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Our Approach
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HISTORY OF CHANGES
Old version

number

Significant changes

Telford & Wrekin
COUNCIL

Telford and Wrekin
Clinical Commissioning Group

New version number
2

REVISED STANDARD OPERATING PROCEDURE (SOF)

SOP title Programme Neighbourhood Working F

SOP number SC1

Version number 2

R ible individual Ruth Emery - hood Working Programme M.

Author(s) Ruth Emery - hood Working Programme

Date approved by Programme Steering Group

Date issued July 2017

Review date June 2018

Target audience All staff at CCG and Local Authority invelved in Neighbourhood Working
Programme

Telford and Wrekin Neighbourhood Working Programme Reporting Structure
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How Does It Fit?
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Building tomorrow’s future today
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Strategy
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futurefit

shaping healthcare together




The Journey So Far....

\Watkin
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The
Children’s
Society

CORS

sel-management
coaching programme

From June 2017 we will be running
6 COPD self-management programmes across Telford.
1 Runbyqualified | 2 Includestelephone : 3 Focuson

professionals coaching and behaviour change
group workshops



Example 1: Branches




Example 2: Community Prescribing

Reducing Isolation
and improving

(d1(r{-; -8 Telford & wellbeing
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Advice &
support to
address debt,
housing, benefit
& legal issues

Improving
physical &
mental health




Example 3: Diabetes
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e New Three Tiered model

546 more people have achieved all three target values and are now at
reduced risk of diabetes related complications, for example amputations.


http://www.google.co.uk/url?sa=i&rct=j&q=&esrc=s&source=images&cd=&cad=rja&uact=8&ved=0ahUKEwjekf-Uq8XWAhXF8RQKHcpfAFoQjRwIBw&url=http://www.netdoctor.co.uk/conditions/diabetes/a826/diabetes-overview/&psig=AFQjCNGifIggxBaCVaJ6lB4csGWZClOIPQ&ust=1506600667560486
http://www.google.co.uk/url?sa=i&rct=j&q=&esrc=s&source=images&cd=&cad=rja&uact=8&ved=0ahUKEwjekf-Uq8XWAhXF8RQKHcpfAFoQjRwIBw&url=http://www.netdoctor.co.uk/conditions/diabetes/a826/diabetes-overview/&psig=AFQjCNGifIggxBaCVaJ6lB4csGWZClOIPQ&ust=1506600667560486

Case Study
John, 39 years old

John*, 39, was referred into service after several admissions into SaTH for Diabetic
Ketoacidosis. The gentleman had Type 1 Diabetes since his teens and had been poorly
managed. During the 6 months leading up to his referral he had been admitted to
SaTH 8 times in DKA.

John lived in a Nursing Home and relied on the nursing staff to give him his insulin,
which had been written up in conjunction from consultant/GP. When the team first
met John, his insulin regime was “completely inappropriate” resulting in multiple
problems, and he was being fed by a peg tube.

When the team became involved, they changed his background insulin to a more
appropriate one, but more importantly, taught John to give his QA insulin in
conjunction with a dose advising meter, and empowered Rob to take control of his
Diabetes. Within 6 months, Rob had not had 1 admission with DKA, he was able to
tolerate a normal diet, his PEG had been removed, and he became fit enough to
undergo a pancreas/kidney transplant. John is now living an independent life in his

own home.
*Patient name changed for privacy purposes



Some other outcomes achieved
so far....

* Health Champions - 27 new volunteers have been recruited

* MECC Training — Making Every Contact Count Training has been delivered to 50
staff with a further 100 scheduled this month

* Respiratory — 15 patients have been identified in the area who are the most at
risk of unplanned admission to hospital; these patients have since commenced a
course for self-management.

* Diabetes —improvement in patient outcomes has been achieved

* Hypertension — An increase in the number of individuals being screened and
identified is currently being achieved

 Dementia — Named consultant psychiatrist now linked to each Neighbourhood

* Branches

e C(Citizens Advice - outcomes achieved include an estimated £15,200 in welfare
benefit gains

e Cancer Detection — 2 pilots have taken places with practices, both achieved an
increase in screening for bowel cancer.

e Reduction in demand on social care



What Next?
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: High-Tech Secondary
“ Diagnostics Care

e Estates Planning

Adapted from: http://www.napc.co.uk/primary-care-home

e Communications and Engagement



