providing.
3.1 Objective one: Reduce health inequalities through embedding a robust population health management approach at a borough
and neighbourhood level
Understanding and addressing health inequalities is the central role of
the Borough Based Partnership. We are uniquely placed as a
Borough Based Partnership to build a deep understanding of the
needs of the population of Harrow as a whole, and at a neighbourhood
level through our primary care networks, to use the data and
community intelligence to deliver a more robust preventative service
offer, improve access to care and address variations in outcomes from
care that we see in Harrow.
Population health management is an approach being adopted across
North West London and empowers partnership working and
community engagement, to deliver care that will improve the health
and wellbeing of our citizens. It is about using the intelligence that we
have as organisations across the partnership to commit to shared
understanding of need, collective action to address it and shared
outcomes to measure the impact of our success. As a partnership, we
have agreed a methodology for a population health management
approach (figure 3) which has been used successfully in other North
West London boroughs.

Figure 3: Harrow’s Population Health Management Framework

The partnership has agreed three key areas of action, which are detailed in our delivery plan to reduce health inequalities in Harrow:
• To work more closely with communities in Harrow through a community champions programme; training community based leaders in Harrow
to lead discussions with Harrow citizens on issues that matter to them, and supporting the delivery of preventative initiatives that support
13

people to stay healthy and well. This programme is aligned closely to the mission of the partnership to support children, families and
communities. This is a central delivery priority in 2022/23.
•

To work across the partnership to better connect data and analytical capabilities that will allow us to link and combine data to support an
effective population health management approach. The North West London Whole Systems Integrated Care (WSIC) database provides
much for the needed capabilities for this. Our objective is to move as a borough from having this data, to collective using this data with
shared purpose and intent, in line with our population health management approach, so that the insights it gives us are used to deliver action
to address health inequalities. This work will be undertaken at both a borough and neighbourhood level, through our PCNs, and the work of
the partnership will be to secure the capabilities and capacity and both levels to implement this effectively.

•

Delivery of the Core 20 plus 5 programme. Core 20 plus 5 programme is a national NHS England programme of work, designed to support
Integrated Care Systems to address health inequalities. Much of the delivery of this programme of work will be through the Borough Based
Partnerships in North West London. The programme focuses on 5 key areas for addressing health inequalities:
o Maternity: ensuring continuity of care for 75% of women from Black, Asian and minority ethnic communities and from the most
deprived groups.
o Severe mental illness (SMI): ensuring annual health checks for 60% of those living with SMI (bringing SMI in line with the success
seen in learning disabilities).
o Chronic respiratory disease: a clear focus on Chronic Obstructive Pulmonary Disease (COPD) driving up uptake of COVID, flu and
pneumonia vaccines to reduce infective exacerbations and emergency hospital admissions due to those exacerbations.
o Early cancer diagnosis: 75% of cases diagnosed at stage 1 or 2 by 2028.
o Hypertension case-finding: to allow for interventions to optimise blood pressure and minimise the risk of myocardial infarction and
stroke

At a NWL and Harrow level we will look across our programmes with a health inequalities lens to identify if the most deprived 20% differ in terms
of access, outcomes and experience and if so test and implement ways to address this. We will also use Core20 to look at key public health
outcomes e.g., obesity, dental health
Over the coming year we will:
• Set up community conversations on a regular basis in all NW London boroughs
• Develop a targeted, data-driven and comprehensive outreach programme in each borough, working across the NHS and local councils
and in partnership with the voluntary sector and Healthwatch
• Work with primary care networks to improve their approach to public and community involvement (with NHSE funding)
• Work with community groups and those with reach into local communities to broaden our understanding of our population
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•

Produce monthly insight reports highlighting feedback from community conversations

3.2 Developing truly integrated out of hospital teams at a neighbourhood level to improve our citizens experience of care and
reduce unplanned acute care and intensive social care packages
We know the people of Harrow already receive, in the main, high-quality care
from our existing services. We also know that people, including our staff, feel
frustration by a lack of coordination of services. In addition, some parts of our
communities are not using preventative and early intervention services at all,
which can lead to people accessing services in an urgent situation when their
needs are much more severe. We need to address the causes of why this is
happening.
Through engaging with our front-line teams and citizens using our services, we
have set out how we would like our services described in the future, for every
person accessing our services (figure 4).
To achieve this, we have set out action in five areas for the partnership which
will be underpinned by the development of integrated neighbourhood teams in
Harrow.
Integrated neighbourhood teams
At the heart of our Borough Plan is the vision for integrating primary care;
bringing together previously siloed teams and professionals to do things
differently to improve patient care for whole populations.
Figure 4 Our aim for how health and care services in Harrow are described
Harrow’s Primary Care Networks are the footprint for neighbourhood-based
care delivery. They provide the focal point for multi-disciplinary teams to
come together to understand and meet the health and care needs of their populations. As a partnership, we are cognisant of the central
importance of these networks, alongside an awareness of them being new organisations, with new leadership and the call made through the
Fuller Stocktake Report (2022) for the need to evolve the current PCN forms to integrated neighbourhood “teams of teams” – primary care
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services fully integrated with community health and mental health services, social care and supported by the acute sector to support people in a
community setting.
Harrow is committed to the move to a whole population care model for integration, through the development of our neighbourhood teams. The
approach of our partnership will be to build this in incremental steps, starting with our priority pathways based on population health need and
setting in place a full system response to developing the capacity and maturity within our existing PCNs. The broad outline for our development
approach is as follows:
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The partnership has invested in additional clinical leadership support in 2022/23 for each PCN, as well as securing resource from the NWL CCG
Borough Team in terms of operational management. An organisational development programme has been invested in alongside this to set the
new roles up for success. We are committed to working with the PCNs alongside operational management functions across the partnership, to
support development and to adopting a proactive approach to managing population health and assessing the needs of their local population
through neighbourhood integration plans
Workforce
Securing our workforce in the short, medium and long term is central to delivery of our ambitions. In the short terms, we will focus on retention of
our existing workforce through improving their satisfaction with their roles, and for longer term action, forging partnerships with higher education
institutions and employment assistance bodies in promoting careers in health and care within Harrow and championing it as a borough that is a
great place to live and to work.
Digital integration
The ability to safely integrate our IT systems across health, social care and extending in the longer term to our voluntary and community sector
delivery partnership, is central to unlocking truly integrated care. We believe as a partnership that in the longer term, this should move us away
from a system of referrals across services, where care is essentially “handed-off”, often without the full information needed to one where a team
of professionals work off of a shared care record to support individuals and secure the care they need meaning patients only need to tell their
story once. Securing our Voluntary and Community sector within this would revolutionise pathways into the community and we would strive to
work to this model. Alongside this, as a partnership we will work to ensure our progress in digital transformation does not exacerbate health
inequalities, through a focus on supporting digital inclusion, and that there are solid alternatives for those who do not wish to or cannot use digital
models for health care delivery.
Estate development
Having the right estate available in Harrow, that allow our teams across health and care to come together in the planning and delivery of support
for our citizens is an essential enabler of integration. Meeting our current and future estates needs with require appropriate capacity planning as
well as maximising the opportunities digital working brings to use our space more flexibility.
As our population grows, we need to make sure that we have fit for purpose buildings in place to deliver the care required. In addition, as health
and care professionals come together increasingly in multi-disciplinary teams, we need them to be able to use their IT equipment and access
records in locations outside of their usual working base. Our estates need to support these new ways of working.

17

The North West London Integrated Care System has commissioned the development of Borough Based Partnership estates plans, in each of the
eight North West London Boroughs. This review will look at opportunities and any void space across partnership organisations and consider
options for ensuring our estate can meet our current and future needs.
Training and education
Our workforce at the heart of wrapping care around individuals. Over 2021/22, the partnership has focused heavily on identifying opportunities to
further integrate our training and education offer in order to bring professionals from a range of backgrounds together to learn together, make
new connections and gain a greater understanding of different roles supporting individuals. Our task in 2022/23 is to implement a new integrated
programme through the organisations that make up the partnership. Key priority areas include extending training offers within individual
organisations up across the partnership, developing a shared induction programme to working in Harrow and increasingly collaborative activities
in recruitment and opportunities to gain experience working in each other’s clinical settings.
Strengthening our support to carers
Our mission as a partnership, to work with children, families and communities has carers at the heart – the network of support to an individual,
within their community, with very much includes unpaid carers. Without the service they provide to our most vulnerable citizens, our system
could not function. The Harrow Borough Based Partnership has committed to a new Strategy for Carers in Harrow for 2022/23, which will set out
our commitment that across the partnership we must do all that we can to identify people with caring responsibilities, support those people both
in their caring role and their wider quality of life, as well as their own health and wellbeing. This strategy will clearly set out what our offer to
carers in Harrow is to achieve this.
3.3 Deliver transformational change in care pathways to deliver high quality integrated care, improving outcomes and addressing
variation
Alongside our second objective of getting the foundations right for the delivery of integrated care in Harrow, the partnership will lead and deliver
transformational change in care pathways to deliver high quality integrated care, improve outcomes and address variation. The central focus for
our service transformation will be on care for children, young people and their families; both in relation to integrating services for children and
young people and adopting a “Think Family” approach across all our services. This will be for both health and care services, alongside
strengthening our connections with Harrow schools for our partnership so that we can strengthen our mental and physical health care support
within education settings.
Specific priorities for our transformation work will be:
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•

•

•
•
•

Focusing the efforts of partner organisations in the first 1,000 days of a child’s life, from conception to age 2. The first 1,000 days is a
critical phase during which the foundations of a child’s development are laid. If a child’s body and brain develop well, then their life
chances are improved. Exposure to stresses or adversity during this period can result in a child’s development falling behind their peers.
We will secure a strengthened support offer during this period, which will require a much broader focus than health and care services and
support families in the wider social context as it relates to their housing, income and wider community context to promote a safe, nurturing
and positive environment.
As a partnership, will need to address challenges that families in Harrow are experiencing through closer working with families in Harrow,
connections with voluntary and community sector groups supporting those families, alongside high-quality maternity, health visiting
services and social care services.
Strengthening our support for children with Special Educational Needs, complex learning and physical disabilities. In Harrow, the number
of children with special needs is increasing, driven by better diagnosis, parental engagement and awareness. Even non-complex cases
can have a significant impact on the wellbeing of individuals and families and is therefore a central priority for our partnership. Work will
focus on early support and more effective transitions, building on the Harrow Risk Register.
Continuing to improve our work as a partnership to safeguard our children and young people.
Exploring how the children’s social care services eg MASH, Edge of Care and other services eg Mental Health School Teams could
develop a multi disciplinary approach to supporting children and young people locally and with schools , Children’s Health Hubs,
Community Services through the creation of family hubs.
Building on the strong relationships with the Young Harrow Foundation to extend and sustain programmes supporting vulnerable children
and young people through the HAF Programme, and other initiatives for example support during A&E and discharge.

To support the delivery of these priorities, we will seek to embed the following principles in our work with children, young people and their
families:
• The story of our families is told once, and details are shared across our organisations: a single point of contact
• Services speak and share: organisational and professional trust
• Working smarter across our services: a key worker for families and establishing new workforce requirements
• Hearing the voice of Young People and co-producing interventions
• Prevention and Early Support to avoid crisis
• Local services to our residents at provided at a neighbourhood level:
o Organising our child health hubs and multi-disciplinary teams around Harrow’s Primary Care Networks.
o Children Centres and Early Support & Youth Services Schools working in clusters
o Strengthening the provision of social work in schools
Our “think family” approach and the challenge we are setting across all the work of our partnership will focus particularly on:
19

•
•
•
•
•
•

Adult and adolescent Mental Health services within a family context.
For all services to consider their assessment and support considering the social and economic factors affecting families: poor housing,
finance, employment and cost of living impact.
Public health and planning to focus on demographic changes and new populations driven by global events.
The presence and impact of exploitation and gang activity.
Challenging behaviour in younger children and school refusers
The importance of transition to adults: at sometime between 18-25 years and current inconsistency in this support across the system.

Alongside this central priority focus on children, young people and communities, we will deliver transformation across our other key pathways for
improvement as follows:
Frailty services
Over 2021/22, the Harrow Borough Based Partnership developed a new service model for the integration of frailty services in Harrow, aligned to
our PCNs. This model of care will improve the detection and escalation of frailty, around which interventions can be planned and delivered. It
will provide a multidisciplinary, holistic service that is cognizant of the broader determinants of health and well-being of people with frailty,
allowing them to set and achieve their goals, and maintain their independence.
Following a procurement exercise, the focus on the partnership in 2022/23 will be the implementation of this new model of care.
Alongside the broad frailty model, we are undertaking focused work to integrate our reablement, rehabilitation and intermediate care services in
Harrow. The vision for integrated intermediate care is to develop a person-centric, flexible approach that helps people retain their ability and
independence, achieve health and wellbeing goals that matter to them, reduce readmissions, and prevent, reduce or delay the need for longterm care. We aim to do this by creating a single integrated team with a single point of access and a single assessment to support all citizens
that are discharged from hospital and are recovering from ill health, and to support their carers. The benefits of this integrated model will be:
•
•
•
•
•
•
•

Streamlined services
Seamless transfers of care
Care wrapped around the citizen so they tell their story once
Colleagues that understand the system and find it easy to navigate
Necessary information is easily shared and accessible
Reduction in the need for long-term care
Services that are financially viable and offer value by reducing demand and unplanned activity, and removing duplication

Part of this programme of work includes the development of an integrated falls pathway, with the overall ambitions to:
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1. Support patients who have fallen within their community, avoiding A&E attendances and unplanned admissions
2. Focus system efforts on the prevention of falls
3. Ensure citizens who are at risk of falls and their family members are more informed on falls prevention and empowered to do what they can to
prevent falls.
Long term conditions care, with specific focus on diabetes care and hypertension
Joining up care for people with long term conditions will deliver direct benefits to Harrow citizens, their carers and system pressures. The vision
for our partnership is that long term conditions should be managed within a community setting, with community teams supported by specialist
hospital teams when needed. A hospital admission for a long-term condition indicated a break down in the care that we are providing and we will
strive to prevent these from occurring.
Our vision for integrated care for long term conditions moves through from prevention to treatment to management. Our neighbourhood teams,
through Harrow’s PCNs, will be the footprint on which integrated care is delivered, with primary care services coming together with community
teams, our voluntary and community sector services, supported by hospital specialists, and of course patients and their carers through
appropriate support and empowerment for self-care.
The prevalence of diabetes is high, one of the highest levels in the country. Harrow received much needed additional investment for diabetes
care for primary and community services during 2021/22. Following recruitment into clinical roles over this year, our focus moving ahead will be:
• The development of integrated diabetes teams for each PCN in Harrow, supporting those at risk and with diabetes, through a population
health management approach.
• A strengthened preventative offer, particularly focus on communities at higher risk of diabetes, to slow the prevalence rate of this condition
amongst our population.
• A strengthened preventative offer, particularly focus on communities at risk of hypertension, through engagement with our voluntary and
community sector services, and strengthening the relationship between community pharmacies and PCNs.
• Improvement in our targets for achieving 9 key care processes across PCNs.
These areas are a priority for Harrow, alongside delivering improvements in care for other long-term conditions, including respiratory through the
introduction of spirometry hublets in Harrow and improved pathways for heart disease.
Mental Health and learning disability services transformation
Our transformation programme in Harrow for mental health services focuses around three pillar: prevention, living with mental illness and crisis.
This work will be key to delivering our mission for children, young people and families. Priority areas in the year ahead are as follows:
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Prevention
• Understanding our target audiences (e.g. family units, pupils, older people, carers)
• Developing a whole system partnership approach with tailored messages for key audiences at each risk layer
• Coordinated approach to messaging at risk groups involving Health Schools London and CYP partners (e.g. Young Harrow, Mind, Kooth)
Living with mental illness
• Develop community based offer explore a single one stop whole system approach
• An accommodation pathway that supports recovery to independent living
• Developing co-production–strategic, service level and personal plans
• Supporting carers and the role of carers
• Review employment and training pathways
• Addressing inequalities in experience, access and outcomes from mental health services.
Crisis
• Development of Crisis Alternatives
• Work with VCSE to improve community offers
• Roll out of therapeutic inpatient offers including Trauma Informed Approach and optimised LoS
To underpin our work in developing the integrated mental health offer in Harrow it is proposed that together we agree a shared vision for
integrated mental health services. We will work in partnership to explore how we could strengthen the partnership with the Voluntary and
Community Sector and consider establishing a Voluntary and Community Sector forum. We will also develop a cohesive approach to coproduction across partners so that the voice of the service users are central to planning services to achieve outcomes.
Harrow has in operation a Learning Disabilities Strategic Partnership Group and an Autism Strategic Partnership Group, striving to deliver
integrated, person and community centred care with greater emphasis on early intervention, to deliver the best possible outcomes for its population,
in a way which is sustainable into the longer term.
Key priorities are:
• Annual Health Checks for People with Learning Disabilities;
• Reducing the number of service users in secure care and long term placements;
• Monitoring the quality and number of CTRs and CETRs;
• Continue to refine the autism pathways developed and implement these across the partnership;
• Ongoing work with all teams to consider reasonable adjustments that can be made;
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•
•
•

Coproducing and rolling out co-delivered training for staff, service users and carers;
Develop alternatives to admissions and more suitable inpatient environments;
Liaison with the voluntary sector (Centre for ADHD and Autism Support) to facilitate joint working for those on the waiting list and in the
community.

End of life care: strengthening integration and ensuring a choice of where to die for Harrow citizens
Harrow has participated actively in the North West London Review of Specialist Community Palliative Care Services. This has been a catalyst
for a refocus on our services and support to people at the end of their life more broadly, including those for children and their families. We have
undertaken engagement with the local community to understand current experiences and how they could be improved, which will be part of an
ongoing discussion. We have also mapped our current service offer and integrated approach to understand areas of strength and areas for
improvement. As result of this work, our priorities for the coming year are:
• To develop a strategy for the delivery of integrated local end of life care services.
• To develop and monitor outcome metrics for palliative care services in Harrow to understand and address health inequalities, and through
this, identify and propose remedies for inequalities in access, experience and outcomes of services
• To build on our local mapping work to identify gaps in local service provision and develop options for comprehensive service provision, in
particular the availability of end-of-life care service 7 days a week.
• To identify gaps in learning and development available to health and care staff, patients, their representatives and carers and develop an
integrated palliative care learning and development plan for Harrow.
• To build an engagement network of local people involved with these services who can help to develop and assure our plans.
4. Outcome measures for the partnership
The outcomes delivered through this plan, are considered within the context of the Health and Wellbeing Strategy and the longer-term outcomes
that it will deliver. To support this contextual understanding, we have developed a logic model (appendix D), detailing the broad outcome and
delivery framework for the Borough Based Partnership. Of the outcomes identified, we have identified those that are most impactful for the
priorities of the partnership, and those which the partnership can monitor their progress towards on at least an annual basis.
The following five outcome measures will be the shared outcomes for our partnership:
Objective

Partnership measures

Detail

Reduce health inequalities through
embedding a robust population health

1. Reduction in number of children 5
and under with tooth decay.

National measure
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management approach at a borough
and neighbourhood level

The incidence of dental decay among under fives in Harrow (42.4%) is
the worst in London (Average 27%) and 57% higher than the national
average (23.4%).
Target: To improve the Harrow position by 5%.
2. Improvements in patient reported
access to General Practice Services

National patient survey (national data)
Analysis by age and ethnicity. Deprivation analysis.
The percentage of survey respondents that rate their experience of
access to primary care as ‘good’/‘poor’ are currently 68%/14%; NWL is
71%/12% and London 76%/7%.

Developing truly integrated out of
hospital teams at a neighbourhood
level to improve our citizens
experience of care and reduce
unplanned acute care and intensive
social care packages

3. Increase in number of citizens
reporting positive experience of care.
4. Increase in number of staff reporting
satisfaction in their work

Target: To improve ‘good’ and ‘poor’ ratings to the NWL average
across age, ethnic and socio-economic groups.
Annual survey initiated by the BBP.
Target: Establish baseline in 22/23.
Voluntary turnover rates.
Target: 10% - 18.4% (NWL target)
Annual survey initiated by the BBP.
Target: Establish baseline in 22/23.

Deliver transformational change in
care pathways to deliver high quality
integrated care, improving outcomes
and addressing variation

5. Reduction in Non-Elective
Admissions for Ambulatory Sensitive
Conditions (people with long term
conditions)

Definition: Ambulatory care sensitive conditions (ACSCs) are
conditions where effective community care and case management can
help prevent the need for hospital admission. Even if the ACSC episode
itself is managed well, an emergency admission for an ACSC is often a
sign of the poor overall quality of primary and community care.
LTC’s: Asthma, Diabetes, Epilepsy, Hypertensive Disease, Dementia &
Heart Failure
Reporting Measures: Rate of emergency admissions for ACSCs
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Analysis by age and gender. Ethnicity and deprivation TBC.
• Harrow has a rate of admission by weighted population of 11.47
against a NWL average of 9.89.
• PCNs range between 10.3 and 12.81.
Target: To reduce ACSC admissions in all PCNs to the NWL
average while reducing variation between ethnic groups.

Our Joint Management Board will hold the partnership accountable for delivery of improvement against these outcomes.
5. Governance, risk management in delivery and review
Over 2021/22, the Harrow Borough Based Partnership has
refined and strengthen its governance arrangements. The
Harrow Borough Based Partnership Governance operates as a
Joint Committee; a committee established between partner
organisations, local authorities and statutory NHS providers. This
Committee is the Harrow Borough Based Partnership Joint
Management Board. Relevant statutory bodies have agreed to
delegate defined decision-making functions to the joint committee
in accordance with their respective schemes of delegation and a
budget to support system transformation is overseen by this
Committee. The Governance structure for the Borough Based
Partnership is summarised in figure 5.Delivery of this plan will be
overseen by the Harrow Health and Care Executive who are
accountable for its delivery to the Harrow Joint Management
Board. The Partnership maintain a risk register which is reported
to each Joint Management Board meeting.
This plan will be reviewed on an annual basis.
Figure 5: Harrow Borough Based Partnership Governance Structure
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6. The Harrow Borough Based Partnership 2022/23 Delivery Plan
Objective one: Reduce health inequalities through embedding a robust population health management approach at a borough and
neighbourhood level
a. Establish a community capacity building and leadership
programme for Harrow to support community groups access to
help them address issues which are important to them.
Overview

SRO: Alex Dewsnap, Carole Furlong, Meena
Thakur

Management Lead:
Head of BBP, Sandra
Arinze

As a partnership, we agreed our overall mission will be to work with children, families, and communities through a “Think Family” approach by supporting
communities to stay healthy and well. Through this, a priority for the partnership is to establish a community capacity building and leadership programme for
Harrow with the aim to work closely with communities in Harrow on issues that matter to them through a community champions programme. The
programme will seek to build connections with communities in the most deprived areas in Harrow by delivering preventative initiatives that support children,
families, and communities to stay healthy and well. This will be done through training community champions to lead discussions with Harrow citizens on
issues that matter to them.
The role of social capital and how unlocking this can lead to more effective practices and decisions around health and wellbeing is integral to this
programme. This will be achieved by using local people's relationships, networks, assets, and ability to transfer health knowledge directly to their peers.
Through this, communities are able to strengthen networks of care, and improve their health and wellbeing, beyond the remit of health and care services.
The programme will cover the following activities:
• First 1,000 days’ support in the community to the family: we know the first 1,000 days of a child’s life, from conception to age 2 is a critical phase
during which the foundations of a child’s development are established. The programme will aim to promote healthy relationships with mothers,
fathers, family, friends and others in the community
• Good mental health and wellbeing in partnership with our school: Following the findings of HAY Harrow pupil well-being survey 2021, the
programme will work in partnership with our schools through the Youth Health Champions.
• Specific community led programmes / grant giving: Develop a community grants scheme to build on the voluntary and statutory offer to mothers,
fathers and families across Harrow, recognising the need to make a real and sustainable impact
• Community outreach: NHS Health Checks including point of care testing: Implementation of a community-based outreach health check to increase
the uptake of NHS health checks across Harrow. Target group: people aged 35 -55 from minority and lower income groups. Community champions
will be trained to deliver: BMI, BP, pulse, blood sugar, cholesterol, alcohol, GPPAQ, QRisk2, mental health (GAD2 / PHQ2), dementia awareness.
• Obesity / hypertension / diabetes: Family focused healthy lifestyles: Hold health and Wellbeing events days to offer people the opportunity to meet
and learn from others in an informal environment.
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Key milestones
Develop a community champion model

Lead
Head of BBP

Use the current community engagement channels to test the model
Implement the new model

Dates
May - June 2022: Work with VCS colleagues to
scope how they can support the programme
June – July 2022
September 2022

Outcome measures / success criteria
• Number of community champions recruited
• Number of community preventative health checks done
b. Set our Harrow Population Health Management methodology
and implement at borough and neighbourhood level

SRO: Alex Dewsnap, Carole Furlong, Meena
Thakur

Management Lead:
Seb Baugh, Public
Health Consultant

Head of BBP
Head of BBP

Overview
Population Health Management is defined as improving population health by data and intelligence driven planning and delivery of proactive care to achieve
maximum impact. The partnership’s Population Health workstream has committed to:
•
•
•

Ensuring that a comprehensive and rich population health intelligence base is available to drive decision-making in Harrow.
Supporting the design of optimal evidence-based health and care strategies, and investment plans, to meet population needs, including tackling
underlying causes of poor health, disease prevention, and reduce health inequalities in service access, experience, and health outcomes.
Embedding PHM as an approach across the Harrow Partnership

The workstream have agreed to focus on several areas to begin with.
This includes falls, children and young people’s mental health and integrated services, CVD (including hypertension and AF).
Key milestones
Complete Population Health Management Action Learning sets for PCN,
Analytics and system
Develop PHM workplan through the PHMTI workstream, and agree
approach for PHM across Harrow
Develop case use example in Harrow to understand and learn about the
implementation of PHM at a borough level
PHM approach and methodology is embedded across all BBP workstreams

Dates
July 2022

Lead
NWL PHM lead

June 2022

Aligning data and intelligence across partnership organisations

December 2022

Public Health
Consultant
Public Health
Consultant
Public Health
Consultant
Public Health
Consultant

September 2022
December 2022

27

Strengthen our digital inclusion approach as a partnership, using a PHM
methodology

March 2023

Assistant Director,
Strategy and Integration
and Head of BBP

SRO: Alex Dewsnap, Carole Furlong, Meena
Thakur

Management Lead:
Head of Primary Care

Outcome measures / success criteria
•

Increase in number of WSIC users

c. Delivery of core 20 plus 5 programme

Overview
Delivery of the Core 20 plus 5 programme. This is a national NHS England programme of work, designed to support Integrated Care Systems to address
health inequalities. Much of the delivery of this programme of work will be through the Borough Based Partnerships in North West London. The
programme focuses on 5 key areas for addressing health inequalities:

o Maternity: ensuring continuity of care for 75% of women from Black, Asian and minority ethnic communities and from the most deprived groups.
o
o
o
o

Severe mental illness (SMI): ensuring annual health checks for 60% of those living with SMI (bringing SMI in line with the success seen in
learning disabilities).
Chronic respiratory disease: a clear focus on Chronic Obstructive Pulmonary Disease (COPD) driving up uptake of COVID, flu and pneumonia
vaccines to reduce infective exacerbations and emergency hospital admissions due to those exacerbations.
Early cancer diagnosis: 75% of cases diagnosed at stage 1 or 2 by 2028.
Hypertension case-finding: to allow for interventions to optimise blood pressure and minimise the risk of myocardial infarction and stroke

Key milestones
Development of standardised enhanced services across NWL, to be
delivered by PCNs, for introduction from 2023/24
Implementation of enhanced services with PCNs

Dates
Completed by December 2022

PCN implementation of additional Network DES services for 2022/23
Outcome measures / success criteria

From 1 April 2022

•
•
•

From 1 April 2023

Lead
NWL primary
care/borough teams
NWL primary
care/Harrow borough
team
PCNs

The number of people on the General Practice SMI registers who have received a physical health assessment in the 12 months to the end of the
period
Proportion of black, Asian, and minority ethnic women receiving continuity of care at 29wks Gestation
75% of cancer cases diagnosed at stage 1 or 2 by 2022
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•
•
•

Total number setting a quit date on a smoking cessation programme
Increase in COVID and influenza vaccination rates
Increase in number of patients on hypertension registers

Objective two: Developing truly integrated out of hospital teams at a neighbourhood level to improve our citizens experience of care
and reduce unplanned acute care and intensive social care packages
a. Workforce development: In the long term by promoting, as
a partnership, Harrow as a place to live and work

SRO: Ashok Kelshiker and
Christine Bushell

Management Lead: Nomaan Omar,
Primary Care Development Manager

Overview
Partners have set out their ambition to collaboratively deliver a long-term plan for securing the Harrow workforce in the long term. As a partnership, we
believe that we can do more to promote Harrow as a great place to work and live and to create structures and sustainable routes into employment in health
and care for local people. Through this work, we are seeking to deliver a dual benefit of addressing the particular workforce challenges that we face as a
borough and supporting the employment of local people.
To achieve this long-term strategic aim, the Harrow Borough Based Partnership will seek to secure strong partnerships with higher education institutions
and local organisations supporting people into employment, such as Job Centre Plus to promote the wide ranging and varied careers that we can offer in
health and social care. By building long term and sustainable links, we will seek to better understand the how to make our local career opportunities more
attractive and adapt our support offers into them as a result. The Partnership is starting this work in 2022/23 with Harrow College.
Key milestones
Development of employer partnerships across health and care
providers in Harrow with Harrow college

Development of live and up to date information about career
opportunities in health and social care, with a particular focus on new
roles in primary care through ARRS (Alternative Reimbursable Roles
Scheme).

Dates
June 2022: exploration of
opportunities
September 2022: Secure at least one
employer partnership with Harrow
College
January 2023: Review and expand
through learning
June 2022: Produce information
documents
July 2023: update Harrow College
Central repository careers data base.

Lead
Primary Care Development Manager

Primary Care Development Manager with
Harrow College health and social care
department leads
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Established links with Job Centre Plus and Harrow College’s job swap
model for adult learners

July 2022: Scope opportunities
September 2022: Agree

Workforce leads for partner organisations
supported by Primary Care Development
Manager

SRO: Jackie Allain, Shaun Riley

Management Lead: Sandra Arinze, Head
of BBP

Outcome measures / success criteria
•
•
•

Number of collaborative recruitment initiatives delivered
%age vacancy rates across health and care providers
%age Voluntary Turnover Rate

b. In the short to medium term, better engagement and
problem solving with our front-line teams to support
retention and best use of our resources

Overview
Harrow has had long standing conversations over many years with patients, citizens, carers, communities, front-line teams and leadership teams. People
are clear about what an integrated care service looks like to them. We know that people we provide services for want their services to be delivered in
partnership with them, collaborating to plan their care, working to meet their needs in the most holistic way. People want a single person to be coordinating
the delivery of that care for them, with a reduced number of handoffs across professionals.
The Partnership is committed to building on the great examples of integration that we already have in Harrow and make this the standard way that we
deliver health and care for our population. The Integration Operational Leads Group provides operational leadership to deliver integrated care across our
services, identify opportunity and barriers to integration – preventing hand-offs, unnecessary referrals and getting health and care professionals working as
a team in the best interest of their patients and Harrow citizens.
Key milestones
Colleague to colleague referrals: by-passing GP where safe and
contractually applicable.
Integration of Intermediate Care, Reablement and Rehab Pathways:
develop an integrated pathway
Local digital solution to support care pathway
Improvements to the primary and secondary care interface – reducing
hand-off across professional groups.
Outcome measures / success criteria

Dates
September 2022: starting with LA
and CLCH to CNWL
July 2022: 2nd workshop taking place
on the 5th of July
June 2022: 1st workshop taking place
in June to discuss approach
Scoping work for improvement cycles
to commence June 2022.

Lead
IOLG Leads supported by BBP Business
Support and Project Manager
IOLG Leads supported by BBP Business
Support and Project Manager
IOLG Leads supported by BBP Business
Support and Project Manager
Head of BBP, Borough Medical Director
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•
•

Utilisation of data sharing initiatives
Shared care records in place across NHS providers and Local Authority including VCS

c. Strengthening our support to carers

SRO: Charmian Boyd

Management Lead: Sonal Dhanani,
Programme Manager

Overview
Carers in Harrow are vital to the wellbeing and independence of vulnerable people. They are the core for the health and care system in Harrow. The role
can be stressful and isolating with some not even recognising themselves as carers.
The Harrow Borough Partners recognise that they must do all that they can across every organisation to identify people with caring responsibilities, support
those people both in their caring role and their wider quality of life, as well as their own health and wellbeing. The aim for the workstream is to encourage
identification and registration of carers to improve access and support for carers to the appropriate services when required.
Key milestones
Joint Carers Strategy Workshop
Approval of the Joint Strategy

Dates
June 2022
Sept 2022

Strategy implementation
Outcome measures / success criteria

September 2022

•

Lead
Programme Manager
BBP Managing Director and Charmian
Boyd
Programme Manager

Increase in number of carers identified with reduction in variation

d. Integrating our training and education offer across the
SRO: Ashok Kelshiker and
Management Lead: Nomaan Omar,
partnership
Christine Bushell
Primary Care Development Manager
Overview
Integrating our training and support offer provides benefits in terms of making the best use of our resources and reducing duplication, but most importantly
will bring professionals from across our partnership together through learning opportunities.

Key milestones
Bring together partners to ensure a joined-up approach to workforce
and OD and supporting places on programmes across organisations

Dates
Scoping May 2022
Testing new approaches July –
September 2022
Embedding wider change October
2022 onwards.

Lead
Assistant Director, Strategy and
Integration
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Shared induction for Harrow teams

May – June 2022 – agree scope
October 2022 – induction agreed and
implemented

Primary Care Development Manager and
BBP Business Manager

SRO: Lisa Henschen & Radhika
Balu

Delivery Leada: PCN Clinical Directors,
Isha Coombes, Jackie Allain, Gail
Burrell, Claire Eves, Clinical
integration leads.

Outcome measures / success criteria
•
•
•

Number of collaborative recruitment initiatives delivered
%age vacancy rates across health and care providers
Voluntary Turnover Rate %

d. Integrated Neighbourhood Team and PCN Development

Overview
Harrow will deliver a whole population fully integrated neighbourhood team model through a process of individual care pathway implementation providing
the blueprint on what will work for us locally. The neighbourhood teams will evolve the current PCN forms to integrated neighbourhood “teams of teams” –
primary care services fully integrated with community health and mental health services, social care and supported by the acute sector to support people in
a community setting.
Key milestones

Dates

Lead

PCN Clinical Integration and operational leads established

July 2022

Managing Director

Integrated diabetes teams established

September 2022

Integrated frailty teams established

October 2022

PCN needs identified and development plans refreshed

January 2023

Paediatric child health hubs established in all PCNs

April 2023

Programme Manager (Jason Parker),
Deputy Director of Operations (Jackie
Allain), PCN CDs
Harrow Borough Director (Isha Coombes)
and frailty leads
Harrow Borough Director (Isha Coombes)
and PCN CDs
Programme Manager, CYP (Anita Harris)
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Full alignment across the system of integrated models for children and
young people

January 2024

Whole population neighbourhood teams in place

April 2024

Programme Manager, CYP (Anita Harris),
Director of Commissioning (Johanna
Morgan)
Managing Director

Outcome measures / success criteria
•
•
•
•
•
•
•

Neighbourhood team strategy in place
PCN delivery plans in place
Increase in number of citizens reporting positive experience of care.
Increase in number of staff reporting satisfaction in their work
Number of integrated children's hubs at PCN level
Number of integrated diabetes teams at PCN level
Number of PCNs operating integrated frailty model

Estates transformation

SRO: Isha Coombes

Management Lead: Head of Primary
Care

Overview
The estates transformation work stream aims to ensure that the necessary estate is in place to deliver services to patients in the right place. It will do that by
baselining the current estate, assessing it against immediate and future needs, and looking to address gaps through local and NWL-wide solutions,
including more effective use of the current estate, and using available NWL and national schemes and funding streams.
Key milestones
ICP estates strategy finalised
Initiate work stream meetings – meetings were postponed until after the
strategy review and report was complete
Prioritise estates needs for the estates development/work pipeline
Outcome measures / success criteria
• Implement ICP Estate Plan recommendations

Dates
End July 2022
September 2022

Lead
NWL estates teams
Work stream

By end December 2022

Work stream

Objective three: Deliver transformational change in care pathways to deliver high quality integrated care, improving outcomes and
addressing variation
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a. Deliver transformational change for our children and young
people
Overview

SRO: Peter Tolley and Varun Goel

Management Lead: Programme
Manager, CYP (Anita Harris)

Our emerging vision for Family Hubs has three dimensions:
•

Children and families will experience a seamless and consistent experience in accessing and receiving services regardless of provider health, council,
VCS, YHF, across the Harrow Partnership.
• Services will be family centred, building on what children, young people and families say they need, multi-disciplinary, problem solving and locally
accessible.
• Relationships with services will be Family focussed and multi-agency co-location where possible.
This workstream will bring together partners to develop the family hub model on a phased basis to build on existing services, pilot projects and redesign of
services where appropriate. Using a sound evidence base and sources of data and analysis about our local partnerships arrangements for children, young
people and families. Underpinned by a population health approach to tackle inequalities.
Key milestones
Establish task and finish working group

Dates
September 2022

Launch family hubs emerging vision and complete mapping exercise to
confirm existing service offer, identity overlap and gaps and
opportunities with partners
Develop programme of work and implementation plan

October 2022

Report programme of work to C&YPIPB with milestones

Autumn Term

November

Lead
Director of Children’s
Services/Project Manager
Director of Children’s Services
Director of Children’s Services
/Project Manager
Director of Children’s Services
/Project Manager

Outcome measures / success criteria
Increase in childhood immunisation rates
Number of integrated children's hubs at PCN level
Improved experience for families
b. Deliver transformational change for long term condition
SRO: Kaushik Kari and Janet Lewis
Management Lead: Programme
pathways
Manager, LTC (Jason Parker)
Overview
Developing a vision for integrated care for long term conditions moves through from prevention to treatment to management. Our neighbourhood teams,
through Harrow’s PCNs, will be the footprint on which integrated care is delivered, with primary care services coming together with community teams, our
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voluntary and community sector services, supported by hospital specialists, and of course patients and their carers through appropriate support and
empowerment for self-care.

Key milestones
Diabetes Integrated Service – Pilot launch

Dates
04/07/2022

Hypertension case finding – establish links between community
pharmacies and PCNs

01/08/2022

Respiratory Diagnostic Hub – launch additional sites

05/09/2022

Lead
Programme Manager (LTC) &
CBU Manager (Reshma Patel)
Programme Manager (LTC) &
Public Health Consultant
(Laurence Gibson)
Programme Manager (LTC) &
CBU Manager (Reshma Patel)

Outcome measures / success criteria
•
•
•
•
•
•
•
•
•
c.

Increase in number of patients on hypertension registers
Number of asthma care plans (by PCN)
Number of asthma reviews (by PCN)
Number of integrated diabetes teams at PCN level
Reduce gap between expected and actual prevalence across LTCs:
Diabetes, (2) hypertension (3) heart disease (4) CKD
Increase %age of patient receiving 9 diabetes care process and 3 treatment targets
Reduction in Non-Elective Admissions for Ambulatory Sensitive Conditions (people with long term conditions)
Reduction in diabetes prevalence
Frailty: implementation of the integrated frailty model for
SRO: Simon Crawford, Amol Kelshiker,
Management Lead: Programme
Harrow
Shaun Riley
Manager, Sonal Dhanani
Overview
Frailty is most often defined as an aging-related syndrome of physiological decline, characterized by marked vulnerability to adverse health outcomes such
as falls, fractures, hospitalizations, cognitive decline, and sometimes even death. With the population of people aged 65yrs and over in Harrow expected to
increase by 6.5% by 2050, all partners in Harrow are committed to supporting people to age well and for our frailty services to deliver the most appropriate
care in the right setting.
The Harrow Borough Based Partnership has developed a new service model for the integration of frailty services in Harrow, aligned to our PCNs. Following
a procurement exercise, the focus on the partnership in 2022/23 will be the implementation of this new model of care.
Key milestones
Dates
Lead
Enhanced Primary Care Frailty Service (EPCFS) Procurement process 1st April – Oct 2022
Borough Director and
Programme Manager
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Digital development – Dashboard (identification, KPI monitoring), Coordination, Patient records etc.
Frailty and Care setting Workstream transformation paused due to
procurement process

June 2022 – Award contract to successful
bidder.
July – Sept 2022 – Provider to set-up
mobilisation and implementation of the
service.
1st Oct 2022 – Go-live
Sep 2022
Restart once the procurement is completed.
Date to be confirmed (proposed date:
October 2022)

Outcome measures / success criteria
• Number of PCNs operating integrated frailty model
• Increase in number of "Urgent" care plans (end of life care plans)
• Reductions in falls
• Reduction in care home placements
• Reduction in readmissions
d. End of life care: strengthening integration and ensuring a
SRO: TBC
choice of where to die for Harrow citizens

Managing Director and
Programme Manager
Programme Manager

Management Lead: Assistant
Director, Strategy and Integration
(Hugh Caslake)

Overview
Following the NHSE/NWL review of Specialist Community Palliative Care Services the Borough Partnership has re-established the Harrow Palliative Group
to bring together local partners to review and develop a strategy for integrated End of Life Care in the borough.
Key milestones
Confirm integrated palliative care learning and development plan

Dates
30/09/22

Complete service gap analysis and equity assessment

31/10/22

Agree strategy for development of an integrated service

31/3/23

Lead
Assistant Director, Strategy and
Integration
Assistant Director, Strategy and
Integration
Assistant Director, Strategy and
Integration

Outcome measures / success criteria
•

Harrow Citizens due in their place of choice
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• Reduction in Non Elective Admissions in last 3 months of life
• End of life care plans implemented as planned
c. Mental Health transformation

SRO:

Management Lead: Head of
Joint Commissioning (Lennie
Dick)

Overview
Harrow has put in place programmes and systems to ensure the LTP ambitions for more comprehensive crisis pathways are implemented for Harrow
Citizens. Plan enhancements and those made, are intended to ensure those requiring access to crisis care, whether in the person’s home, the emergency
department, or inpatient services are available and delivered.
Increasing capacity beyond traditional NHS crisis care services, including a central role for NHS funded voluntary sector services are providing complementary
and alternative models of crisis care. Health and Care services work alongside other system borough-based partners including the Police and the Ambulance
services to deliver comprehensive and accessible local crisis care pathways.
Building on the improvements in A&E diversion, support to urgent care for adults and children, support for those in crisis and acute mental health need through
the Mental Health Emergency Centre (MHEC), are all key elements to reducing the pressure on A&E. Liaison Psychiatry services have always been present
and have recently been upgraded to operate at ‘core24’ standard. The Home Treatment Team has divided its role, allowing the ‘first responders’ to go out
earlier.
Effective use of transformation funding to develop crisis alternatives to urgent care through Hestia (VSO) to deliver a 7-day service with open access where
any Harrow citizen is able to call in.
The have been improvements in access and treatment for older adults ensuring access to mental health support is based on needs and not age.
IAPT continues to be a key intervention and relied upon by Primary Care, with over 50% of those accessing the service going through to recovery.
Mental Health Crisis Care working with the UEC programme to delivering all-age 24/7 mental health crisis care via NHS 111 as part of the roll-out programme
for mental health and ambulances by 2023/24
Key milestones
Assess the level of outcome for Adult Home Treatment Teams,
including the removal of any standing restrictions on older adult access
to crisis services.
Evaluate the use of mental health professionals in ambulance control
rooms to improve telephone triage and support, avoiding conveyance
to ED where appropriate

Dates
October 2022

Lead
Head of Joint Commissioning

March 2023

Head of Joint Commissioning /
Harrow Borough Director, CNWL
(Tanya Paxton / Gail Burrell)
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Winter planning; increase re-ablement and accommodation and crisis
November 2022
Mental Health Workstream
beds
Increase the number of ARRS role per PCN
October 2022
Head of Joint Commissioning
Address inequalities in IAPT access for older people, to meet the needs March 2023
Head of Joint Commissioning
of older carers and people living with dementia and/or frailty, including
those living in care homes.
Outcome measures / success criteria
• The number of people on the General Practice SMI registers who have received a physical health in the 12 months to assessment to the end of the
period
• Developing 24/7 age-appropriate crisis service for children and young people (to be picked-up in the CYP Workstream).
d. Integrated Intermediate Care
SRO: Jackie Allain and Shaun Riley
Management Lead: Assistant
Director, Integration (Ayo Adekoya)
Overview
A review of the Harrow reablement service was undertaken in 2020/2021, which showed that whilst there is a wide range of short-term enabling support
offers across health and social care in Harrow, there is work to do to improve the experience of the care given, bring clarity around the available offer, coordinate services, remove duplication and reduce the need for long-term care where appropriate.
Following the review, it was agreed that integrating the reablement pathways with the other intermediate care services would bring the best outcomes for
our people. There are four broad service models of intermediate care in Harrow: bed-based services, community-based services, crisis response and
reablement services. We are now working on integrating these services and providing a person-centric, flexible approach that helps people retain their
ability and independence, achieve health and wellbeing goals that matter to them, reduce readmissions, and prevent, reduce or delay the need for longterm care.
Key milestones
Vision developed and priorities for the programme of work agreed
Establishment of Integrated Intermediate Care Steering Group; ToR
signed off
Design principles and approach to transformation agreed
Citizen and staff engagement plan drafted

Dates
April 2022
April 2022

Lead
Assistant Director, Integration
Assistant Director, Integration

April 2022
April 2022

Logic model completed and outcomes agreed by the steering group

May 2022

Direction of travel, approach to transformation and plans endorsed by
HHaCE

May 2022

Steering Group
Assistant Director, Integration,
Stronger Communities Programme
Manager
Assistant Director, Integration,
steering group
Assistant Director, Integration
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All Task and Finish Groups established

July 2022

Outcomes tracking/evaluation framework drafted
Second away-day session
Change management process drafted
Initial cohort, data capture and baselines determined
Service management data available for analysis
Streamlined model and next steps endorsed by the HHaCE
Single team working and SPA tested
Single assessments tested
Outcome measures / success criteria

July 2022
5th July 2022
July 2022
July 2022
September 2022
September 2022
Q4 2022/23
Q4 2022/23

Assistant Director, Integration and
T&F leads
Assistant Director, Integration
Assistant Director, Integration
Assistant Director, Integration
Business Intelligence partners
Assistant Director, Adult Social Care
HHaCE
Steering Group
Steering Group

Improved demand management across the system
Improved independence and confidence
Improved experience of care
Care is shifted away from hospitals and care homes where appropriate
Improved experience of delivering care
Financial viability and improved value
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Appendix A - Key themes from our conversations with our communities
Themes

What we heard

Disproportionate impact
of the COVID-19
pandemic across Black
communities

•
•

Access to primary care

•

•

•
•

Harrow Citizen Forum

•
•

Vaccine/booster
promotion

•
•
•
•

What we did

Lack of Trust from Black Community Leaders
Assumption of what the black communities need as opposed to
doing evidence-based research
The Need for Decisive Action

•

Worked with VCS organisations to establish process for grant funding and support to local voluntary and
community sector groups to enable collaborative research and engagement with Harrow’s Black and other
minority ethnic communities.

Some people from other countries raised a dissatisfaction in
what they felt was a telephone/digital first approach to GP
consultations. They don’t feel confident with their English for econsultations or speaking over the phone.
Some people from other countries don’t understand the health
system and don’t know where to get this information in a simple
manner.
Patients would like to know when they will be able to see their
GPs face to face. Is there going to be any communications by
letter to be informed about this?

•
•

Provide clear information about interpreting services available in surgeries for new arrivals.
The team is intending to undertake curated work on health inequalities from May onwards, and so the ‘right
care, right place’ messaging will be relevant in developing health literacy across Harrow.
Outreach took place in Edgware and Burnt Oak with small business owners within the Romanian
community to discuss issues with accessing health care, GP accessibility and scepticism on vaccine.

Access to primary care, medical appointments and elective
procedures, were all raised as issues, by a number of
attendees.
Attendees were mostly positive about the launch and remained
keen to be involved in the development of the forum. A majority
wanted more regular meetings than the mooted quarterly and
were in favour of a mixed mode for maintaining the dialogue
between meetings.

•
•
•

I have previously contracted COVID so I do not need a vaccine
The need for a booster proved that the vaccines were inefficient
in the first place
Confusion as to who was eligible and where to go for a vaccine.
Approximately 40% of those spoken with had not taken up the
vaccine offer

•
•

•

•

•
•
•

Follow-up evaluation to add to the solicitation for feedback following the meeting.
Timetable and plan for continuing to iterate and develop the forum.
Review of internal engagement and equalities teamwork portfolios, to strengthen the emphasis among the
team in community outreach and networking.
Agree the practical outputs for maintaining the conversation.

Vaccine/booster promotion through December 2021.
Romanian Community Outreach engaged in areas with high ‘white other’ population groups such as
Edgware and Burnt Oak, where there is a sizeable cluster of Romanian small businesses.
Harrow BBP visited Harrow College’s South Harrow campus to speak with students about the ongoing
vaccination campaign, approximately 140 students attending in all. Primarily students were aged 17-30,
composed of mostly mature students learning English as a second language.
The team facilitated a series of positive conversations and provided advice and guidance in support of the
vaccine.
The team estimated that 10-15% of these conversations with those reluctant resulted in a forward referral
to a vaccine site.
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Appendix B
The priorities of Harrow Borough Based organisations 2022/23
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Appendix C
Harrow outcome and performance measures
Diabetes: 9 Key Care Processes Achieved in Last 15 Months
Diabetes
Register

PCN

Practice

Healthsense
Healthsense
Health Alliance PCN
Harrow East PCN
Harrow Collab. Network
Healthsense
Harrow Collab. Network
Health Alliance PCN
Healthsense
Harrow Collab. Network
Healthsense
Harrow Collab. Network
Health Alliance PCN
Healthsense
Sphere PCN
Harrow Collab. Network
Sphere PCN

(E84068) The Ridgeway Surgery
(E84024) The Pinn Medical Centre
(E84069) Belmont Health Centre
(E84014) Bacon Lane Surgery
(E84680) Headstone Road Surgery
(E84009) Enderley Road Medical Centre
(E84040) The Pinner Road Surgery
(E84713) The Enterprise Practice
(E84008) Simpson House Medical Centre
(E84070) Pinner View Medical Centre
(E84601) Kenton Bridge Medical Centre Dr Golden
(E84617) The Civic Medical Centre
(E84658) Aspri Medical Centre
(E84022) Roxbourne Medical Centre
(E84018) Streatfield Health Centre
(E84005) Kings Road Surgery
(E84061) Elliott Hall Medical Ctr.

Diabetes 9 Key
Care Process
% Achieved
Achieved

1,382
1,291
1,195
700
397
1,096
431
328
1,051
370
541
391
509
695
838
615
906

Harrow Avg. = 23%

45

625
583
483
261
148
398
148
104
317
110
158
105
125
163
183
123
171

Harrow East PCN
Health Alliance PCN
Health Alliance PCN
Healthsense
Harrow Collab. Network
Sphere PCN
Sphere PCN
Harrow Collab. Network
Health Alliance PCN
Harrow Collab. Network
Harrow Collab. Network
Harrow East PCN
Sphere PCN
Harrow Collab. Network
Harrow Collab. Network
Sphere PCN

45
40
37

37
36
34
32
30
30
29

27
25
23
22
20

(E84039) Honeypot Medical Centre
1,439
(E84004) The Circle Practice
777
(E84646) The Streatfield Medical Centre
344
(E84663) Kenton Bridge Medical Centre - Dr Raja 513
(E84647) Kenton Clinic
409
(E84058) Gp Direct
1,843
(E84044) The Northwick Surgery
708
(Y05080) First Choice Medical Care
322
(E84057) The Stanmore Medical Centre
1,041
(E84653) Zain Medical Centre
224
(E84681) Savita Medical Centre
288
(E84075) Mollison Way Surgery
630
(E84693) St. Peter'S Medical Centre
415
(E84062) The Shaftesbury Medical Centre
445
(E84676) Headstone Lane Medical Centre
453
(E84053) Hatch End Medical Centre
308

271
137
52
73
56
208
77
25
76
15
19
40
23
20
20
2

19
18
15
14
14
11
11
8
7
7
7
6

6
4
4
1
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Cancer Diagnosis and Treatment
The graph below shows the backlog of NWL patients waiting > / = 62 days for treatment against the recovery plan.
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Cancer Screening in Harrow
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Children Under Five Years Old with Tooth Decay

44

2019-20

2019-20

2020-21

Activity Rate

1.40

1.20

1.00

0.80

0.60

0.40

0.20

0.00

2020-21
2021-22

Activity Rate

7.00

6.00

5.00

4.00

3.00

2.00

1.00

0.00

2021-22
2019-20

Harrow Non-Elective Non-Emergency Admissions

NWL Rate

2019-20

2020-21

Activity Rate

2020-21

2021-22

Apr
May
Jun
Jul
Aug
Sep
Oct
Nov
Dec
Jan
Feb
Mar
Apr
May
Jun
Jul
Aug
Sep
Oct
Nov
Dec
Jan
Feb
Mar
Apr
May
Jun
Jul
Aug
Sep
Oct
Nov
Dec
Jan
Feb
Mar

NWL Rate

Rate per 1,000 Weighted List Size

Apr
May
Jun
Jul
Aug
Sep
Oct
Nov
Dec
Jan
Feb
Mar
Apr
May
Jun
Jul
Aug
Sep
Oct
Nov
Dec
Jan
Feb
Mar
Apr
May
Jun
Jul
Aug
Sep
Oct
Nov
Dec
Jan
Feb
Mar

Harrow Emergency Admissions

Apr
May
Jun
Jul
Aug
Sep
Oct
Nov
Dec
Jan
Feb
Mar
Apr
May
Jun
Jul
Aug
Sep
Oct
Nov
Dec
Jan
Feb
Mar
Apr
May
Jun
Jul
Aug
Sep
Oct
Nov
Dec
Jan
Feb
Mar

4.50
4.00
3.50
3.00
2.50
2.00
1.50
1.00
0.50
0.00
Rate per 1,000 Weighted List Size

Apr
May
Jun
Jul
Aug
Sep
Oct
Nov
Dec
Jan
Feb
Mar
Apr
May
Jun
Jul
Aug
Sep
Oct
Nov
Dec
Jan
Feb
Mar
Apr
May
Jun
Jul
Aug
Sep
Oct
Nov
Dec
Jan
Feb
Mar

Rate per 1,000 Weighted List Size

Activity Rate

Rate per 1,000 Weighted List Size

Apr
May
Jun
Jul
Aug
Sep
Oct
Nov
Dec
Jan
Feb
Mar
Apr
May
Jun
Jul
Aug
Sep
Oct
Nov
Dec
Jan
Feb
Mar
Apr
May
Jun
Jul
Aug
Sep
Oct
Nov
Dec
Jan
Feb
Mar

Rate per 1,000 weighted List Size

Non-Elective Admissions
Harrow Emergency Short Stay Admissions

Harrow Maternity Admissions

NWL Rate
Activity Rate

2019-20

NWL Rate

3.50

3.00

2.50

2.00

1.50

1.00

0.50

0.00

2020-21
2021-22

All Harrow Non-Elective Admissions
NWL Rate

16.00

14.00

12.00

10.00

8.00

6.00

4.00

2.00

0.00

2021-22

45

Appendix D
Harrow Borough Partnership Logic Model
Harrow Borough Based Partnership Plan - Pathway from implementation to outcomes (version 3)
Mission of the partnership: Working with children, families and communities in Harrow to support better care and healthier lives
Implementation activities
(detailed actions in partnership delivery plan)
Implement population health management approach in
Harrow (Borough and Neighbourhood level)
Refreshed WSIC training programme for frontline teams

Reduce health inequalities

Implement community champions programme
Targeted smoking cessation programmes
NHS Health checks programme
Implement hypertension case finding

Implement child oral health programme

Outputs (short term implementation measures)

Increase in screening rates

Number of community champions recruited
Total number setting a quit date on a smoking
cessation programme
Number of NHS Health Checks delivered
(ethnicity breakdown)

Increase in COVID and influenza vaccination rates
Broader engagement reach across Harrow
communities
All Harrow practices offering national standard of
appointments per 1,000 population

Number of staff trained on MECC approach
The number of people on the General Practice
SMI registers who have received a physical
health in the 12 months to assessment to the
end of the period

75% of cases diagnosed at stage 1 or 2 by 2028.

1. Reduction in number of
children 5 and under with
tooth decay.

Number of A&E attendances for children under 5
years with tooth decay

2. Improvements in patient
reported access to General
Practice Services

Integrated out of hospital services

Implement extended access arrangements at PCN level

Proportion of black, Asian, and minority Asian,
receiving continuity of care at 29wks Gestation

Integration of training and education programmes

Number of collaborative recruitment initiatives
delivered

New engagement approach with front line teams
Digital integration programme

Utilisation of data sharing initiatives

Implement findings of estates review

Neighbourhood team strategy in place

Implement PCN development programmes

PCN delivery plans in place

Transform care pathways

Number of mothers breastfeeding at 6 weeks
Number of mothers accessing perinatal mental
Action plan for first 1,000 days of life
health services
Implement child health promotion initiatives (oral health, tier 2
obesity service
Number of asthma care plans (by PCN)

Long term outcomes (Health
and Wellbeing Strategy
measures)

Impact (Health and
Wellbeing Strategy
measures)

Increase in childhood immunisation rates
Reduced number of cancers
diagnosed in A&E.

Number of UTC attendances (by ethnic group)
Annual health checks for 60% of those living with
severe mental illness
Increase in 4 week quitters amongst key target
groups

75% of cancer cases
diagnosed at stage 1 or 2 by
202
Reduction in citizens reporting
social isolation
Reduction in smoking
prevalence
Reduced obesity levels

Improvement in healthy
life expectancy

Voluntary Turnover Rate %
%age vacancy rates across health and care
providers
Increase in number of carers identified with reduction
in variation

Implement anchor institutions approach
Formalise links with local higher education institutions and
employment support services

Implementation of respiratory hublets

Medium term outcomes
(partnership metrics)

Increase in number of WSIC users
Number of families reached by oral health
promoters

Implement MECC approach

Adopt "think family" approach across the partnership

Short term outcomes

Carers reporting they are well supported
Shared care records in place across NHS providers
and Local Authority
Reduction in readmissions
Gap between number of clinical roles and required
space closed
Integrated care teams standard approach for care
delivery at a neighbourhood level

3. Increase in number of
citizens reporting positive
experience of care.
4. Increase in number of staff
reporting satisfaction in their
work

Increased workforce retention
rates.
Shared care records in place
across all providers incl VCS.
Improved experience of care
Improved experience in
delivery of care

Reduce gap in life
expectancy by
deprivation indices
Financially sustainable
health and care system
Decreased infant
mortality
Right care, right place,
right time

Reduction in A&E admissions for infant feeding
Improvements in parent / child
attachment.

Increase in levels of school readiness
Continuity of midwife care for BAME communities
Reduce gap between expected and actual
prevalence across LTCs:
(1) Diabetes, (2) hypertension (3) heart disease (4)
CKD

Number of asthma reviews (by PCN)
Number of integrated children's hubs at PCN
Implementation of integrated child health hubs
level
Number of integrated diabetes teams at PCN
Increase %age of patient receiving 9 diabetes care
Implement integrated diabetes teams at neighbourhood level level
process and 3 treatment targets
Implement integrated reablement and intermediate care
services
Reductions in falls
Number of PCNs operating integrated frailty
Implement integrated frailty service at neighbourhood level
model
Reduction in care home placements
Increase in number of "Urgent" care plans (end of
Implemented integrated end of life care model
life care plans)
End of life care plans implemented as planned

Decrease in undiagnosed
diabetes.
Reduction in diabetes
prevalence
5. Reduction in Non Elective
Admissions for Ambulatory
Sensitive Conditions (people
with long term conditions)

Harrow citizens die in their
place of choice
Reduction in Non Elective
Admissions in last 3 months of
life
Improved demand
management across the
system
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