
Overview
Almost a year ago the Health Minister published Health and Social Care NI – A Three Year Plan to Stabilise, Reform and Deliver’ setting out his vision to rebalance health and social care delivery and provide more care closer to home.  Reform in primary, social and community care was identified as a key enabler to create capacity within the system to better manage acute and chronic needs, reduce reliance on secondary care and facilitate a preventative approach to health and social care that supports people to stay well for longer. 

Delivering upon this agenda requires a focus on how, where, and by whom care is best delivered and approaches that both mobilise and optimise the impact of existing skills, capacity and assets within Health and Social Care (HSC), Voluntary, Community and Social Enterprise (VCSE) and other place-based organisations. 
It means developing new partnerships and ways of working at neighbourhood level to understand how services can be designed and delivered to best serve communities, based upon their specific needs and reflecting the resources available to them. Recognising that in many cases health outcomes are influenced by social determinants like housing, poverty and social isolation which connected neighbourhood models could be better positioned to address. 
In July 2025 the Health Minister published the Health and Social Care NI Reset Plan
which includes the following commitment to neighbourhood care: 
By March 2026, working with partners we will have developed a new neighbourhood model for primary, community and social care, which will deliver greater levels of care for citizens, including children and families, in their communities, alongside a funding plan to support delivery from April 2026. This model will see Community Pharmacy, GPs and their Federations, Voluntary and Community organisations, Trusts, independent providers, other statutory bodies and Local Government working closely together in formal partnership to provide integrated care. 

The purpose of this call is to seek examples of neighbourhood health initiatives from
across Northern Ireland, to gather evidence about the partnerships they involve, the
impact achieved and capture lessons learned to inform future policy, planning and
practice. The information collected will be included in a compendium of neighbourhood practice that will be published on the Department of Health’s website.

For this call we are interested in examples of neighbourhood initiatives working at different scales and invite examples serving geographical areas or communities with populations ranging from less than 10,000 up to 50,000+ people.

Neighbourhood Models of Care
Neighbourhood models of care aim to enhance the coordination of health and social care, community care and other services at a local level for better health outcomes, reducing duplication and improving access with a patient centred focus. Neighbourhoods involve alliances of service providers which may include combinations of primary, community and social care, VCSE, Trusts, independent sector, other statutory bodies, and local government. Neighbourhood models enable providers to come together, to improve how services are delivered, with a common or aligned purpose that can impact on:
1. Improved Health Outcomes
· Reliable access for same-day urgent care. 
· Better management of long-term conditions through whole system collaboration and more care closer to home.
· A focus on preventative healthcare, earlier detection of illness. 
· Higher uptake of vaccination and screening programmes.
· A focus on harm reduction and avoidance.
1. Greater Patient and Carer Satisfaction
· People feel listened to and receive coordinated care that is respectful of their preferences.
2. Reduced GP referrals, unplanned Hospital Admissions, GP Out of Hours (OOH) and Emergency Department (ED) Use
· More care delivered in the community, fewer crises, shorter hospital stays.
· More care provided in working hours, reducing pressure on OOH and ED services.
3. More Efficient and Sustainable Use of Resources
· Less duplication in services and roles, fewer gaps in care, better value for money.
· Reduced use of resources like medicines and diagnostics.
· Invest to save approaches with cost savings channelled back into growth. 
· A focus on reducing waste, lowering environmental impact and making green choices. 
4. Stronger Community Resilience
· Empowered communities and individuals engaged in health and wellbeing.
· Holistic approaches to tackling health inequalities.
· Boost the local workforce by supporting individuals into employment and catalysing local economic regeneration.

Why your views matter
The Department of Health welcomes your input to the development of a Northern Ireland Neighbourhood Model of Care through this Call for Evidence. We invite you share your experience of approaches that have brought alliances of service providers together in response to a specific need within a neighbourhood here.
We would like to hear from organisations, individuals and researchers who have led or been involved in these initiatives, including those from primary, community and social care, VCSE, Trusts, independent sector, other statutory bodies and local government. 

Closes 18 Nov 2025
Opened 8 Oct 2025

Contact
neighbourhoodprogramme@health-ni.gov.uk
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Call for Evidence - Northern Ireland Neighbourhood Model of Care


Section 1: Respondent Information
This section gathers background information about you or your organisation, including your role, sector, and geographical reach. It will help us to understand the context of your feedback.

1. In what capacity are you responding to this Call for Evidence?
Please select all that apply
☒       	Service user 
☒       Primary Care General Practice
☒       Primary Care Community Pharmacy
☐       Primary Care Dentist
☐       Primary Care Optometrist
☐       Community Care Nursing
☐       Community Care AHP
☐       Community Care Social Care
☐       Social care
☒       Voluntary, Community, Social Enterprise  
☒       Health & Social Care Trust HSC  
☐       Independent Care Provider
☒       Local Government 
☐       Other Statutory Body 
☐       Trade union 
☐       Regulatory authority 
☐       Professional body 
☐       Advocacy organisation
☐       Academic body
☐       Another NICS Department 
☐       Arms Length Body 
☒       Other (please specify below)

Carer representation has also been involved.
	 

2. Name and details of organisation (if applicable).

Shadow Southern Area Integrated Partnership Board 






Section 2: Sharing Best Practice

Information about the initiative

3. Name of initiative/projects

The Shadow Southern AIPB which is coterminous with the Southern Trust geography and has been operating in Shadow form from September 2024, identified 3 priority areas of focus and have set up Task & Finish groups to take forward each project.
 
1. Development of a Frailty/Ageing Well Hub
2. Heart Failure Project
3. Prevention & Early Intervention in Mental Health

4. Is the initiative/project currently active or when did it run?
Please select only one item
☒       	Yes, active now.
☐       	No longer active (please specify below)
Each of the 3 projects are at different stages. 
The Task & Finish Group for the development of the Frailty/Ageing Well Hub is at advanced stages with an identified population cohort of c.700 moderately frail patients. The Heart Failure Project has an established Task & Finish, currently scoping options to deliver 1) a Targeted GP Programme maximising the resource of the Virtual Heart Failure Clinic, specifically in areas of limited engagement or 2) Dedicated Community Heart Failure Hubs. The Mental Health Task & Finish is only recently established and aims to deliver on the key actions of the Regional Prevention & Early Intervention Group at a locality level.
Please select only one item
☒       	Ran within the last 5 years since 2020. 
☐       	Ran within the last 10 years since 2015. 
☐       	Ran more than 10 years ago.

5. Please provide a summary of the initiative or project to include aims and objectives, the partners involved, how the project was funded, its delivery and outcomes.




Frailty and Ageing Well Hub

Aim: A Frailty Task & Finish Group has been established from July 2025 on behalf of the Shadow Southern AIPB to lead on the improvement of health and wellbeing of older people identified as “moderately” frail in the southern area by:

· reducing health inequalities with emphasis on; 
· Identifying individuals with “moderate frailty” in general practice through use of the Electronic Frailty Index (eFI), 
· Maximising awareness in the population, among staff working in the HSC and AIPB partners of the wide range of existing programmes aimed at encouraging and supporting behaviours which enable healthy ageing and 
· Exploring the potential to establish a pilot Ageing Well Hub. 

Objectives: The Frailty Task & Finish Group key actions are to: 

· [bookmark: _Hlk207784208]Identify a locality/s to test the concept
· Identify target group/s within the local population
· Agree an approach to identify people with moderate frailty within the identified locality.
· Scope the current statutory, primary care and community and voluntary sector provision within the targeted locality/s
· Development of an Ageing Well Hub which will include:
· MDT Assessment
· Advice and guidance on self-management 
· Sign posting to local or online resources

Partners: The Task & Finish Group includes 20 active members and is co-chaired by Dr Rodney Patterson & Sheelin McKeagney, 4 GP Practices, Service User, Carer and C&V sector representatives, 3 Council Areas Age Friendly Officers, Trust Service Leads, Trust Quality Improvement Team, Trust Access & Info Team and PHA Frailty Network

Funding: No funding source has been identified to support the work of the AIPBs.  Progress to date has been on the basis of collaborative working of all partners and good will. 

Progress To Date: 
· 4 GP Practices have been involved in the project to date, in the identification of moderately frail patients > 65 years through application of the Electronic Frailty Index eFI (2). The practices involved include 2 Trust managed practices in 2 rural localities ie Mullghabawn and Kilkeel, and 2 urban GP owned practices in Craigavon (Arbour Family Practice Brownlow Health Centre) and Lurgan (Lurgan Medical Centre).
It should be noted that this project is testing the concept for the “Big Discussion” workstream ie
“Improving the whole system approach to managing and meeting the care needs of the elderly and those living with frailty through: 
· Identification and risk stratification of frailty in over 65’s in a consistent and system wide approach across the HSC.
· Use of a consistent and agreed frailty assessment tool across the HSC. 
· Increased training across the HSC and Primary Care workforce
· Quantified the population of >65 who are Moderately Frail – the 4 practices have quantified and validated their moderately frail >65 years population cohort which has resulted in c 700 patients. 

· Medication Reviews – the next step is to carry out medication reviews for c700 patients prior to referral to the Ageing Well Hub. MOIC have engaged with the Task & Finish Group to deliver training for the GP practice-based pharmacists/locum pharmacists who will carry out medication reviews based on the iSIMPATHY methodology, which demonstrates significant benefits such as QALYs, reduction in unplanned hospital admissions due to adverse drug reactions, direct medicine cost savings and improved appropriateness of medicine. GP Practices have indicated that there is not capacity within primary care to deliver the medication reviews and pharmacy backfill will be required. This resource has been costed at approx. £35k and has been secured through slippage. 

· Directory Of Services – initial scoping of services within the identified 4 localities has already been undertaken through the SHSCT’s Directory of Services, with next steps for C&V partners to help identify gaps in service provision.

	
Heart Failure Task & Finish Group

Aim: A Heart Failure Task & Finish Group has been established from September 2025 on behalf of the Shadow Southern AIPB to lead on identifying and prioritising areas for early intervention for heart failure patients and potential test site development.

Objectives: The Heart Failure Task & Finish Group key actions: 

· Heart Failure Deep Dive - Develop a “deep dive” evidence-based review of heart failure prevalence, trends and in equalities across the Southern Trust area from 2020/21 to 2024/25.
· Highlight socioeconomic and geographical inequalities using evidence-based data and projections, highlighting potential test sites based on data.
· Review of engagement levels of Primary Care with the existing HF Virtual Clinic
· Engagement with external partners for potential funding opportunities eg Pharmaceutical industry.
· Develop an options paper to explore:
· Targeted GP Programme - Virtual Heart Failure Clinic, specifically in areas of limited engagement.
· Dedicated Community Heart Failure Hubs – via Community Planning HWB events

Partners: The Task & Finish Group includes 8 active members and is co-chaired by partnership board member and service user, Nicole McKelvie (Chair of Heart Failure Warriors), Dr Patricia Campbell, Regional Lead HF, Edith Donnelly, HF Nurse, Carer, Council Representatives, Trust, PHA and SPPG representatives.

Funding: No funding source has been identified to support the work of the AIPBs.  Progress to date has been on the basis of collaborative working of all partners and good will. 

Progress To Date:  

· A Heart Failure “Deep Dive” data review – this has been completed and presents a detailed picture of heart failure prevalence and trends across DEAs and GP Federations, within the Southern Trust area. The report integrates data population health, hospital admissions and prevalence registers to show recent or emerging patters. 

· Key Findings include:

· Heart failure prevalence in the SHSCT has increased by 30.5% in the past five year, exceeding the Northern Ireland (NI) average increase of 20.2%.
· Armagh, Lagan River and Banbridge are the DEAs with the highest prevalence.
· Substantial variation across DEAs, with some areas experiencing rapid growth (Lagan River +46.7%).
· Some DEAs (Torrent and Cusher) show below-average prevalence but have experienced rapid growth, indicating possible emerging risk.
· Lagan River DEA despite its high heart failure burden, has the highest life expectancy in SHSCT. This may suggest better disease management or access to care.
· Newry DEA has the lowest life expectancy and faces compounded risks due to deprivation and multimorbidity.
· Hospital admission data shows that 87% of heart failure diagnoses are secondary, highlighting the complexity of patients.
· The 75-84 age group accounts for the majority of admissions, but a growing burden in the 50-64 age group is emerging as a key target for early diagnosis.
· Deprivation strongly correlates with premature mortality, hospital admissions and risk factor burden.

· Potential test sites to be further investigated:
· Prioritise early intervention in high prevalence and high deprivation areas (e.g. Newry, Lurgan or Portadown)
· Monitor areas with rapid growth or emerging inequality (e.g Torrent, Slieve Gullion).
· Leverage areas like Lagan River to identify protective factors supporting positive outcomes.

· Next Steps – this includes the development of an options paper considering the benefits and outcomes of both options, proposed localities and the potential to test the concept and roll out across the southern area.  



Geographic and Population Coverage

6. What was the location of the initiative/project
Please select all that apply
☒       	Town or City
☒       	Rural

· The Frailty/ Ageing Well Hub identified 4 GP practices to test the concept. The practices involved include 2 Trust managed practices in 2 rural localities ie Mullghabawn and Kilkeel, and 2 urban GP owned practices in Craigavon (Arbour Family Practice Brownlow Health Centre) and Lurgan (Lurgan Medical Centre).

· The Heart Failure Task & Finish Group is currently reviewing a number of localities to prioritise early intervention in high prevalence and high deprivation areas but also  areas with rapid growth or emerging inequality which are both rural and urban areas

7. What Health and Social Care Trust Area was it located in? Please select all that apply.

[image: A map of Northern Ireland's Helth and Social Care Trusts]
Please select all that apply
☐       	Belfast
☐       	South Eastern
☐       	Northern
☒       	Southern
☐       	Western





8. Size of population service by the initiative
Please select all that apply
☐       	Less than 10,000
☒       	10,000 – 30,000
☐       	30,000 – 50,000
☐       	More than 50,000

9. Target population
Please select all that apply
☐       	Children, young people, and families
☒       	Older people
☒       	People with long term conditions
☐       	People with cancer
☒       	People with mental health needs
☐       	Whole community
☐       	Other (please specify below)
	






Service Providers and Partnerships

10. What sectors best describe the organisations involved, tick all that apply.
Please select all that apply
☒       	Primary Care General Practice
☒       	Primary Care Community Pharmacy
☐       	Primary Care Dentist
☐       	Primary Care Optometrist
☐       	Community Care Nursing
☐       	Community Care Allied Health Professional
☐       	Community Care Social Care
☐       	Social care
☒       	Voluntary, Community, Social Enterprise  
☒       	Health & Social Care Trust HSC  
☐       	Independent Care Provider
☒       	Local Government 
☒       	Other Statutory Body
☒       	Other (please specify below)
· Service User
· Carer
· Chair of Heart Failure Warriors
· Lead of PHA Frailty Network
· Co-Chair Area Mental Health Collaborative


11. Was there an anchor or lead organisation?
Please select only one item
☒       	Yes (please name below)
☐       	No 
The Southern AIPB is co-chaired by Steve Spoerry, Interim SHSCT Chief Executive and Dr Rodney Patterson, General Practice (GP Federation)  


12. What type of collaboration or partnership model was involved?
Please select all that apply
☐       	Informal agreement between providers
☒       	Formal HSC managed collaboration 
☐       	Single provider collaborations e.g. GP Federations
☐       	VCSE led model
☒       	Statutory body led
☐       	Other (please provide details below)


13. How was the initiative funded?
Please select all that apply
☐       	Funded by HSC
☐       	Funded by VCSE
☐       	Research or innovation fund
☐       	Charity
☐       	Social Finance
☐       	A mixed model (please provide details below)
☒       	Other (please provide details below)
Non-Funded 




Purpose and Activities

14. Main purpose of the initiative
Please select all that apply
☒       	Improving health outcomes
☒       	Greater patient and/or carer satisfaction
☒       	More efficient & sustainable use of resources
☒       	Stronger community resilience
☒       	Reducing health inequalities
☐       	Other (please specify below)
	


15. What were the key activities delivered? Please list and briefly describe.

The key activities delivered has been described under Section 2: Sharing Best Practice and in response to Question 5.

Outcomes and Impact

16. What outcomes have been achieved?
Please select all that apply
☐       	Improved health outcomes 
☐       	Increased access to services in the community
☐       	Reduced GP referrals to secondary care
☐       	Reduced unplanned hospital admissions
☐       	Reduced GP Out of Hours use
☐       	Reduced Emergency Department use.
☐       	Improved service user satisfaction.
☐       	More efficient & sustainable use of resources
☐       	Improved health literacy.
☒       	Other (please specify below)
The aim of the AIPB and identified priority areas will address most, if not all of the of the outcomes. 

17. How have these outcomes been measured or evidenced?
Please select only one item
☐       	A formal structured approach to evaluation which is available to share (please upload at Section 3)
☐       	An informal evaluation e.g. local data monitoring, surveys, case studies (please attached a short summary, if available, at Section 3)
☒       	Outcomes not measured or evidenced.



Both projects are ongoing and whilst progress has been made outcomes have not yet been achieved.  

The proposal to develop a Frailty / Ageing Well Hub has been driven by expert advice and recommendations around potential actions for improvement. The 2023 British Geriatric Society (BGS) Report Joining the dots: A blueprint for preventing and managing frailty in older people | British Geriatrics Society (bgs.org.uk)), states that “Frailty is a distinctive health state related to the ageing process in which multiple body systems gradually lose their in-built reserves. Around 10 per cent of people aged over 65 years have frailty, rising to between a quarter and a half of those aged over 85.” It also states “that frailty is not an inevitable part of ageing, and putting in place measures to slow its onset or progression should be a priority” and “that prevention and reversal of frailty enables people to live independently for longer and helps to reduce demand for emergency care and long-term support”. 


See attached under Section 4 the proposal developed by the Southern Test AIPB for more detail.

Lessons learned

18. What worked well in this initiative?

Both the Frailty/ Ageing Well Hub and Heart Failure projects are progressing well, building on the recommendations of the evaluation of the work of the TEST AIPB and willingness of all partners to make a change that will have an impact on their local population. Members believe these projects are already demonstrating the components of collaborative working of a neighbourhood model.  

19. What challenges or barriers were encountered?

Current barriers include the need for projects across all Task & Finish Groups to be resourced. Ability to pump-prime proof of concept initiatives is important as this consolidates the buy-in of partnership members who have supported this work through their own internal resources. These projects have progressed on the basis of the “good will” of partners eg use of the eFI tool in GPs and validation of lists. However, there is a requirement for funding for pharmacy backfill to ensure medication reviews using the ISIMPATHY methodology can be carried out in GP practices.  Fortunately,  non-recurrent resources of £35k has been sourced to ensure this key enabler can be taken forward. 


20. What lessons could be applied to a neighbourhood model of care in Northern Ireland?

[bookmark: _GoBack]Over the past number of months, the Department of Health has been hosting “The Big Discussion”, to tackle winter pressures with an emphasises on improving patient flow and addressing systemic challenges in hospitals. Its focus has been the older population with workstreams focusing on a number of objectives that the AIPB Frailty / Ageing Well Hub aims to deliver on, at a locality level. It is testing the concept for this regional direction.  

The Heart Failure Project is also planning to test the concept of regional direction through early intervention of patients diagnose with heart failure and providing opportunities to improve health literacy at a locality level, where data indicates high prevalence.      

Early outcomes of the projects are indicating that an agreed approach to provide services to support general practice through extending the role of MDTs, practice-based pharmacists, and social prescribers outreaching to community and voluntary sectors and in reaching to GP practices. 







Section 4: Any additional information

Should you have any further information you would like to share, please detail below:

Frailty Proposal and Heart Failure Deep Dive Data has been uploaded for additional information.





Privacy notice
Data Controller Name: Department of Health (DoH)
Address: Castle Buildings, Stormont, BELFAST, BT4 3SG
Email: DPO@health-ni.gov.uk
Being transparent and providing accessible information to individuals about how we may use personal data is a key element of the Data Protection Act (DPA) and the UK General Data Protection Regulation (UK GDPR).  The Department of Health (DoH) is committed to building trust and confidence in our ability to process your personal information and protect your privacy.

Purpose for processing 
While we are not seeking to process personal data as part of this consultation and would encourage you to be mindful of the information you disclose as part of your responses, if you disclose any personal data we will ensure we process this according to the requirements of Data Protection law.   We will process any data provided in response to consultations for the purpose of informing the development of our policy, guidance, or other regulatory work in the subject area of the request for views.  We will publish a summary of the consultation responses and, in some cases, the responses themselves but these will not contain any personal data.  We will not publish the names or contact details of respondents but will include the names of organisations responding.
If you have indicated that you would be interested in contributing to further Departmental work on the subject matter covered by the consultation, then we might process your contact details to get in touch with you.

Lawful basis for processing 
The lawful basis we are relying on to process your personal data is Article 6(1)(e) of the UK GDPR, which allows us to process personal data when this is necessary for the performance of our public tasks in our capacity as a Government Department.
We will only process any special category personal data you provide, which reveals racial or ethnic origin, political opinions, religious belief, health or sexual life/orientation when it is necessary for reasons of substantial public interest under Article 9(2)(g) of the UK GDPR, in the exercise of the function of the department, and to monitor equality.

How will your information be used and shared
We process the information internally for the above stated purpose.  We don't intend to share your personal data with any third party.  Any specific requests from a third party for us to share your personal data with them will be dealt with in accordance with the provisions of the data protection laws. 

How long will we keep your information
We will retain consultation response information until our work on the subject matter of the consultation is complete, and in line with the Department’s approved Retention and Disposal Schedule Good Management, Good Records (GMGR).

What are your rights?
· You have the right to obtain confirmation that your data is being processed, and access to your personal data
· You are entitled to have personal data rectified if it is inaccurate or incomplete
· You have a right to have personal data erased and to prevent processing, in specific circumstances 
· You have the right to ‘block’ or suppress processing of personal data, in specific circumstances
· You have the right to data portability, in specific circumstances
· You have the right to object to the processing, in specific circumstances
· You have rights in relation to automated decision making and profiling.

How to complain if you are not happy with how we process your personal information
If you wish to request access, object or raise a complaint about how we have handled your data, you can contact our Data Protection Officer using the details above.
If you are not satisfied with our response or believe we are not processing your personal data in accordance with the law, you can complain to the Information Commissioner at:
Information Commissioner’s Office  
Wycliffe House  
Water Lane  
Wilmslow  
Cheshire SK9 5AF 
ICO Complaints Form
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