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	Director:
	Dr Maura O Neill


	Topic:
	Developing a Primary Care Neighbourhood Network


	Description:
	The Trust have already in place a Neighbourhood Network Model that continues to be developed with our Trust Managed GP Practices at the centre.

Work is well underway to develop an integrated approach to a neighbourhood delivery model with particular reference to our growing older people demographic.  This has involved a focus on the Tyrone & Fermanagh area where we have a unique Primary Care infrastructure, a neighbourhood community nursing/service model and good partnership working with our community & Voluntary sector.

Below outlines examples of the 5 building blocks on which this new neighbourhood model has been developed across Primary and Community Services.

This work continues to be developed.     



	DoH/SPPG Contact:
	






1. Trust Managed GP Practices in Tyrone & Fermanagh Area
The Western HSC Trust are the only Trust with Management of 5 Gp Practices.  This has enabled the development of a neighbourhood network model of care for the Community & Older People’s Services in the Southern Sector of the Trust.  
In July 2022 the Western Health & Social Care Trust became contract provider for Dromore & Trillick GP Practice.  Since this date the Trust has become contract holder for 2 other GP Practices in the Fermanagh and Tyrone area – Fintona and Brookeborough & Tempo with all 5 premises as displayed on the map below.
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The Trust has stabilised these GP Practices and appointed 8 Salaried GPs to work in Fintona and Brookeborough & Tempo Primary Care Teams.  Over the past 6 months the Trust has been developing these Practices into a Primary Care network delivering services for the local communities. Below outlines a number of these initiatives.

· Women’s Health Clinic
A women’s health clinic has been established in the Fintona Surgery to provide women’s health services out to all 3 GP Practices.  The Service aims to complement the care GPs provide by offering specialist services in:  
· Menopause and peri-menopause management, 
· Contraceptive procedures (including IUD and Implant insertion and removal), 
· Pelvic health including pessary clinics.

· Medical oversight of Residents in Nursing Home
Brookeborough & Tempo Primary Care Team have a number of patients registered who reside in a local Nursing Home.  The Practice GP and Pharmacist has undertaken a clinical review including medication review of all their patients.  A treatment/care plan has been developed which includes reference to DNAR and end of life wishes.  This information is saved to the Patients record in the Practice.  Following the clinical review, the GP will undertake regular reviews of these residents (similar to a Ward round).  This is with a view to early identification of a resident becoming unwell and managing their health needs in the Care Home where it is safe to do so.  It is expected that this will avoid unnecessary attendances at ED.  The GP also now works closely with a range of Trust services in treating patients including Hospital @ Home Team, Rapid Response Nursing Team and District Nursing Team.

· Lipid Management in Primary Care
This is a project which has been established in partnership with Professor Monica Monaghan, Consultant Cardiologist, SWAH and the 3 GP Practices.  The GP Partner and the Trust Lead Pharmacist are leading the project for GP Practices.  The focus is on lipid management of patients with secondary cardiovascular risks and is already in place in Dromore & Trillick GP Practice with a plan to implement in Fintona and Brookeborough & Tempo GP Practices.

· Improving management of UTI’s.  
Normally GP Practices do not permit patients to leave urine samples for testing without a request from a GP.  This has been identified as a need in all the Practices by our patients.  A protocol has been developed which encourages patients to leave off urine samples with guidelines now in place to support practice nurses and clinicians.  This service aims to identify patient’s symptoms early before they become unwell and require attendance at ED.

· Accessibility
Patients’ access to the service is very important to us and many surveys have been carried out with patients on their needs.  All practices remain open during lunchtime and do not close a half day during the week.

· Links with the Community & Voluntary Sector
When the Western Trust was requested/required to take management of Dromore and Trillick GP Practice in July 22, the Trust asked for a MDT social worker role – this was ahead of the formal roll out of PC MDT to the South West GP Federation area.  Amongst the work on social inclusion, an over 50’s social club has been established and runs various social and health improvement initiatives throughout the year.  

· Future Plans for Neighbourhood Network for all 3 practices
· Establish a Frailty Health Clinic with involvement from the older person Trust Consultant Pharmacist and General Practice staff.
· Establish a Dermatology clinic in Trillick for all patients.
· Establish a Specialist Service for the management of patients with Type 2 Diabetes alongside the Trust Community Diabetic Team.
· Provide interventions to patients who are at high risk of developing Type 2 Diabetes in consultation with, Practice Social Worker, and C&V Sector.
· Maximise opportunities for salaried Gps to inreach into H@H and others




2. Multidisciplinary Teams (Derry GP Federation example)
There are currently a number of community development projects, supported and hosted by GP based Social Work Team, operating in alignment with neighbourhood-level partnerships that design and deliver services tailored to the specific needs and available resources with Derry, Strabane – Western Rural, Limavady and the surrounding areas. These initiatives aim to enhance health outcomes by addressing the social determinants of health and promoting a preventative approach to health and social care. By supporting individuals to maintain wellbeing over the long term, the projects contribute to more sustainable community health. They also consider the optimal methods, settings and stakeholders through which care is delivered, ensuring that existing skills, capacities, and assets are effectively utilised to maximise impact. 
· Fibromyalgia Support Group
· Functional Neurological Disorder Support Group
· Community Cuppa 
· Chat Tea Train / Chat Tea Ball / Chat tea Bingo Loco
· Living Alongside Grief
· Vintage Exchange
· Menopause Events 
· Strong Through Song
· Me Programme 
· Carers Support Hub 
· Walking Groups 
· Managing Sleep
· Nurturing Courage
· CBT Group Work 
· Chair Based Exercise Group 
· Men’s Social Café

3. Example of an Initiative in partnership
· Frailty Services
In addition to the work within the Trust Managed GP Practices outlined above the Trust are delivering the CAWT Early Frailty Intervention Project (EFIP).  The overall objective of this project is to intervene earlier in order to help lessen the projected increase in pressures on our HSC services as a result of the ageing population. By using an Outcomes Framework and project logic model the project will establish a new jointly developed Cross Border community-based Early Intervention Frailty infrastructure, to identify people living with/at risk of developing frailty earlier and jointly deliver early/preventative interventions within their local community to help slow down or reverse the process. Statutory partners, working collaboratively, will provide clinical support and episodes of health and social care to older people living with/at risk of developing frailty. 

The EFIP Programme has four key pillars of implementation: 
· Frailty Assessment which includes 1:1 appointment with a client and EFIP specialist 
· Frailty Screening (heel scan, grip strength and timed ’up and go‘) will include 1:1 session(s) with a specialist health professional e.g. nurse/physiotherapist 
· Frailty Education programmes delivered in accessible community settings (face-to-face/online) by specialist staff 
· Hybrid Community Coordination sessions (face-to-face/online) 

The Western Trust CAWT Early Frailty Intervention Project will employ eight staff to deliver interventions to a minimum of 2,200 individuals within the WHSCT Area. The Frailty Project will have 2 hub locations in WHSCT area, 1 in Derry and 1 in Omagh accommodated in partnership with our local councils.  

4. Enhancing Community Nursing
Community Nursing leads are currently progressing the realignment of the Rapid Response Nursing Service and District Nursing Service to operate as one Community nursing service. This change process will agree a reformed model of service based on evidence, which will effectively support current and future service and population need.
Benefits will include extended service delivery hours, improved capacity and equitable access for the western area urban and rural geography. The revised model will also focus on enhanced skills and training for the wider community-nursing workforce to optimise and improve patient’s outcomes, enhanced quality of care, continuity and ensuring more patients can be maintained and managed at home/ in their community.




5. Support for Carers
The western Trust have a well established Carers support team and a carers steering group which brings together Trust staff, unpaid/informal carers and a representative for young carers to ensure their voices are heard and their needs included in the all aspects of Western Trust business. 

The carers support team in the Western Trust have recently held evening events in Irvinestown and Fermanagh. These events were planned to support carers who only have free time in the evenings either due to their caring work or work commitments. Partnership working with the local healthy living centre/council facility, community pharmacist and community & voluntary organisations led to 2 meaningful evenings spent with carers.  New partnerships and connections have been made and are being developed.  

The Carers Support Team in conjunction with the GP Federation SW team facilitate 3 monthly carers hubs throughout the Trust area.  There is a fourth carers hub in Limavady run solely by the GP Federation social work team. At each hub, we have a workshop where guest speakers or facilitators attend to give carers information or support that they have specifically asked for. Trust social care staff are also in attendance to provide support and advice. Carers feedback has been extremely positive. In addition, there are 3 walking groups facilitated by the carers support team.  The walks take place each week and are an excellent source of support for carers with one carer saying Thursday is like a holiday to her, she looks forward to it so much.  The support from other carers who are travelling the same road is invaluable. Unpaid carers alongside Barnardos form a vital part of our Western Trust Carers Steering Group. Their expertise and advice help shape our strategic direction and contribute to service improvements.  
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