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Care Homes Programme
Ben Harvey
Care Homes Clinical Support Manager
Suffolk CCGs
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Landscape
There are approximately 19,000 residential and nursing care homes for adults in England
with a total capacity of 441,000 places. We have approximately 111 Care Homes located in
the Ipswich and East Suffolk area, 54 located in West Suffolk.
People living in care homes tend to be the most vulnerable in our society with complex
physical and mental health needs and a significantly higher risk of harm, hospital
admission and death.
The issues are varied and complicated due to:
• Multiple care home provider organisations
• Variable support for homes from health and social care organisations
• Regulatory and quality monitoring input from various bodies
• A number of separate funding streams to cover the cost of care
Despite these complexities it is essential that the CCGs work with care homes and
resident GPs to ensure that the population receive equitable access to services and high
quality care. The overarching care homes programme aims to embrace the NHS vision for
high quality care for all.
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Vision: High quality care for all
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Strategy
The strategy of the care homes support project is based on the CCGs
Integrated Care agenda and encompasses the learning from vanguard sites
outlined in the NHSE Enhanced Health in Care Homes framework:
• Improving immediate and emergency care to ensure patients get "the
right care, at the right time, in the right place", be that primary,
community (including care homes), ambulance or acute care
• Proactive care of the frail elderly with long term conditions, giving them
greater control of their care & promoting independence
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Integrating care
Establishing key relationships will be critical to the success of the programme
and this has been the cornerstone of the projects to date. This includes:
•
•
•
•
•
•
•
•
•
•

Care providers (at provider organisation and care home level, e.g. front line staff)
Commissioning partners, including the local authority and neighbouring CCGs
Primary care
Acute hospitals
GP clinical leads
Regulatory bodies (e.g. Care Quality Commission)
Arms-length bodies (e.g. Healthwatch)
The Sustainability and Transformation Plan footprint members
NHS East of England (via escalation processes and the Quality Surveillance Group)
Internal teams, e.g. redesign, chief operating office, etc.
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Learning from vanguards – System working
1. Mid-Nottinghamshire “Better Together”
•

Better Together’s aim is to ensure that people across mid-Nottinghamshire receive the best
possible care in the community and in hospital, with high quality, sustainable services

•

A new process called ‘transfer of care’ now allows patients to be discharged from hospital as
soon as they are medically fit, with wide-ranging health and social care support already put in
place

•

Reduce pressure on hospitals by helping patients leave hospital sooner

“The benefits of working more closely together include better, more co-ordinated
care for patients, better working relationships and clearer processes for staff”
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Learning from vanguards – System working
2. West Wakefield Health and Wellbeing
•

Aims to improve the way local people access services and support through a better ‘care
navigation system’

•

The improved system will help direct people more efficiently to the right care at the right
time and make it easier and quicker for patients to get the help they need

“Sharing information will help reduce hospital admissions and speed up discharge”
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Learning from vanguards – System working
3. Cambs and Peterborough CCG
•

Aims to accelerate improvements already underway and implement a best practice model for
urgent care services. In particular, the vanguard aims to address variations in access to
services and health inequalities in the region

•

Plans include putting in place the right people to deliver the changes, including GPs, nurses,
occupational and physical therapists, community pharmacists and other staff equipped to
meet various mental and physical health needs

•

The programme, which is being led by clinicians, is split into five workstreams:
- 1. NHS 111/out of hours clinical hub;
- 2. Admission avoidance/community access;
- 3. In-hospital emergency care;
- 4. Post hospital discharge; and
- 5. Mental health

“Hospital, community, mental health and social care services to work more closely together to
provide patients with safer, faster, and better care seven days a week”
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Learning from vanguards – Care Homes
4. Nottingham CCG
•

The aim is to support a better quality of life in care homes

•

The vision is to enable residents living in a care home to be healthier, have a better quality of
life and to be treated with dignity and respect, focusing on their capabilities rather than their
dependencies

•

Focus is on applying the use of technology in care homes and in working with pharmacy
experts on medicines management, improving processes
“People receive the best possible care, in the right place, at the right time and retain their
independence for as long as possible”

“Appropriate care and support in care homes prevents residents being unnecessarily admitted
to hospital and enables quicker discharge”
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Learning from vanguards – Care Homes
5. Sutton Hospital Transfer Pathway (‘Red bag initiative’)
•

This integrated pathway (Red Bag Pathway) is designed to support care homes, ambulance
services and the local hospital meet the requirements of NICE guideline NG27: Transition
between inpatient hospital setting and community or care homes

•

A red bag is used to transfer standardised paperwork, medication and personal belongings
and stays with the resident throughout their hospital episode and is returned home with
resident.

•

The standardised paperwork will ensure that everyone involved in the care for the resident
will have necessary information about the resident’s general health, e.g. baseline
information, current concern, social information and any medications, on discharge the care
home will receive a discharge summary with the medications in the red bag
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New care models
https://www.england.nhs.uk/ourwork/new-care-models/vanguards/care-models/care-homes-sites/

• Gateshead Care Home Project – joined up care, GP alignment, provider alliance network,
joined up contracting
• Connecting Care – Wakefield District - bringing together primary care, a mixed team of
health and social care professionals, and specialist voluntary workers along with care home
managers. Teams allocated to specific homes, GP alignment.
• East and North Herts CCG - focus is on workforce development, with new integrated teams
and enhanced training -> complex care premium. ‘Rapid response’ teams of community
nurses, matrons, therapists and home carers who can arrive at care homes to provide
support within 60 minutes
• Nottingham City CCG - use of technology in care homes and in working with pharmacy
experts on medicines management. Technology includes blood pressure monitors and VC
consultations

• Sutton Homes of Care - Care Home Support Team - link nurses; end of life care specialist
nurses; care home pharmacists and a pharmacy technician; dietician. Hospital transfer
pathway: Red bag scheme. Care Homes Forum
• Airedale & Partners – telemedicine with access to hub

Direct input
• Priority contact made with top ten homes by Care Homes Clinical Support
team (2 RNs). Several homes recording 111/999 call outs and reviews are
to take place.
• Ongoing engagement with homes at East Suffolk Care Home Forums (last
one in East: 23 May 2017)
• Number of care homes signed up to attend MCA/DoLS training updates
provided by CCG MCA/DoLS lead and SCC
• End of life care support with My Care Wishes – top ten homes being
‘prioritised’ for focused working with St Elizabeth Hospice and partners
and reviewed at monthly activity meetings
• Further engagement with homes on MCW – supporting primary care
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Vanguard / STP bid
• By adopting and developing new care models across the STP footprint we
aim to enhance the health and wellbeing of care homes residents;
improve the quality of care they receive and prevent deterioration in
health and wellbeing
• We aim to reduce emergency admissions and reduce variation in care
outcomes through integrated services based on best practice from
exemplar sites and innovative use of digital tools. To achieve this we set
out the following guiding principles:
–

–
–
–

Person-centred care: individuals will be at the centre of care planning and delivery, including
supporting families and carers
Co-production: employing an integrated co-production model to support sustainable change
Quality: using clinical evidence and best practice to drive change
Leadership: within the system as a whole to support a shared vision, and within individual
organisations
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Care Homes Workshop
Selina Lim
Geriatrician Ipswich Hospital
16

5 minute discussion
• What issues have you faced when working in
care homes?

Health Foundation Quality Watch
report: hospital admissions from care
homes 2015
• 1 in 7 people aged over 85yrs is living
permanently in a care home
• Care home residents have 40-50% more
emergency admissions than general
population aged 75years and over
• More likely to be in last year of life
• More likely to include pneumonia, dementia
and epilepsy

Enhanced primary care support
• Access to consistent named GP and wider
primary care support
• Medicine reviews
• Hydration and nutrition support
• Access to out of hours/urgent care when
needed
• High quality end of life care
• High quality dementia care

Prince George pilot (end of 2016)
• Aligned GP practice
• Regular GP ward rounds
• Regular meetings with manager of PGH to
address issues
• Willingness of both sides to participate in
change programme

Problems identified during Prince George
pilot
• Communication: between GPs and care homes,
between GPs, between care home staff (implemented
regular catch up, existing meetings, documentation)
• Lack of clear structure to ward round: what time, who
to see, why seeing them (agreed time, list faxed
through, more detail as to problem)
• Lack of advanced care planning: whose responsibility,
lack of confidence in having conversations, most
appropriate time, lack of documentation in my care
wishes folder – not just DNAR forms (regular input
from hospice nurse and myself)

FAX TO BE SENT BY CARE HOME EVERY MONDAY BY 10.00 AM
TO: __Insert Practice name__, FAX: __Insert Practice fax number__
FROM: __Insert Care Home name__, PHONE: ___Insert Care Home phone number__
----------------------------------------------------------------------------------------------------------------------------- --------NEW PATIENTS ADMITTED SINCE LAST WARD ROUND:
Patient Name

DoB

Arrival Date

Diagnosis

ACP (Y/N) DNR (Y/N)

EVENT FORM: Patients attending A&E/Urgent care or admitted to hospital in last week.
Also details of patients receiving home visit from a night time/weekend service.
Patient Name

DoB

Date of attendance

Reason

FOR PATIENTS NEEDING REVIEW THIS WEEK
Patients Requiring Weekly Visit at: Insert Name of Care Home
Patient Name

DoB

Reason

PATIENTS REQUIRING 6 MONTHLY REVIEW
Name

DoB

Admission date

Review date

Could also include
• Investigation results
• Medication queries
• Need to get care homes to agree to vet list
before sending
• Need to agree time to be sent by (need to
explain to care home staff why they need to
stick to agreed time)

Frailty
• What is frailty?
• Frailty is a distinctive health state related to
the ageing process in which multiple body
systems gradually lose their in-built reserves.
Around 10% of people aged over 65 years
have frailty, rising to between a quarter and a
half of those aged over 85 years .

5 frailty syndromes
• Falls (e.g. collapse, legs gave way, ‘found lying on
floor’).
• Immobility (e.g. sudden change in mobility, ‘gone off
legs’ ‘stuck in toilet’).
• Delirium (e.g. acute confusion, ’muddledness’, sudden
worsening of confusion in someone with previous
dementia or known memory loss).
• Incontinence (e.g. change in continence – new onset or
worsening of urine or faecal incontinence).
• Susceptibility to side effects of medication (e.g.
confusion with codeine, hypotension with
antidepressants).

Electronic frailty index
Box 1: List of 36 deficits contained in the eFI

•Activity limitation
•Anaemia & haematinic deficiency
•Arthritis
•Atrial fibrillation
•Cerebrovascular disease
•Chronic kidney disease
•Diabetes
•Dizziness
•Dyspnoea
•Falls
•Foot problems
•Fragility fracture
•Hearing impairment
•Heart failure
•Heart valve disease
•Housebound
•Hypertension
•Hypotension/syncope

•Ischaemic heart disease
•Memory & cognitive problems
•Mobility and transfer problems
•Osteoporosis
•Parkinsonism & tremor
•Peptic ulcer
•Peripheral vascular disease
•Polypharmacy
•Requirement for care
•Respiratory disease
•Skin ulcer
•Sleep disturbance
•Social vulnerability
•Thyroid disease
•Urinary incontinence
•Urinary system disease
•Visual impairment
•Weight loss & anorexia

• Identifies mild, moderate and severe frailty
• NHS England guidance suggests then use
clinical frailty score (based on Rockwood
research on cumulative frailty)

•
•
•
•

Mild frailty equates to CFS score of 4 to 5
Moderate frailty equates to CFS 6
Severe frailty equates to 7 and above
Patients living with moderate and severe
frailty should have their frailty diagnosis
recorded on electronic healthcare record
system
• Patients with severe frailty should have falls
assessment and medication review

• The median period from admission to the care
home to death is 462 days or 15 months.
(Length of stay in care homes. Julien Forder
and Jose-Luis Fernandez, PSSRU Discussion
Paper 2769, 2011)
• Around 27% of people lived in care homes for
more than three years. (Length of stay in care
homes. Julien Forder and Jose-Luis Fernandez,
PSSRU Discussion Paper 2769, 2011)

Care Homes Local Enhanced
Service (LES)
Laura Krolik
Commissioning Implementation
Manager
Ipswich and East Suffolk CCG

Leads
CCG Care Homes Leads
Laura Krolik – Commissioning
Implementation Manager 01473 770246
Ben Harvey – Care Homes Clinical Support
Manager 01473 770276
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Local Enhanced Service
What is it?

•
•
•
•

An enhanced contract for GP Practices
1 July 2017 – 31 March 2018
Work at scale
Alignment to local care home/s. Nursing and
Residential
• Proactive regular ward round on a fixed day of the
week.
• Implementation of My Care Wishes Folder
35

Alignment
Alignment would mean the practice would promote
the service to new and current residents to ensure
they have access to the ward round.
Registration of all patients from the aligned home
to the aligned practice. Always taking patient
choice into account.
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Aims
• To build relationships with care home staff
• To reduce unplanned hospital admissions
• To have consistent care for elderly frail
patients
• To help support patients dying at home
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My Care Wishes (MCW)
Often referred to as Yellow Folder

Who should have one?
• For individuals with Long Term Conditions, and
individuals with frail complex conditions (frailty
score greater than 5 using Rockwood
Assessment Tool)
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How does MCW support
decision making

Supporting unplanned hospital attendances
and admissions by completion of the
personalised shared care and support plan
• Keeping an individual within their own
home
• Knowing their resuscitation status
• Being aware of an individual’s choice
around preferred place of care and death
39

Vision for My Care Wishes
• Broaden the use of MCW by encouraging more
professionals working across the community
supporting individuals who are frail, with long
term conditions to instigate MCW

• Become more proactive in approach
putting MCW folders in place

MCWs Documents
Each folder includes the following:
•
•
•
•
•
•
•
•

Personalised Shared Care and Support Plan
Thinking Ahead
Directory of key contacts
Rockwood Clinical Frailty Scale
SCRai information and consent
Information around tissue donation
Guidance for completion
NHS East of England DNACPR form and associated guidance

Links to all documents available on the CCG websites:
http://www.westsuffolkccg.nhs.uk/clinical-area/clinical-workstreams-and-current-priorities/integrated-care/my-carewishes/
http://www.ipswichandeastsuffolkccg.nhs.uk/LinkClick.aspx?fileticket=z6JMsjprVcc%3d&tabid=280&portalid=1&mid=996

Begin the
Conversation
It’s Time.

Advance Care Planning
Julie Harris – St Elizabeth Hospice
June 2017

Objectives
•
•
•
•
•
•

Overview of ACP process
When to support
Who to support
How to support
Where to support
When and where to get advice

ACP
• ‘Advance care planning’ (ACP) is the term • The main goal is to clarify peoples’ wishes,
used to describe the conversation
needs and preferences and deliver care to
between people, their families and carers meet these needs.
and those looking after them about their
future wishes and priorities for care.
• ‘Advance care planning is a process that
supports adults at any age or stage of
• Advance Care planning is key means of
health in understanding and sharing their
improving care for people nearing the end personal values, life goals, and preferences
of life and of enabling better planning and regarding future medical care. The goal of
provision of care, to help them live well
advance care planning is to help ensure
and die well in the place and the manner
that people receive medical care that is
of their choosing. It enables people to
consistent with their values, goals and
discuss and record their future health and preferences during serious and chronic
care wishes and also to appoint someone
illness.’
as an advocate or surrogate, thus making
the likelihood of these wishes being known International Consensus Definition of
and respected at the end of life.
Advance Care Planning (Sudore et al 2017

Last year or months

Last days

1: Recognition
2: Communication and involvement
3: Holistic needs assessment and action
• Physical, psychological, social, financial, spiritual and
practical
• Includes advance care planning

4: Communication to other professionals
Overview of End of Life Care

5:
Care
after
death

Disease trajectories

Short period of
evident decline
(e.g. cancer)

Long term
limitations with
intermittent
serious episodes
(e.g. single organ
failure such as
heart and lung
failure)

Prolonged
dwindling
(e.g. frailty and
dementia)

Assessing prognosis
Surprise question

Care factors

• Proactive identification

• Decreasing activity
• Co morbidity
• Advanced disease
• Reduced response to
treatments, decreasing
reversibility
• Progressive weight loss
• Patient choice of no
further treatment
• Repeated crisis
admissions
• Serum albumin <25g/l

Function
• WHO/ECOG scale
• Karnovsky scale
• Barthel index

WHAT IS INCLUDED ?
•
•
•
•
•
•
•
•
•
•
•
•

Advance Care Plan
PPC /PPD
Advance decision to refuse treatment (ADRT)
Thinking ahead
Making wishes known
DNACPR /RESPECT/Allow a natural death
Anticipatory Care /medicine
Just In Case Care /medicine
End of Life care Plans (EOLC)
Yellow Folders /My Care Wishes
Best interests decision
Lasting Power of Attorney for finance /health and well being

Advance Care Planning
DO’S
• ASK PATIENT AND FAMILY
• CONSIDER MCA
• CONSIDER OTHER
INFORMATION / STAFF
• GIVE INFORMATION
• THINK 3AM !
• DOCUMENT
• INFORM
• REVIEW AND UPDATE

DON’T’S
• TREAT AS TICK BOX
EXERCISE
• LEAVE IT TO SOMEONE ELSE
• LACK CONFIDENCE

Further Reading
• Macmillan we are cancer
https://www.macmillan.org.uk/search/search.
html?query=advance+care+panning+
• The Gold Standards
http://www.goldstandardsframework.org.uk/a
dvance-care-planning
• National Council for palliative Care (NCPC)
http://www.ncpc.org.uk/professionals

More Learning ??
E-Learning
http://www.e-lfh.org.uk/programmes/end-of-life-care(public-access)/advance-care-planning/

Care Homes Workshop

Selina Lim
Geriatrician Ipswich Hospital
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Alzheimer’s society report: Fix dementia
care NHS and care homes April 2016
• 70% of residents in care homes have dementia or severe memory
problems
•
•
•
•
•
•
•

Physical health of people with dementia living in care homes
• 198,000 people with dementia are living in a care home with dementia and
another condition
• 41 per cent of people with dementia have high blood pressure
• 27 per cent of people with dementia have heart disease
• 18 per cent of people with dementia have had a stroke or ‘mini stroke’
• 13 per cent of people with dementia have diabetes.

•
•
•
•
•
•

Mental health of people with dementia living in care homes
• 90 per cent of people will experience behavioural and psychological symptoms
of the condition
• 60 per cent of residents in care homes have mental health conditions
• 63,000 of the estimated 280,000 people with dementia in the UK who live in a
care home have depression.

Common problems in people with
dementia
•
•
•
•
•

Delirium
Chest infections
Dysphagia
Weight loss
UTIs (related to constipation, immobility and
dehydration)
• Constipation

What is delirium?
• Sometimes called 'acute confusional state‘.
• Delirium is a common clinical syndrome
characterised by disturbed consciousness,
cognitive function or perception, which has an
acute onset (usually 1-2 days) and a
fluctuating course
• Include hyperactive, hypoactive and mixed
• Need to distinguish from dementia and
depression

Features of delirium include:
• Recent onset of fluctuating awareness
• Impairment of memory and attention
(distractable)
• Disorganised thinking
• Altered level of conscious (can be agitated or
drowsy)

• Hallucinations
• Disturbance of sleep-wake cycle

• There are three subtypes of delirium:
• Hyperactive – hallucinations, delusions,
agitation and disorientation
• Hypoactive – sleepy state, uninterested in
activities of living – often unrecognised or
labelled as dementia.
• Mixed – patient moves between the subtypes

Patients at high risk of developing
delirium
•
•
•
•
•
•
•
•
•
•
•
•

Patients over the age of 65 years
Patients with dementia/previous delirium
Patients with visual impairment
Patients with physical frailty
Patients with an acute/severe illness
Patients with infections
Patients with dehydration
Patients with renal impairment
Patients who have recently had a general anaesthetic
Patients with a fractured neck of femur
Patients who take excess alcohol
Patients subject to polypharmacy

Indicators of delirium
• At presentation, assess people at risk for recent (within hours or
days) changes or fluctuations in behaviour. These may be reported
by the person at risk, or a carer or relative. Be particularly vigilant
for behaviour indicating hypoactive delirium (marked*). These
behaviour changes may affect:
• Cognitive function: for example, worsened concentration*, slow
responses*, confusion.
• Perception: for example, visual or auditory hallucinations.
• Physical function: for example, reduced mobility*, reduced
movement*, restlessness, agitation, changes in appetite*, sleep
disturbance.
• Social behaviour: for example, lack of cooperation with reasonable
requests, withdrawal*, or alterations in communication, mood
and/or attitude.

Causes of delirium
•
•
•
•
•
•
•
•
•

Medication
Pain
Dehydration
Immobility
Infection
Constipation
Sleep deprivation
Metabolic disturbances eg low sodium
Hypoxia

Management
• Identify and treat underlying cause
• Non-pharmacological interventions
• Pharmacological interventions – low dose,
short course, review after one week, do not
use anti-psychotics if Parkinson’s disease or
Lewy-Body dementia
• Behavioural charts

Environment
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•

A calm and sensitive approach to the patient is important
Nurse in a quiet environment (light in the day and dark at night)
Minimise environmental stimulation including noise i.e. consider moving the patient into a side
room
Speak clearly explaining what is being done and why, repeating information as necessary.
Avoid arguing with the patient and where possible offer reassurance
Acknowledge how the patient is feeling i.e. frustration and fear rather than the content of rambling
speech or vocalisations
Appropriate lighting for the day time
Regular and repeated cues to improve personal orientation (at least three times daily)
Clocks and calendars to improve orientation
Hearing aids and glasses available and in good working order
Continuity of care from staff
It may help to involve people familiar to the patient in the delivery of care
Encourage mobility
Encourage/assist the patient to maintain an adequate oral intake
Elimination of unexpected irritating noise (e.g. pump alarms)
Avoid physical restraints (including bed rails). Where appropriate use low level bed

Example of a behavioural chart
• SLAM ABC

Source: Abbey J, De Bellis
A, Piller N, Esterman A,
Giles L, Parker D, Lowcay
B. Funded by the JH & JD
Gunn Medical Research
Foundation 1998–200

Information leaflet for carers and
relatives

Helpful information
•
•
•
•

Alzheimer’s Society
SCIE
NICE guidelines on delirium
British Geriatric Society website

Medication and Polypharmacy
Katie Allison
Medicines management Pharmacist,
Ipswich and East Suffolk CCG
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Polypharmacy
• Taking multiple medications
• 2 types: appropriate and problematic
• Increasing: Aging population , preventative
drugs, prescribing cascade, side effects

De-prescribing
• Reviewing suitability and appropriateness
• Partnership approach
• Structured review which may include discontinuation of medicines

• Part of responsible and appropriate prescribing – changing
conditions, age , kidney function etc.
• Can often reduce burden, side effects and prescribing cascade

Example: Patient AB
•
•
•
•
•
•
•
•
•
•
•
•

Cetraben – apply prn
Simvastatin 20mg – ON
Epimax cream – apply prn
Lisinopril 10mg – OD
Zopiclone 3.75mg – One at night
Salbutamol inhaler – prn
Paracetamol - one or two at night when required
Bendroflumethiazide 2.5mg – One daily
Omeprazole 40mg – One daily
Codeine 30mg – One or Two when required
Fentanyl patch 5mg – Apply once weekly
Colchicine 500mcg - Take ONE daily

Example: Patient AB
•
•
•
•
•
•
•
•
•
•
•
•

Cetraben – apply prn
Simvastatin 20mg – ON
Epimax cream – apply prn
Lisinopril 10mg – OD
Zopiclone 3.75mg – One at night
Salbutamol inhaler – prn
Paracetamol - one or two at night when required
Bendroflumethiazide 2.5mg – One daily
Omeprazole 40mg – One daily
Codeine 30mg – One or Two when required
Fentanyl patch 5mg – Apply once weekly
Colchicine 500mcg - Take ONE daily

Toolkits
•
•
•
•
•
•

National initiatives and recognition
West Suffolk CCG: Polypharmacy LES
Ipswich and East Suffolk CCG : Polypharmacy LES
Models of review
STOPP/START
Others are available e.g PINCER , Beers criteria, CEASE protocol

Stopp/Start toolkit
• STOPP (Screening of Older People’s potentially inappropriate
Prescriptions) - Drugs which increase falls risk; drugs which
may cause serious side effects in the elderly; drugs which
may worsen certain conditions /mask symptoms; medications
for short term use; drugs which are not commonly indicated;
• START (Screening Tool to Alert doctors to Right i.e.
appropriate, indicated Treatments)- Drugs required alongside
others in order to prevent side-effects; appropriate first line
choices where conditions need treatment;
• Encourage referral to GP

Prescribing Medication

•
•
•
•
•
•

New focus on prescribing
Self care
Homely remedies
Wider population
Regular review
Quality

Questions?

www.ipswichandeastsuffolkccg.nhs.uk
Medicine Management

Katie Allison
katie.allison3@nhs.net
01473 770249

Conclusion
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Thank you
Please leave feedback and
questions electronically!
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