[image: A logo for a clinic

AI-generated content may be incorrect.]


SW Clinical Senate Council Meeting
How are we going to implement “Neighbourhood Health” in the South West, given our rural and coastal communities?

Thursday 25 September 2025
Virtual MS Teams Meeting
Chair: Dr Marion Andrews-Evans BEM

Attendees:
Chair: Dr Marion Andrews-Evans BEM (MAE)		South West Clinical Senate Chair
Minutes: Tasha Ficarotta (TF)				Clinical Senate Project Support, NHS England South West
Dr Mary Backhouse (MB)					GP, North Somerset
Beccy Baird (BB) (Guest Speaker)			The Kings Fund
Fiona Baldwin (FB)						Assistant Director Clinical Programmes / Networks, NHS England South West 
Dr Clare Barlow (CB)					Consultant Medical Oncologist, Somerset Foundation Trust
Karen Burton (KB) (Guest Speaker)			Deputy Director of Primary and Community Development, NHS England South West	
Marie Crofts (MC)						Chief Nursing Officer, NHS Gloucestershire ICB
Bruce Daniel	(BD)						Head of Pathology, NHS England, South West Region
Dr Peter Davis (PD)						Consultant Paediatric Intensivist, University Hospitals Bristol and Weston Foundation Trust
Kevin Dixon (KD)						Chair of Healthwatch Devon, Plymouth, Torbay / Citizens’ Assembly Representative
Dr Geeta Iyer (GI)						Deputy Chief Medical Officer, BNSSG ICB
Hannah Little (HL)						Assistant Chief Nursing Officer. North Bristol Trust
Zita Martinez (ZM)						Director of Midwifery and Neonates, Royal United Hospitals Bath
Nick Pennell (NP)						Citizens’ Assembly Representative
Prof. Maggie Rae (MR)					Deputy Director of Public Health, NHS England South West	
Vicky Rasey (VR)						Co-ordinator for SW Regional Improvement and Innovation Alliance
Debbie Rigby (DR)						Chair of the Citizens’ Assembly
Lynn Sawyer (LD)						Deputy Chief AHP, North Bristol Trust
Prof. Parag Singhal (PS)					Consultant General Medicine, Diabetes and Endocrinology, University Hospitals Bristol 									and Weston Foundation Trust
Richard Walters (RW)					Physiotherapist, University Hospitals Plymouth
Rebecca Whitting (RWH)					Portfolio Director for Implementation, Health Innovation South West
Dr Peter Wright (PWR)					Director of Healthcare Science and Technology, University Hospitals Plymouth NHS Trust
Julie Zatman-Symonds (JZS)				Deputy Chief Nurse, Gloucestershire ICB
	No
	Item

	1.
	Welcome and Introductions

MAE outlined the central theme of the meeting: exploring how neighbourhood health services could be effectively implemented across the South West region. She acknowledged that while many existing models are based in urban centres such as Birmingham and London, the South West presents a unique challenge due to its predominantly rural and coastal population. The discussion would therefore focus on how to adapt and innovate within this context.

MAE explained that there has been no new national publication regarding the future of Clinical Senates, with only a lightweight document on the model region that did not mention Clinical Senates. The group will continue its work proactively until further notice, collaborating as one of nine national Clinical Senates.

Several collaborative documents have recently been developed to raise the profile of Clinical Senates, , including a slide deck on clinical leadership and a comprehensive report outlining the benefits and cost-effectiveness of Clinical Senates, which has been submitted to NHS England.

MAE discussed the opportunities for resident doctors and other clinical trainees to join the Senate Council were discussed, emphasising the intention to broaden participation beyond doctors to include other healthcare professionals for leadership development.

Work is being undertaken to streamline the Senates Operating Principles and Terms of Reference to make them more user friendly. DR has been  working with the Citizens Assembly (CA) to revise their own terms of reference, particularly in light of the proposed abolition of Healthwatch as outlined in the Dash report. Although this legislative change will take time, the CA is preparing for a future where Integrated Care Boards (ICBs) may play a greater role in citizen representation.

Plans were shared to launch a six-monthly newsletter to keep the wider Clinical Senate Assembly informed and engaged, ensuring members are aware of ongoing activities and national developments.

	2.
	Citizens Assembly Views on Neighbourhood Health
Presented by Debbie Rigby, Chair of the Citizens’ Assembly


The Assembly had recently consulted its members on what they would like to see from neighbourhood health hubs, drawing on both recent feedback and historical insights from initiatives such as the development of local health and wellbeing centres in Plymouth.

· DR summarised the CA’s feedback, emphasising the need for ease of access, walk-in services, early intervention, and open-door mental health support, drawing on examples from Plymouth and international models such as Italy.
· The CA identified confusion over the definition of 'neighbourhood health,' workforce shortages, digital infrastructure issues, financial pressures, and the risk of perpetuating siloed care, while also recognising opportunities in repurposing community services, multidisciplinary working, and voluntary sector partnerships.
· DR shared stories from Healthwatch reports, including the struggles of unpaid carers, poor discharge planning for brain injury survivors, the success of rural health hubs in farming communities, and difficulties at the NHS-private care interface.
· The CA called for a move from clinical silos to holistic, community-based services, prioritising patient experience, tackling health inequalities, and ensuring the public voice remains strong amid changes to Healthwatch.

Discussion
GI highlighted the challenges of service interfaces, particularly between the NHS and private healthcare, which often results in patients being bounced between services. She noted that tiered access models, created due to long waiting lists, add complexity and that current BMA guidance is often impractical. She called for a more pragmatic, unified approach.

JZS echoed the concerns raised by GI regarding the BMA guidance and its contradiction with the realities of primary care, particularly when GPs are asked to continue care initiated privately. She highlighted the clinical and operational challenges this creates and proposed taking the issue to the GP collaborative for further discussion.

PW raised the idea that care interfaces are better established in community settings than in acute or community hospital environments. He suggested expanding the scope of Community Diagnostic Centres (CDCs) to include therapies, not just diagnostics, especially in deprived areas.

MC shred insights from work within the farming community in Gloucestershire and emphasised the need to elevate patient experience as a core outcome measure. She reflected on the historical focus of safety and clinical effectiveness, advocating for a stronger emphasis on “what matters to patients” to drive meaningful service improvements. 

KD reflected on the limitations of the medical model and siloed thinking in neighbourhood health planning. He noted that many  applications for neighbourhood centres focused on urban, medicalised models despite the rural nature of much of the South West. He advocated for repurposing existing community assets, such as libraries and GP surgeries, and emphasised the untapped potential of Patient Participation Groups (PPGs) as vehicles for community outreach and tackling health inequalities. He cautioned against over-investment in buildings and called for a more radical, resource-based approach aligned with the ambitions of the NHS Long Term Plan.

BD echoed concerns about siloed thinking and the limitations of building-centric models. He proposed shifting focus from physical locations to competencies, ensuring people can access the skills and support they need, regardless of setting. He suggested grouping competencies in accessible, digitally enabled environments and emphasised the need for a paradigm shift regarding how health services are conceptualised and delivered. 

MAE closed the discussion by reinforcing the importance of listening to service users and measuring outcomes based on what is meaningful to them, rather than imposing assumptions. She highlighted the need for appropriate metrics that reflect genuine patient experience. 

	3.
	National Neighbourhood Health Implementation Programme South West
Presented by Karen Burton, Deputy Director of Community and Primary Care Development



KB provided an in-depth overview of the national Neighbourhood Health Implementation Programme. She explained that the programme builds on the NHS 10-Year Plan and aims to deliver more care closer to home, including in people’s own residences, care homes, or prisons. The programme is not about starting from scratch but accelerating and scaling up existing good practice.  The initial focus is on adults with long-term conditions and those at increasing  risk. The South West region submitted 14 applications, four of which were selected as pilot sites: Cornwall (as a whole system), Weymouth (Dorset), Bristol City, and Woodspring (North Somerset). These sites were chosen to reflect a mix of rural, coastal, and urban populations.
Each pilot site will receive support from a national coach, access to subject matter experts, and participate in regional learning workshops. Sites will also benefit from online resources, data evaluation tools and a knowledge management centre to share insights and case studies. KB highlighted that the programme is iterative and long-term,  with Wave 1 running for eight months. The aim is to develop a framework that can inform future waves and ensure that learning is shared across all regions, not just the pilot sites. She also noted the importance of avoiding a narrow focus on hospital flow metrics and instead prioritising person-centred outcomes.

Discussion
MR highlighted the importance of local community health as a flagship element of the new government plan. She emphasised that real change will come through effective implementation and encouraged the South West Clinical Senate to support KB’s work. MR also noted the need to tailor approaches to population density, referencing predictive modelling work (extending to 2045) and the “Tomorrow’s Region” document. She stressed that while population size guidance is useful, it should not be  rigidly applied, especially in sparsely populated areas. 

KB agreed with MRs points and clarified that population size guidance should be applied with cation. She cited the Isles of Scilly as an example where a smaller population would not benefit from being forced into a model designed for larger communities, emphasising the importance of testing and learning from wave 1 sites to inform national policy.

	4.
	Broader Reflections on Neighbourhood Health
Presented by Beccy Baird, Senior Fellow at The Kings Fund

BB outlined three distinct interpretations of the term “neighbourhood health”:
· as a model for integrated health and care delivery,
· as a framework for multi-agency collaboration addressing wider determinants of health, 
·  as a community-led approach to improving health outcomes. 

BB advised against reducing neighbourhood health to a reorganisation of existing services or the construction of “mini hospitals”. Instead, she advocated for a more radical reimagining of how services are delivered, particularly in rural and coastal areas. She cited international examples from Alaska, Costa Rica, and rural Scotland, where community health workers and telehealth heave been used to great effect.

BB also emphasised the importance of repurposing existing public assets, such as libraries and fire stations, and involving communities in the design and delivery of services. She concluded by highlighting the need for cultural change, particularly in relation to professional boundaries and delegation of care tasks. 

Discussion
MAE reflected on alternative models of community support, sharing an example from earlier work involving “Community Mum’s”, where experiences mothers support new mothers with informal, practical advice. She highlighted the value of such peer-led services and questioned why similar models couldn’t be applied more broadly, referencing the Scottish approach where patients are trained to carry out technical procedures themselves, even in remote areas. MAE suggested that empowering patients in this way could be beneficial even in urban settings. 

KB agreed and emphasised the opportunity to rethink workforce models. She shared that regional scenario planning is underway to explore what future workforce needs might look like over the next decade. She stressed the importance of breaking down professional silos and focusing on population needs rather than rigid job roles. 

PW raised the visibility of healthcare science in acute settings and noted its limited reach into primary care. He expressed interest in exploring how healthcare science could support neighbourhood models and virtual wards, acknowledging the need to better understand unmet needs in these areas. 

JZS noted the ongoing debate around delegation of healthcare tasks, noting the complexity and variation in thinking across the system. She asked whether the issue had surfaced in neighbourhood research and suggested the need for shared principles to guide delegation practices. 

BB referenced international models, including self-managed teams and integrated adult protective services in the U.S., where professional boundaries are less rigid. She acknowledged the legal and professional concerns around delegation in England but stressed the importance of focusing on what is best for patients. She proposed that the UKs hierarchical structures hinder progress and that more collaborative, task-based approaches could improve care delivery. 

MAE added that hierarchical boundaries, silos and professional “tribes” have been recurring themes throughout the discussion, reinforcing the need for cultural and structural change. 

KD spoke from personal experience as a full-time carer, highlighting the growing polarisation of wealth and poverty in areas like Torquay. He emphasised the importance of investing in carers, particularly by informing them about existing technologies that can support care delivery. He added that many carers are unaware of affordable effective tools (like monitoring cameras), and suggested empowering the UK’s million carers as an auxiliary workforce could be a cost-effective and culturally transformative step. 

ZM shared insights from her work in  midwifery and neonatal care, describing the divide between acute and community teams, and the success of flexible, continuity-based home birth models. She explained that her team  operates outside traditional rostering systems, adapting to the needs of women and families. This approach has improved recruitment into community roles and fostered integration with third-sector peer support teams. She highlighted the importance of cultural change, flexibility, and tailoring roles to staff lifestyles, noting generational differences in workforce preferences.

MAE echoed ZM’s points, sharing a past example from Monmouthshire where community nurses self-organised their caseloads based on patient needs. She emphasised that successful neighbourhood health models depend on workforce attitude, flexibility and a deep understanding of community needs. She also noted that generational differences influence how staff engage with flexible working models, and that accommodating complex personal circumstances is key to sustain workforce engagement. 

	5.
	Breakout Group Discussions

Facilitators: Debbie Rigby, Mary Backhouse, Marion Andrews-Evans

1. What do we mean by “Neighbourhood Health” and what are the components? Please consider the Three Shifts: Hospital to Community, Sickness to Prevention, Analogue to Digital
2. What are the challenges of implementing Neighbourhood Health in the South West?
3. Using current experiences, how can we address these challenges?


	6.
	Feedback from Breakout Discussions

Group 1 Facilitated by Deborah Rigby:

· Highlighted the importance of understanding local population needs and the risk of postcode lotteries with service provision.
· Expressed concerns that neighbourhood health models might vary significantly across regions, potentially leading to unequal access.
· Discussed the complexity of the system and the importance of equitable access, especially in digital workforce contexts. 
· Explored international models of mental health services, which used “open-door” and drop-in” services, alongside the use of local people’s expertise. This led to a significant reduction in mental health admissions, prompting reflection on how similar low-key, accessible support could be implemented locally.
· Discussed the decline of UK drop-in services and questioned how to make these effective and sustainable.
· Encouraged the use of social prescribing as a key component of neighbourhood health:
- Roles such as health connectors, village agents and social prescribers were mentioned, noting variation across regions.
- The importance of competency-based roles was highlighted to avoid gaps in service delivery.
· The group discussed the need for mixed-demographic service models and better integration across age groups and service types.


Group 2 Facilitated by Mary Backhouse

· Emphasis on practical strategies to transition care from hospitals to community settings.
· Need to use the workforce differently and more realistically – for example, student-nurse placements still heavily hospital-focused and need to shift towards primary/community care to reflect future workforce needs. 
· There is a risk that the new centres will add confusion for the public about where to seek their care. 
· Urgent access in primary care affects continuity of care for long-term conditions.
· Emphasised the importance of communicating the value of service changes to the public.
· Need to tap into underutilised resources like PPGs. There is also the potential to repurpose PPGs from “complaint forums” to active community health promoters, befriending services and spreading health messages. 
· Concerns were raised about adding another layer of governance, stating the desire for system flexibility and simplification.
· Highlighted the importance of sustainable funding models and longer-term contracts.
· Recognised the need for political will to shift funding from secondary to community care. 


Group 3 Facilitated by Marion Andrews-Evans
· Focused on the need for a significant cultural change in healthcare, moving away from hospital-centric models to more community-based approaches.
· Emphasis was placed on preserving what already works well in current systems whilst shifting towards patient-centred care, rather than service, or professional-centred models. 
· Co-production with communities was highlighted as essential, stating that engagement should be meaningful and start early in the planning process. 
· Patients should experience seamless, coordinated care with no visible service boundaries.
· Both patients and staff  currently face complex and difficult access to services, which needs to be simplified.
· Emergency departments are popular due to their convenience and accessibility, which should inform how neighbourhood services are designed.
· Key challenges identified include financial flows, contracts, and leadership clarity, with questions around who should lead (hospital, community provider, PCNs, or voluntary sector).
· Workforce flexibility and planning are critical, including job planning and ensuring staff aren’t pulled back into hospitals during crises.
· Concerns were raised about staff capacity to engage in planning and implementation due to current workloads.
· Recent workforce cuts in NHS England and ICBs may hinder the ability to deliver engagement and planning effectively.
· There is a need for training and upskilling staff to work in new settings, which requires time and investment.
· Capital investment in equipment and technology is necessary to support community-based care.
· The Sure Start programme was cited as a successful past model for community and preventative work with children and families. And other examples of good models included community health hubs, farmers markets, and family hubs.
· The NHS app was mentioned as a potential enabler for some of the proposed changes.

Discussion

PD raised concerns about the scale of neighbourhoods being discussed, noting that a population of 50,000 feels more like a town than a neighbourhood. He highlighted that existing community hospitals such as South Bristol and Weymouth, questioning how they fit into the new model. MAE agreed, expressing concern that the model may default to existing community hospital hubs rather than fostering innovation.

KB clarified that pilot sites were selected not based on existing models but for testing and learning purposes. Emphasis was placed on exploring diverse settings including libraries and other community assets, not just hospitals. The Wave 1 pilot phase will run for approximately 8 months, with learnings informing Wave 2 development. The initiative is part of a 10-year plan, with framework expected to evolve iteratively, rather than being fixed.

MAE noted the risk of the initiative becoming a replication of existing services rather than something transformative. Concerns were raised about political cycles potentially disrupting progress if the model isn’t embedded before the next election. 

DR raised concerns about potential postcode lottery effects where different areas may receive different focus (e.g. End-of-life care Vs. long term conditions). KB acknowledged the risk and confirmed close collaboration with public health teams to monitor and mitigate inequalities. 
The importance of equitable access and avoiding increased health disparities was emphasised. 

Discussion around the term “health hub” revealed discomfort with its implications. The need for more inclusive and accurate terminology that reflects the broader scope beyond health, including social care, and community support was suggested. 

LS cautioned against disinvestment in existing primary care services, especially in smaller towns, stressing that neighbourhood health models should complement, not replace current GP services. KB agreed, reiterating principles of care closer to home, affordability and sustainability.

	
	AOB

· Next meeting 27 November 2026, 10am-1pm. We will be discussing Community Waiting Times. 
· If anyone wants to suggest any “hot topic”, please let us know by emailing  england.swclinicalsenate@nhs.net. 
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Why how

The NHS is facing what they call an “existential brink” — a moment of crisis that
demands bold reform

Critical NHS Failings: widespread issues — long waiting lists, difficulty accessing GPs and dentists,
demoralised staff, and poorer outcomes

Rising Demand: An ageing population and increasing chronic illnesses are putting unsustainable
pressure on the system - More people are living with multiple and more complex problems, the
absolute and relative proportion of our lives spent in ill-health has increased.

Public & Staff Dissatisfaction: people experience fragmentation, poor communication and siloed
working, resulting in delays, duplication, waste and suboptimal care. It is also frustrating for people
working in health and social care

Technological Lag: The NHS is behind in adopting modern tech.

Need to move to a neighbourhood health service that will deliver more care at home or closer to

home, improve people’s access, experience and outcomes, and ensure the sustainability of
health and social care delivery.






T
Neighbourhood Health

The Neighbourhood Health Guidelines 2025/2026 was published alongside the 2025/26 NHS Operational Planning Guidance and 2025-26 Better

Care Fund policy framework to help ICBs, local authorities and health and care providers continue to progress neighbourhood health in 2025/26 in
advance of the publication of the 10-Year Health Plan.

);(ﬁ);(ﬁ Core components

Neighbourhood health aims to create healthier communities,

. . . . . 01 Population
helping people of all ages live healthy, active and independent lives health
while improving their experience of health and social care, and management
increasing their agency in managing their own care.

06 Urgent 02 Modern
neighbourhood general
services practice

Neighbourhood health reinforces integrated working for the NHS,
local government, social care and wider partners as the norm, not
the exception.
Litsie 03 Community
ﬁ care health
@ services

The focus for 25/26 is on adults, children and young people with

04 Neighbourhood
complex health and social care needs who require supportfrom MDTs

multiple services and organisations.

Neighbourhood Health sits at the core of the acute-to-community transformation





National Neighbourhood Health Implementation Programme
(NNHIP)

NNHIP seeks to build on success to date and the new approaches set out in the 10 Year Health Plan taking a test,
learn and grow approach —to transform the health and care of neighbourhoods

The aim is to accelerate the work that is being done, or planning to do by

- learning together, sharing solutions, tackling challenges and delivering improvement, adapting those
solutions to your own circumstances

- working at scale both within Place and alongside Places across the country

- willingness to explore new approaches to commissioning Neighbourhood Health Services and
supporting the development of neighbourhood providers and multi-neighbourhood providers

- initial focus for the first Places will be creating Neighbourhood Health systems and processes for
adults with multiple long-term conditions and rising risk before progressing to other areas




https://www.gov.uk/government/publications/10-year-health-plan-for-england-fit-for-the-future

https://www.gov.uk/government/publications/10-year-health-plan-for-england-fit-for-the-future



NNHIP

* Applications reviewed by a regional panel on 18" August (14 applications) with a national panel on 229 August - sites
informed on 8% September

* 141 applications were received nationally
* Wave 1 sites support offer;

o 29 0D O s B e

- O

A dedicated national coach for each Place and neighbourhood teams

Access to subject matter experts

Three regional face-to-face learning workshops (6" November)

Online support (practical tools, case studies, real-time learning)

Data and evaluation workshops to support baseline development and outcome tracking
A knowledge management centre to share and access insights from across the country
Capability-building training for your local coach and team members

Opportunity to shape key enablers (e.g. funding flows, digital tools)

A national community of practice

Rapid feedback loops to national teams to help remove barriers

And ultimately, a key role in shaping and driving the development of Neighbourhood Health for your communities
and the country

Important to note that the outcomes and impact for each site need to be identified to enable delivery and greatest opportunity

for success

* Feedback will be given to non successful sites with support offer being scoped to enable other sites to continue the great
work already underway and continue to shape Neighbourhood Health





National Neighbourhood Health Implementation
Programme - South West Wave 1 locations

Gwser  locay _ New

Cornwall, Devon ICB Cluster Whole of Cornwall ICB footprint

Somerset, Dorset, BSW Cluster Dorset — Weymouth locality
BNSSG, Gloucestershire Cluster  Bristol - City

North Somerset (Bristol ICB)
Woodspring

Early adopter and strong funding
model

Coastal deprivation, inequalities
City deprivation, inequalities

Practice based, rural location





South West Region

Paper to Regional Executive Team in July to agree high level principles for the South West
including;

- Team of Teams approach embedding the principles of the South West Way

- Formation of a Neighbourhood Health Steering group
* Working with National colleagues to shape/ inform the programme from local intelligence

 Working alongside the identified SW coaches supporting our ‘places’
 Support offer to the unsuccessful sites to prepare for future waves/ applications
 Sharing and learning more broadly across the region

* Engagement event with the VSCE





Neighbourhood health and the 3 shifts: How does it fit?

Strategic shift | Neighbourhood health Contribution Elements Not Fully Captured by Neighbourhood
Health

Acute to
community

Analogue to
Digital

Treatment to
Prevention

Moves care closer to home via integrated
multidisciplinary teams, community-based diagnostics,
and place-based urgent response.

It supports earlier discharge and prevents escalation
through wraparound community care.

Neighbourhood hubs serve as local anchors.

Digitally enabled care planning, population health
analytics, and remote monitoring tools empower
proactive support.

Shared records between primary care, social care, and
VCFSE partners ensure smooth handoffs.

Digital inclusion initiatives help reduce inequities.

Deploys population health management to identify risk
early, support carers, and address social determinants.
Prioritises anticipatory care, healthy living support, and

proactive outreach—especially for seldom-heard groups.

Community development is a key prevention lever.

Acute reconfiguration (e.g. surgical hubs,
specialised elective recovery models, shift of
outpatients to community)

Major hospital flow and discharge optimisation
Regional system oversight for high-end
diagnostics and tertiary care

National digital infrastructure (e.g. federated
data platforms, NHS App transformation)
Tech-enablement in acute settings (robotics, Al
diagnostics

Workforce digitisation across large NHS estates

National public health campaigns (e.g. smoking
cessation, obesity)

Genomic medicine and personalised prevention
pathways

Regulatory levers and fiscal policy tools to
reduce disease burden at scale (e.g. sugar tax)
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What do we want from Neighbourhood Health Hubs

Easy to access
services, including
evenings and
weekends

Clear signposting,
drop-in advice (e.g.,
housing, debt, healthy
eating)

Preventative care:
screenings, health
education

()

Low-intensity mental
health support close to
home

Support from carers
and practical help (e.g.
mobility aids, laundry)

Community-led
support: self-help
groups, social
prescribing






Challenges and Opportunities

Challenges

 Limited public understanding of
neighbourhood teams

» Workforce shortages, especially in rural
areas

* Infrastructure and digital integration gaps

« Financial pressures and reliance on
unpaid carers

 Risk of replicating siloed medical models

Opportunities

Repurposing community hospital space
Multidisciplinary teams including
pharmacists and dentists

Strong VCFSE (voluntary, community,
faith and social enterprise) sector
partnerships

Shared patient records and systems
Proactive care and prevention focus






_ " _ 1 Holsworthy Farm : a drop-in medical clinic for \
Behind the care: what it's really like to be User Storles Gners based in the livestock market. In 2022, a

an Unpaid Carer monthly blood pressure monitoring clinic began in
Carers report has many comments that

the market cafe. The vision was that these simple
clinics would enable a means of signposting
those who needed it to appropriate provision,
including mental health support.

“I wondered why | kept having so much chest
pain. As it goes you identified | had pretty high

?
o )
“-\ blood pressure which apparently could have

the transition to adult services (CAMHS
and Adult MH).

caused me to have had a heart attack. Now I'm
on some medication and | feel right as rain. | trust

highlight the lack of join up between the %
three sectors — NHS, Social Care, and m
the VCFSE. Pat’s story shows a gap in
[ 4
'H\’v

you because you speak in my language and do

/ not make me feel stupid as | haven't got the time
NHS / Private Interface: 69-Year-old male with an Wry and work out what the jargon means”.

episode of AF was seen by GP and referred to A&E,
NHS Ambulatory Care initiated Bisoprolol and
referred to cardiologist 3 weeks later he chased up

hoipita' zr_)p | still WSiting' Pati}?{:‘ltl_lcé‘ose_so Sf:'_ek /Neuro rehabilitation in Somerset for people with\
private medical care, because O waliting times an ACQUired Brain Iniurv (ABI)

and saw a Consultant, a request to change to N hab n | fth
Digoxin was sent to the GP in a formal letter. euro rehab report has some examples of the

The surgery refused to prescribe because of consequences of not having a jOine_Cj_'UF)_
medico-legal responsibility for safe prescribing when approach around treatments, rehabilitation, and
the prescribing decision was made by a private continuing needs for people with an acquired
\ Doctor. / \ brain injury. J
L=



https://gbr01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.healthwatchsomerset.co.uk%2Fpost%2Fbehind-the-care-what-it-s-really-like-to-be-an-unpaid-carer&data=05%7C02%7Cdeborah.rigby%40nhs.net%7C642243bd0862493b74db08ddfa82a1d4%7C37c354b285b047f5b22207b48d774ee3%7C0%7C0%7C638942161233778740%7CUnknown%7CTWFpbGZsb3d8eyJFbXB0eU1hcGkiOnRydWUsIlYiOiIwLjAuMDAwMCIsIlAiOiJXaW4zMiIsIkFOIjoiTWFpbCIsIldUIjoyfQ%3D%3D%7C0%7C%7C%7C&sdata=En83A2TPEUGY3YmJ4TmGbwj0wX03yvcyYmf8ZATa4rs%3D&reserved=0

https://gbr01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.healthwatchsomerset.co.uk%2Fpost%2Fbehind-the-care-what-it-s-really-like-to-be-an-unpaid-carer&data=05%7C02%7Cdeborah.rigby%40nhs.net%7C642243bd0862493b74db08ddfa82a1d4%7C37c354b285b047f5b22207b48d774ee3%7C0%7C0%7C638942161233778740%7CUnknown%7CTWFpbGZsb3d8eyJFbXB0eU1hcGkiOnRydWUsIlYiOiIwLjAuMDAwMCIsIlAiOiJXaW4zMiIsIkFOIjoiTWFpbCIsIldUIjoyfQ%3D%3D%7C0%7C%7C%7C&sdata=En83A2TPEUGY3YmJ4TmGbwj0wX03yvcyYmf8ZATa4rs%3D&reserved=0

https://gbr01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.healthwatchsomerset.co.uk%2Fpost%2Fneuro-rehabilitation-in-somerset-for-people-with-an-acquired-brain-injury&data=05%7C02%7Cdeborah.rigby%40nhs.net%7C642243bd0862493b74db08ddfa82a1d4%7C37c354b285b047f5b22207b48d774ee3%7C0%7C0%7C638942161233811845%7CUnknown%7CTWFpbGZsb3d8eyJFbXB0eU1hcGkiOnRydWUsIlYiOiIwLjAuMDAwMCIsIlAiOiJXaW4zMiIsIkFOIjoiTWFpbCIsIldUIjoyfQ%3D%3D%7C0%7C%7C%7C&sdata=GylHTpgABOABXPq3UMziwQWvq09BJoKIgXICz6n5jsA%3D&reserved=0

https://gbr01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.healthwatchsomerset.co.uk%2Fpost%2Fneuro-rehabilitation-in-somerset-for-people-with-an-acquired-brain-injury&data=05%7C02%7Cdeborah.rigby%40nhs.net%7C642243bd0862493b74db08ddfa82a1d4%7C37c354b285b047f5b22207b48d774ee3%7C0%7C0%7C638942161233811845%7CUnknown%7CTWFpbGZsb3d8eyJFbXB0eU1hcGkiOnRydWUsIlYiOiIwLjAuMDAwMCIsIlAiOiJXaW4zMiIsIkFOIjoiTWFpbCIsIldUIjoyfQ%3D%3D%7C0%7C%7C%7C&sdata=GylHTpgABOABXPq3UMziwQWvq09BJoKIgXICz6n5jsA%3D&reserved=0



Strategic Requirements for the Future

Integration Inclusive Public
of Services Care Voice

« Shift from clinical silos as seen through the medical lens

* Require a holistic community-based care — not continuation of what we are delivering now but in a different
place

« Align with NHS 10-Year Health Plan to tackle social determinants of health
« Ultilise available statutory and voluntary sector resources

« Design inclusive services for diverse populations

« Communicate transparency to build public trust

« Protect the public voice by sustaining Healthwatch and grassroots networks
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