COMMUNITY CARDIOLOGY SERVICE
The provision of a community cardiology service in the community is key to ensuring that patients requiring cardiology support can be supported closer to home within a community setting. The combination of community diagnostics and specialist interpretation will prevent patients being referred into and seen in an acute hospital and community services can work together with Primary Care to ensure patients are seen and treated in the most appropriate place. 

The service will include:

1. Community Cardiology diagnostics (including ECG diagnostic referrals)
2. Community cardiology assessment and advice service supporting Primary Care focused treatment and management
3. Community Heart Failure service to include lifestyle optimisation and self-management

The service will be locally accessible and equitable and will provide a full range of cardiology specialist care and triage of patients, historically delivered in a secondary care setting.  Patients will only be referred onwards who require highly specialised tertiary care.

The service will be primarily for adults over the age of 18 but will work with other providers to ensure that young people between the ages of 16 and 18 have seamless care throughout this transition period. 

The service will make sure that people with cardiovascular conditions have access to high quality, effective, and timely advice, assessment, diagnosis and treatment for their condition. The approach is based on shared care and structured around the patient journey. 

Services will be provided by a wider range of healthcare professionals working across a variety of settings, enabling patients to access care closer to home, reducing waits and unnecessary visits to hospital which will lead to better health outcomes.

The service will function as an outcome based service and clinical outcomes and quality of experience for patients will be the focus along with reducing health inequalities. 

Operating within the Integrated Care System (ICS), the commissioners will work with the provider to:
· Set population and system outcomes 
· Develop an outcome-based specification in order for providers to deliver the service transformation and models for delivery.

Redesigning care around the delivery of outcomes that matter to patients requires a multi-disciplinary approach. This will create an environment of continuous improvement in which robust assessments of quality are constant and consistent. 
Success can be evidenced by satisfaction levels and experiences and the impact of wellbeing for patients using the services and their carers and families. Individual outcomes can be identified in the patients care plan and should ensure the patients are given choices and are involved in their care to ensure their quality of life is enhanced and they are supported through changes in their circumstances. 
The following patients should be included within the service specification:
· Aged 18 years and over (allowing for transition age)
· Registered with an Oldham CCG practice
· Non-urgent Chest pain 
· Cardiac Arrhythmias 
· Heart Failure
· Pacemaker follow up

Other conditions MAY include:
· Resistant Hypertension 
· Unexplained blackout /syncope 
· Cardiomyopathy
· Congenital heart disease
· Cardiac ablation (triaged to tertiary centre)

The minimum expectations and intended outcomes of the services include:

· Enhancement of experience, by patients receiving the right treatment by the right clinician in the right place. This will be provided by giving care closer to home, either in a clinic setting or the patient’s own home.
· Improve the health and wellbeing of the Oldham population.
· Empowering patients and equipping them to self-manage
· Giving patients timely access to support and advice
· Address health and care inequalities
· Integrate care to prevent duplication of diagnostics and assessments and minimise hand offs between clinicians and providers
· Patients receive integrated holistic care to support not only their cardiology needs but also any comorbidities
· Improve health outcomes through earlier diagnosis, screening, assessment, treatment, and management plans
· Timely access to all appropriate diagnostics
· Improve access to information on management of cardiac conditions
· Reduce RTT times, bed days and length of stay for cardiology patients
· Reduce cardiology emergency admission rates
· Reduce morbidity and mortality associated with cardiology conditions
· Increase the wellbeing and engagement of the workforce 
· Development of a community heart failure service (with specialist heart failure workforce) that will provide clinics and home visits.

[bookmark: _Hlk87015289]Providers are encouraged to submit service delivery models that meet the requirements outlined above.

The commissioners will work with the provider to develop meaningful service and patient outcomes, with measures that the provider can use to demonstrate achievement of those outcomes. Activity / performance monitoring reports will also be jointly agreed.

Individual patient outcomes will also be required to be incorporated into a care plan and agreed with the patient.  

Work will continue across GM and Oldham, with the Provider, to develop a robust pathway for the local population.

