[image: ]
ALLIED HEALTH PROFESSIONS - Neighbourhood Models of Care
Background 
Allied Health Professions (AHPs) are central to the success of the neighbourhood model of care, a place-based approach that integrates health, social care, and community services around defined populations. Their contribution ensures proactive, multidisciplinary, and person-centred support within local communities.

Direct Clinical Contributions
Allied health professionals bring specialised skills that address the full spectrum of health needs within communities. Physiotherapists, Occupational therapists, Speech and Language therapists, Dietitians, and Podiatrists can provide preventive care and early intervention in accessible local settings, reducing the need for hospital visits. Their expertise in chronic disease management—such as diabetes education, cardiac rehabilitation, or respiratory care—helps people manage conditions at home with ongoing community support.

Core Role in Neighbourhood Multidisciplinary Teams Within neighbourhood multidisciplinary teams (MDTs), AHPs deliver holistic assessments, rehabilitation, self-management support, and preventive interventions. Their inclusion ensures that care extends beyond medical diagnosis to functional recovery, independence, and quality of life

Supporting Proactive and Joined-Up Care AHPs contribute to proactive case management by identifying risks early and providing interventions that prevent crisis escalation. Their roles in falls prevention, frailty assessment, nutritional screening, mobility support, and home adaptation directly reduce hospital admissions and improve continuity of care across primary, community, and acute interfaces

Prevention and Health Promotion
Allied health professionals excel at population-level health initiatives within neighbourhoods. They can run group programmes for falls prevention, healthy aging workshops, nutrition education classes, or exercise groups tailored to local community needs. These preventive approaches reduce future health burdens while building community connections.

Addressing Social Determinants
Many allied health professionals are trained to consider the broader context of people’s lives. Occupational therapists can assess home environments and recommend modifications. This addresses the social determinants of health that significantly impact wellbeing.

Building Community Capacity
Beyond direct clinical work, AHPs play leadership roles in supporting neighbourhood resilience. They work collaboratively with voluntary, community, faith, and social enterprise (VCFSE) sectors to embed wellbeing approaches, deliver group-based interventions (e.g., exercise classes, community cooking, or communication groups), and reduce inequalities by targeting populations at higher risk of health decline.

Equity and Accessibility
By delivering services in familiar neighbourhood settings—community centres, schools, or mobile clinics—allied health professionals can reach underserved populations who face barriers to traditional healthcare access. They can provide culturally responsive care and work with community leaders to build trust.

Enabling Personalised and Preventive Care The neighbourhood care model emphasises personalised care planning and self-management, areas where AHPs excel. For example, speech and language therapists and occupational therapists create tailored communication and functional plans, while physiotherapists and dietitians design ongoing rehabilitation or nutrition programmes that promote wellbeing and independence within home and community settings

System and Workforce Integration
Neighbourhood models rely on integrated workforce planning, shared estates, and unified commissioning approaches. AHP leads contribute strategically to service design, skill mix optimisation, and workforce planning processes within Integrated Care Boards (ICBs) to ensure multidisciplinary input reflects local population needs and priorities

Core AHP Roles in Neighbourhood Teams Neighbourhood models universally include community-facing AHPs integrated into multidisciplinary teams with GPs, nurses, mental health staff, and social care professionals. 

Key AHP roles include 
· Physiotherapists: Lead on musculoskeletal health, rehabilitation, falls prevention, and mobility; integral to “Home First” discharge planning and reablement.
· Occupational Therapists: Enable independence through functional assessments, home adaptations, and equipment prescriptions that support safe living environments.
· Speech and Language Therapists: Support adults and children with communication or swallowing difficulties, critical for post-stroke, learning disability, and dementia pathways.
· Dietitians: Promote nutritional health and disease prevention; manage long-term conditions including diabetes, frailty, and malnutrition.
· Podiatrists: Deliver foot and lower limb care to prevent disability and improve mobility, particularly in high-risk groups such as diabetics or older adults.
· Diagnostic Radiographers and Therapeutic Radiographers: Contribute to community diagnostics and cancer care, supporting early detection and treatment closer to home.
· Orthoptists: Contribute to visual health screening and neuro-rehabilitation.

Strategic and Extended AHP Contribution Beyond direct care, senior AHP leaders (e.g., Consultant AHPs or Advanced Clinical Practitioners) act as clinical leads within neighbourhood teams, linking acute and community services, contributing to pathway redesign, and mentoring multidisciplinary colleagues. They also embed evidence-based practice in frailty, virtual wards, and prevention initiatives

Specialist Input and Extended Team Links Neighbourhood models draw on additional AHP specialist expertise depending on population needs. For example, rehabilitation consultants, MSK specialists, specialist stroke AHPs, or learning disability practitioners may be aligned virtually or rotationally to provide targeted support, avoiding unnecessary referrals and strengthening continuity

In summary, AHPs form the functional backbone of neighbourhood teams—delivering hands-on rehabilitation, recovery, and preventative care while influencing population health, integration, and pathway efficiency across the NHS neighbourhood model.

GOOD PRACTICE EXAMPLES 
NUTUTRITION OPTIMISATION FOR ADULT CARE HOME PATIENTS
This is a follow-on from the project on Dietetic led ordering of Oral Nutritional Supplements (ONS and involves Dietetic input directly at care home level. The project is currently being piloted in NHSCT. 
The service will provide an opportunity to:
· Improve nutritional outcomes for patients
· Optimise food first and food fortification interventions
· Promote use and compliance with section 9.4 – oral nutrition section of the NI Formulary.
· Utilise a digital health platform to assist with remote monitoring of nutritional support to patients by Dietetic services

WHSCT SLT within Sure Start Programmes
Sure Start is a government programme which provides a range of support services for parents and children under the age of four who live in disadvantaged areas across Northern Ireland. It aims to support parents from pregnancy and to give children the best start in life. 
The local evidence of the need for early speech, language and communication support Speech, language and communication difficulties affect more children and young people in Northern Ireland than any other single condition, and are core impairments for many children with a learning, physical or sensory disability.4 Seven per cent of all children (two in every classroom) have speech, language and communication needs (SLCN), rising to more than 50% of children from socially disadvantaged communities. 
The role and impact of speech and language therapy This section demonstrates the link between speech and language therapy activity and the six high-level Sure Start outcomes (mentioned on page 5) by describing the impact that speech and language therapy provision has upon the child, the parent/caregiver, the Sure Start workforce and the wider community. 
Speech and language therapy activity is set out into four main themes: screening, training, intervention; and public health messaging, and details existing data collection and external evidence sources that can evidence some of the interventions and outcomes. SLTs work with the children, the parents/families, the workforce and the wider community.  SLT deliver against the key Sure Start outcomes
· Being Healthy
· Enjoying learning and achieving 
· Living in safety with stability 
· Living in a society which respects their rights 
· Experiencing economic and environmental wellbeing 
· Contributing positively to community and society

Podiatry Service in WHSCT
The Podiatry Service follows the neighbourhood model of care, focusing on improving health outcomes through accessible, community-based services. By providing timely access to urgent appointments, supporting the management of long-term conditions, and preventing exacerbations and complications, podiatry ensures patients receive care closer to home.
A strong emphasis is placed on prevention, particularly through the Diabetic Foot Screening Programme, which promotes early detection and proactive management of risk. Education initiatives such as DESMOND and falls prevention programmes empower patients to manage their health more effectively and reduce the risk of complications.
Podiatrists use their extended scope of practice to deliver holistic, multidisciplinary care through Enhanced Foot Protection Teams, helping to reduce unplanned hospital admissions, and emergency department attendances. This approach supports shorter hospital stays, improved patient self-management, and sustainable community care.
The service also works actively to address health inequalities by engaging with vulnerable populations, including individuals within the inclusion sector. The WHSCT Podiatry service currently provides clinics in the Labre hub to support the homeless community, and within Magilligan to support the prison population. By developing tailored screening and education programmes, the team promotes prevention, enhances health literacy, and supports equitable access to foot health care across all communities

Orthoptic Service in the WHSCT
The orthoptic service provide clinics in various community settings across the WHSCT area. These settings are suitable for seeing certain client groups, providing care closer to home. Given the rural nature of the WHSCT area this not only supports a patient centred approach but also supports vulnerable communities’ thus helping deliver the neighbourhood vision care offer: accessibility, local, integrated.
Screening and prevention: orthoptists lead in the delivery of the Universal Vision Screening programme across NI. The service is delivered in conjunction with the school nursing service for mainstream school children and is orthoptist delivered for children in a special school setting. Being embedded in a neighbourhood team allows orthoptists to contribute to early intervention pathways.
Multidisciplinary working: orthoptist work across organisational boundaries in health, educational and social care multi-disciplinary teams, attending meetings with stroke, falls and SEN teams.
Reducing hospital burden/managing more care in community: orthoptist support this by managing appropiate eye/visual movement conditions in the community rather than hospital only, supporting liaison between acute/secondary care and community teams.
Population health /addressing inequalities: tailoring orthoptic services in the community helps address this dimension of the neighbourhood model.
Challenges: orthoptist role is frequently less well known compared to that of optometrists and ophthalmologists. Orthoptists need to proactively align themselves with neighbourhood teams to ensure that vision/eye movement dimension is not overlooked.

Physiotherapy Service in the WHSCT
The Physiotherapy service within the WHSCT has clear referral / triage pathways, with specific criteria for when physiotherapy is needed, how it is accessed (GP referral, self- referral, other Healthcare referral etc) and when escalation to more specialised rehabilitation is required. Physiotherapists consider population health initiatives, using data to identify people at risk (eg falls, functional decline, and osteoporosis) within the neighbourhood, proactively intervening rather than only reactive referrals.
With Encompass rollout and now a single electronic health and care record available for all patients in Northern Ireland, shared communication is now available across disciplines so that physiotherapy integrates into the bigger care plan for the patient rather than sitting isolated.
Examples of existing neighbourhood physiotherapy modeling;-
First Contact Practitioner (FCP)  Physiotherapy workforce – Physiotherapists are present in GP practices working alongside GP’s, nurses, social care, community heath teams and the voluntary sector – sharing goals, information and pathways to the attending patients. As the first point of contact for the patient presenting to their GP practice, FCP’s have the ability to assess, diagnose, educate and treat, without the patient attending a hospital for clinic review.
MSK Physiotherapy out – patient services in satellite clinics– services embedded in primary / community setting - rather than referral into the hospital out-patient service only, physiotherapy is available in local clinics so that patients must not always go to the hospital.
Core Community Rehabilitation Physiotherapy services are embedded in primary / community setting - rather than referral into the hospital out-patient service only, physiotherapy is available in in the form of home visits, Nursing Home visits or attendance at the rehab hub (Woodview Assessment clinic), so that patients don’t always go to the hospital.
Core community Physiotherapy focuses on function, prevention and self -management, thus not only treating acute injury, but preventing functional decline, falls, maintaining independance, supporting self-management, and caregiver training. Examples include mobility aids review, walking aids clinics, falls classes offered.
MSK and T&O Exercise practitioners providing delivery of classes / groupwork located in community venues such as Brooke Park, Riversdale Leisure Centre, and offering community- based Physiotherapy services to those patients requiring ongoing rehabilitation for MSK / T&O conditions, and thus not necessitating attendance to hospital settings.
Physiotherapy Paediatric services offering a combination of school assessments and clinic based assessments, thus maximising on community -based assessment / needs of the service users.
Other good examples of Neighbourhood models of care in the WHSCT involving Physiotherapy within an MDT approach include;-
1.  CRT – The Community Respiratory Team – an MDT team, inclusive of physiotherapy providing home-based specialist care to those patients with a diagnosis of COPD or ILD, facilitating an earlier D/C from hospital, preventing an admission to hospital and / or aiding self-management of their long-term condition.
2. H@H - Hospital at Home  - an MDT team, inclusive of physiotherapy, managing a virtual ward of patients in the home environment, treating a wide range of conditions, thus either faciliating either an earlier d/c form the acute setting, of prevenntion of admission iinto one. 
3. Cardiac Rehabilitation Services – an MDT approach, inclusive of physiotherapists and Exercise Practitioners, offering assessment and rehabilitation to those patients who have suffered a cardiac event.
4. Pulmonary Rehabilitation Services - again an MDT approach, inclusive of Physiotherapy input, to provide assessment, rehabilitation and education regarding self management of patients suffering from a long term chronic respiratory disease.
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Occupational Therapy Service in the WHSCT
Occupational Therapy is naturally placed to contribute to neighbourhood models of care because 
1. we work across function, environment and participation so can target independence, return to work, meaningful activity)
2. Are skilled in holistic, person centred assessment, goal setting and linking to community resources- all central to neighbourhood models.
3. Can help shift care upstream (prevention, early intervention, reablement) that neighbour hood models emphasis

WHSCT OT examples
OT led Reablement services  
Care home seating assessments 
Acute Care at home 
Core community OT – Statutory function in relation to housing adaptations
Core Paediatric OT service – early intervention/group work/family support
Intellectual disability OT post in WHSCT - new
Falls preventions OT service 
Recovery mental health service 
New Frailty service with OT based in ED
Community discharge teams based in acute hospitals
Adult learning disability teams
OT in special educational needs schools 
OT led condition management programme
OT Led Neuro rehabilitation in the community
Early intervention autism service – OT led
OT offering local therapy led plastics clinics in the WHSCT
OT Radiotherapy outpatient service 
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