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Nursing Examples – Call for Evidence on Neighbourhood Care


	Brief Description of Initiative
	Partners Involved
	Outcomes & Impact Achieved
	Key Lessons Learned


	
Community Nursing


	Advanced Nurse Practitioner (ANP) led initiative within District Nursing demonstrating advanced clinical practice, early intervention, and autonomous decision‑making. The initiative aims to reduce avoidable hospital admissions, support district nursing teams with complex clinical decision support, and reduce unnecessary GP requests by providing on‑the‑day ANP assessment and management.

	ANP District Nursing; District Nursing Teams; GP Practices
	Reduction in same day GP requests; improved management of complex patients at home; reduced risk of avoidable hospital admission; enhanced clinical confidence and capability among DN staff; improved patient flow and service responsiveness.
	ANP presence significantly enhances district nursing capacity; early assessment prevents escalation; integrated ANP GP collaboration reduces system pressure; embedding ANP roles strengthens neighbourhood‑based care delivery.

	Healthy Living Better OLT Initiative (Una King & Voluntary Sector Stakeholders): A collaborative Healthy Living initiative led by Una King in partnership with voluntary groups, early health‑seeking and community engagement.

	Voluntary & Community Organisations; District Nursing; Community Development
	Increased healthy‑living engagement; improved lifestyle awareness; strengthened cross‑sector collaboration; enhanced community capacity.
	Voluntary sector essential for engagement; early intervention reduces deterioration; consistent messaging improves outcomes; relationships build trust.

	PATIENT Pilot (Improving Communication for Carers of Patients With Dementia)
PATIENT is a collaborative pilot initiative aimed at improving communication pathways for carers supporting patients with dementia. The tool provides structured information-sharing and is piloted by DEEDS.

	ANP District Nursing (Leanne Mc Geady); ANP Rosina Duffy Mental Health; Mental Health Team; DEEDS; Dr Deirdre Harkin
	Improved communication; increased carer confidence; early identification of deterioration; enhanced multi-agency awareness.
	Carers benefit from structured tools; joint working essential; consistency of language important; voluntary sector strengthens support.

	Proactive BP and HR monitoring within chair-based exercise and menopause groups with GP Federation. Three significant findings in first session allowed timely GP follow-up.

	GP Federation; ANP District Nursing; Band 6 DN; Exercise group facilitators; Menopause group leads
	Three early clinical issues identified; increased engagement; strengthened DN visibility; foundation for ongoing screening.
	Community groups ideal for preventive screening; joint working improves accessibility; early wins encourage expansion; ANP presence supports escalation.

	Delivery of frailty education training across District Nursing and wider community staff. Three training sessions aimed at improving recognition, assessment, and early intervention for frail patients to support proactive, community‑based care.

	PHA; ANP District Nursing; Nurse Consultant; District Nursing Coach
	Improved staff confidence in frailty identification; enhanced early intervention; strengthened multidisciplinary understanding; consistent frailty assessment approach.
	Education must be rolled out consistently; MDT collaboration supports shared language; earlier frailty recognition reduces crisis presentations; coaching enhances long‑term embedment.

	A Quality Improvement initiative introducing Palliative Care Key Worker training aimed at improving continuity, coordination, and quality of care for patients with palliative needs. Training delivered by Marie Donnelly, Martina Donaghy, Leeanne Mc Geady, and Una King.

	District Nursing; Palliative Care Teams/Quality improvement TEAM
	Improved clarity of key worker roles; enhanced communication across services; more consistent care planning; improved patient and family experience.
	Clear role definition supports seamless care; joint training enhances shared understanding; early identification of a key worker improves service responsiveness; QI approach supports sustainable change.

	Regional Stoma Care Initiative – Awareness Sessions & Abdominal Training Dummy Programme: Regional initiative improving stoma care awareness through abdominal training dummies for staff, patients and carers.

	Regional Stoma Care Team; District Nursing; Continence Services; Education Dept; Service Users
	Improved stoma care competency; reduced complications; consistent regional training; improved patient experience.
	Simulation improves skills; regional alignment ensures equity; structured education reduces complications; MDT enhances understanding.

	Castlederg Communication Initiative – Palliative Communication Improvement - Castlederg project strengthening communication between palliative patients, families, GPs and DN teams using new communication booklets.

	Lead: Bridget Browne, PCC; District Nursing Castlederg; GP Practices, Palliative Care Teams; Families & Community Support 
	

	



	Improved clarity in care planning; reduced anxiety; better continuity; stronger GP DN collaboration.
	Early booklet use supports planning; regular stakeholder contact builds trust; written info valued.

	
Intermediate Care & Rehabilitation


	CAWT EFIT Team
	SEPUG / RoI / CAWT / SHSCT
	Frailty prevention and impact measures have been developed.
	Plan to include the data of the project on EPIC so data trends can be analysed to support future service delivery and patient outcomes.


	Hospital at Home Service Models
	NIAS / Trusts / GPs / Care Homes
	SPPG outcomes monitored and reported regionally
	Economic analysis data produced to outline cost effectiveness and patient benefits of service delivery model.


	
Cancer Services


	Care of patients in community who have a PICC for cancer treatment
	Rapid Response
	Patients do not need to attend the Cancer Centre at Hospital
	Skilled staff who can support patients with cancer in the community


	Care of patients in the community who require IV antibiotics to facilitate early discharge
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	Rapid Response
	Early discharge from hospital ensures patients can spend quality time with their family
	Skilled staff who can support patients with cancer in the community; working together in partnership
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