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Service Delivery Model developed by Haringey CCG 

 

1. Work is currently underway to finalise a service model which will provide integrated care 

closer to home at the Welbourne Centre, and involve a range of health, social care and 

wellbeing services using the accommodation flexibly.  It is also intended to provide a 

space for community groups and activities. Because the mix and range of services to be 

delivered from primary and community care buildings can change over time, it is 

important that the accommodation is flexible and adaptable.  

 

2. Whilst this is work in progress, a clear model is emerging, consistent with the 

development of the Care Closer to Home Integrated Network (CHIN) priorities.  This 

model is being developed through a virtual Service Development Group and a range of 

stakeholders has been consulted including Director of Adult Social Services, Assistant 

Director of Public Health and Assistant Director of Commissioning at Haringey Council; 

Chief Executive, Whittington Health; Director of Clinical Services, BEH Mental Health 

Trust and the CCG’s Director of Commissioning, Assistant Director of Primary Care 

Development and Quality, and Joint Enablement Lead, as well as input from 

Healthwatch Haringey and the Bridge Renewal Trust.   

 

3. At its root will be the ‘healthy resident’ who will be supported to maintain or improve their 

own health and wellbeing.  However, the resident is at the centre of each tier of the 

service model and their needs drive this model.  The pivot point of care is the GP 

practice, with an expectation that the practice(s) will co-ordinate and facilitate the 

operation of a range of other services using the centre for the benefit of an extended 

range of patients. 

 

4. The key to this model is the co-ordination of pathways of care, resulting in 
integrated services that meet residents’ needs. 

 
 
 
 
 

 
 

 
 

 
 

 
 
 

 
 

 

Community Health and Wellbeing Hub  
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5. This is a ‘once in a generation’ opportunity to develop a health premises, in an 
area of significant generation, which can become a community hub. The CCG is 
aware that the site of the Welbourne Centre was once a community centre and 
whilst the key aim of the site is to ensure that there is sufficient high quality 
primary care for the existing and new population,  there is genuine desire by the 
CCG to ensure that this new building can become a community resource.  This 
could be used to deliver a range of health and wellbeing services, in line with 
the Regeneration principles.   

 
6. It is intended to do the following: 

 

 Work with the lead GP practice to optimise use of the Centre, when not 
being used for primary care 

 Open the centre in the evenings and at weekends and make it available for 
community groups to hire at below market value cost 

 Work closely with the Regeneration Team and other Council departments to 
identify opportunities for joint health and wellbeing initiatives and ideas to 
utilise this site for community benefit  

 
7. The total consulting space will not be required on day one of the buildings opening 

and will be better utilised as the patient lists grow significantly and the practices 

expand their doctor and nurse training programmes. Therefore, Council regeneration 

officers are working closely with the CCG to explore the meanwhile use of these 

buildings, including offering the space to community groups/voluntary sector 

organisations on a short term basis.  The ‘3 Tier Health & Wellbeing Hub Model’ is 

set out at the end of this document. 

 

8. The Services to be delivered from Welbourne Centre are: 

 

 GP Practice 

 Potential Care Closer to Home hub 

 Health promotion services 

 Potential Diabetes Hub 

 Hypertension Joint Clinics 

 Early Help and Prevention for children, to prevent acute admissions and 
statutory referrals 

 Welfare hub and other advice services  
 

 Tottenham Hale Demographics 
 

9. Work has been undertaken across the CCG and the Public Health team at 
Haringey Council to identify the demographics of the Tottenham Hale area.   

 
10. With regard to long term conditions, the Tottenham Hale area has a high 

prevalence of Diabetes, Coronary Heart Disease and Stroke. 1   
 

                                        
1 Haringey Health Profile, Business Intelligence Unit, Haringey Council, November 2016 
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11. In terms of some of the key demographics of the Tottenham Hale area2, there is 
a high proportion of children and a high number of lone parent households, 
resulting in a need to consider what kind of children and family support services 
should be delivered from the new Welbourne Centre.  There is also high 
unemployment and low education levels, which give rise to a need for a range of 
information, advice and support services which get to the root of the 
determinants of ill-health, such as housing, welfare support, benefits advice  
Finally, this is a population which has diverse ethnicity, and it is therefore 
important to ensure the needs of a wide range of communities are met, through 
everything from language services to providing a space for community 
organisations.  

 

Health & Welbeing Hub Model 

 

TIER 1: WELLBEING SERVICES: THE HEALTHY RESIDENT  
 
A. Prevention: 

 

 The building will support prevention by having a station available in each site 
which allows patients to monitor: blood pressure, weight, cholesterol check, 
linked through to patient record, log in details such as smoking status, 
provide relevant health information and advice  

 Accessible online information about local services  
 

B. Services coordinated by the practice/CHIN but delivered by a range of providers 
including voluntary and charity sector:  
 

 Self-management and education – Expert Patient Programme, Diabetes 
Education 

 Smoking cessation  

 Obesity management  

 Physical activity  

 Peer support inc. mental health and carers’ groups 

 Teenage pregnancy support  
 
 
TIER 2: GP PRACTICE 
 

 Large GP practice (part of a CHIN – see below) as the pivot point of care, co-
ordinating the interaction with a range of services 

 Responsible for optimising booking of flexible clinical and meeting spaces to 
appropriate providers 

 Potential Hub for local CHIN (Care Closer to Home Network – for East Haringey) 

 A separate contract will be entered with the GP practice which sets out their 
responsibilities for managing the operations and optimising the booking of this site 
and how they will be remunerated for that 

 
 
 

                                        
2 ONS mid-year estimates and Haringey ward profiles (Tottenham Hale) 



 

Page 14 of 15  

 
TIER 3: INTEGRATED COMMUNITY SERVICES  
 
This will consist of the following: 
  

a) ‘CHIN’ hub: locus for adult community services such as district nursing and 
therapies; and/or children’s and maternity services, such as health visiting – 
linked with Locality teams or similar service 

b) Potential locus for extended access, rapid response and intermediate care, 
including reablement  

c) Social care co-ordination  
d) Mental health services delivered in primary care settings: 

 Improving Access to Psychological Therapies (IAPT), particularly support for 
patients with long term physical health conditions 

 Depot injections  
 Other secondary care community team services e.g. physiatric nursing, OT, 

psychology, social workers 
 Substance and alcohol misuse services 

  
e) Information Advice and Guidance services to address drivers of poor health 

including advice on housing, benefits, immigration 
 

 
TIER 4: SPECIALIST CARE 
 

 Rapid access to diagnostics 

 Greater access to secondary care: telecare, clinical advice and navigation, e-
referral 

 Consultant clinics and training opportunities  
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