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BACKGROUND

Integrated Care Partnerships (ICPs) are a key element of Transforming Your Care and a
new way of working for the health service in Northern Ireland to transform how care is
delivered.

ICPs are collaborative networks of care providers, bringing together healthcare
professionals (including doctors, nurses, pharmacists, social workers, and hospital
specialists): the voluntary and community sectors: local council representatives; and
service users and carers, to design and coordinate local health and social care services.

Partnership working is the hallmark of true innovation. Patients benefit more and better
from it and those who practice health professionally can see more positive outcomes in
the surgery, in the pharmacy or in the hospital.

The health services reform agenda has come about not for the sake of reform itself, but
because our people require a different type of health service than before. The population of
our society is changing; as social conditions have improved people are living longer and
with the ageing population comes challenges that we haven’t faced as a society before.

The objectives of holding the Joint Working in the West conference were to:


Increase understanding of the benefits to patients and practitioners of Collaborative
working within and across Health Social Care organisations (Health and Social Care
Board (HSCB), Public Health Agency (PHA), and Trusts), General Practice, the
Community Sector and the Voluntary Sector.



Increase information regarding what services the Community Sector and the
Voluntary Sector can deliver.



Increase awareness of Integrated Care Partnerships and how they can forge
effective collaborative relationships.

CONFERENCE FORMAT

The event was co-hosted by Dr Laura McDonnell, Regional Clinical Lead, Integrated Care
Partnerships (West) and Tony Doherty, Chair Northern Sector and Regional Co-ordinator
Healthy Living Centre Alliance. Opening remarks were made by Valerie Watts, Acting Chief
Executive, HSCB/PHA and Dr Ian Clements, Chairman HSCB, introduced the guest
speaker, Minster for Health, Michelle O’Neill, MLA.

The seventy nine delegates included representation from service users, carers, community
and voluntary organisations, General Practice, the Public Health Agency, Health and Social
Care Board, and Western Health and Social Care Trust.

Dr Laura McDonnell, Western ICP Regional Clinical Lead gave an overview of Integrated
Care Partnerships and said: The conference will explore the benefits of The Healthy Living
Pathway for patients over 65 years in Derry, Strabane and Castlederg; demonstrate how the
Stepping On project has prevented falls among the elderly from Fermanagh up to Derry;
share how patients have been successfully
referred onto the Mental Health and Talking
Therapies Hub, led by the Western Trust, and
how local communities have become involved
in a shared End of Life partnership.

Paul Cavanagh, HSCB set the scene by
delivering a presentation on the Profile of the
West. He outlined the collegiate working
Speakers with Health Minister, Michelle O'Neill

between LCG, ICPs, Trust and Primary Care;

the collaborative, solution-based approach, and progressive and incremental
development. Paul gave examples of the key outputs from the West including integrated
care pathways and CCG protocols; outpatient reform; focus on primary care Community nursing, Investment in GP non-medical capacity, Virtual clinics and GP
access to hospital consultants; Talking Therapies Hub, and Acute Care at Home.

The first section of the afternoon featured presentations outlining a number of new and
innovative integrated care pathways within the Western area.


Talking Therapies - Maranna Donaghey, Western Health and Social Care Trust
(WHSCT) - Established at the beginning of 2016 The Hub accepts referrals from GPs
for those clients who present with mild-moderate mental health difficulties/common
mental health problems including anxiety, depression, Obsessive Compulsive
Disorder (OCD), trauma. The aim is to provide early intervention and prevent
deterioration therefore enable recovery and reduce referral numbers to secondary
care services. Following an assessment an agreement with the patient is reached
about the most appropriate treatment plan i.e referral to community and voluntary
services, referral to secondary services or discharged back to the care of the GP with
advice. The community and voluntary services used are vast and include counselling
services, social inclusion, and improvement of wellbeing.



Stepping on – Falls Prevention - Davina Coulter, Oak Healthy Living Centre The Falls Prevention Pilot (Stepping on) was commissioned by the Public Health
Agency. “Stepping on” presents an evidence based exercise programme called the
Otago programme which aims to strengthen muscles and improve balance which
helps to reduce falls. The programme is aimed at older people, aged over 65, who
are vulnerable or at risk of a fall or have experienced a fall.



The Healthy Living Pathway for Social Prescribing - Seamus Ward, Bogside
and Brandywell Health Forum – The programme aims to help older people address
social, emotional or practical needs by linking them to sources of support and
activities within their local community. Following referral to the service by their GP
older people are visited by a Social Prescribing Coordinator to discuss suitable
options including social clubs, physical activity, self-help groups, volunteering,
learning, counselling, and advice and guidance services.



Compassionate Communities - Dr Damien McMullan, Foyle Hospice/WHSCT Compassionate Communities is co-ordinated through the Foyle Hospice, Derry. The
project aims to build capacity within communities to support those living with

advanced illness and frailty to reduce social isolation and to enable people to remain
living at home and connected to their communities. At its heart is a network of
trained Compassionate Neighbours who provide weekly contact to people who have
become isolated as a result of illness.
Following presentations on each of the projects, Michelle O’Neill, Minister for Health
addressed the audience stating “ICPs have been at the forefront of exploring how we can
work together to create new ways of delivering real, tangible services that improve people’s
lives. “Their contribution in building relationships between different organisations to deliver
patient centred services has been recognised in the Bengoa report and in my Health and
Wellbeing 2026: Delivering Together vision.”
The Minister added: “Future models of care will need to be person centred, focused on
prevention, early intervention, supporting independence and wellbeing. ICPs have already
demonstrated that such services can be provided, maintained and importantly delivered for
those in need. I would like to take this opportunity to commend the commitment by all those
involved in Integrated Care Partnerships.”

WORKSHOP SESSIONS
 Talking Therapies Hub
 Stepping On – Falls Prevention
 The Healthy Living Pathway for Social Prescribing
 Compassionate Communities

Workshop sessions gave attendees the opportunity to hear more about each of the projects
featured earlier in the afternoon. At each session a GP or hospital doctor, service provider
and where possible a service user or carer outlined their experience of the service.
Discussion was then opened up to the workshop group and centred on the following
questions:


How would this impact on your life?



Could it help to join up working?



Workshop members were also asked to share one aspect of the workshop that would
make conference attendees think more about collaborative working.

Talking Therapies Hub Workshop Session
Dr Paula Burns addressed the group and talked about referrals to the Talking Therapies
Hub. The referrals are sent through Clinical Communication Gateway (CCG). These are
non-urgent referrals for 18-65 year olds and after about six sessions of intervention a letter
is then sent back to advise if the patient attended all six sessions.

Maranna Donaghey, Talking Therapies Hub Co-ordintaor advised that there is an average
of 60-90 referrals in a week which is more
than any other Talking Therapies Hub.
There have been 2000 referrals to date and
the service users have totally welcomed the
approach of this service as not everyone
wants to go down the medication road.

Summary of discussion


At present the referrals have to be sent
from GPs to the hub but this should be

Health Minister Michelle O’Neill meets staff,
volunteers and users of health and social
care services

extended to include other health professionals and the community and voluntary
sector.


Trevor Millar (Assistant Director, WHSCT) noted that this is one of the areas that
need to be looked at. Dr Paula Burns added that the system can’t be overloaded.
Trevor also noted that the Trust is currently looking to expand to the Southern Sector.



Maranna Donaghey advised that if a person requires a more specialist approach they
can be moved to fourth or fifth tier services.



The capacity is there for all those referred onto the service and people are seen very
quickly.



It was noted by Maranna Donaghey she is working on her own and is currently
running a few weeks behind.



Maranna Donaghey noted if she had a wish list it would be around solving the
funding issues to meet the needs in the community.



The hub also links up with family hubs as children may be affected.



The hub can accommodate those people with minor eating disorders.



Counsellors are willing to travel to meet the needs of the patient and all counsellors
work to CLEAR standards.



Maranna Donaghey advised she personally visited every organisation which she
refers anyone to.



Minister O’Neill added that there has been a legacy of underinvestment in Mental
Health. We need to have a partnership approach and a longer term plan in place.

Stepping On - Falls Prevention Workshop Session


Excellent feedback on scheme, low drop out.



Mary Light, Service User - more confident, totally overwhelmed following her fall but
this scheme gave her the confidence to get back out and back to being herself.



Noel McCaul, Service User- fell 3 times on holiday in Galway.
Referred to service - taught him how to walk, get out of the chair properly etc.
After 2 ½ years of struggling for him and his wife, after 2 ½ weeks practice he could
get out of the chair himself - a life changing experience for both of them.
On arrival at clinic - Blood Pressure, pharmacist discussion about meds, physio input.
The Exercise Drop In for the over 50's Programme offered by the Bogisde and
Brandywell Health Forum held at Quayside Shopping Centre, Strand Road, where
classes are £1, should be advertised more as a natural progression.



Potential to increase this service in other pathways - mental health hubs one avenue.



Given Mary’s experience of how this programme improved her confidence and
mental health - any work done has potential of medication decrease for pain
management?



Slippers, socks - reinforce simple messages at any opportunity.



Slipper Exchange event in South ICP (Armagh) well attended. (The Southern Trust in
partnership with Newry and Mourne Senior Citizens Consortium host Slipper
Exchange and Information Events to Promote Falls Prevention messages.

The

events are funded by the Public Health Agency and supported by the Integrated Care
Partnerships (ICPs) in the Southern area. Everyone who attended received a free

pair of slippers in exchange for their old slippers and a range of information leaflets
and contact details for local service providers).


Is there duplication of work at any stage with other programmes?



Falls co-ordinator soon to be appointed.



Integration of services - ensure “Stepping On” can refer to other services, e.g. social
prescribing, without returning to the GP.



Social reconnection benefit.



Patient/user feedback / case studies are a vital part of the programme.
o “I knew how to fall” - savings associated - few bed days, prescriptions,
operations etc.
o Self-referral? - am I over 55?
o I don’t want to have a fall.
o I want to empower myself.
o Patient education.
o Transport provided for patients who need this.



Raymond Curran - is signposting for vision assessment in pathway?

The Healthy Living Pathway for Social Prescribing Workshop Session

Seamus Ward, Manager of the Bogside and Brandywell Health Forum gave an overview of
Social Prescribing. Seamus outlined how GPs have been inundated with information about
C&V sector. Seamus advised Social
Prescribing allows one point of contact for GPs
and quality assurance of C&V organisations
being worked with. A pilot was completed with
Aberfoyle and Eglinton Medical Practices.
Second phase underway - GP practices are
eager to join programme, and are being
incrementally added, 9 in total at present.

Service user experience was shared by an 82
year old lady, Marie, who expressed great

Marie Doherty, Service User with Health Minister, Michelle O'Neill

pleasure in attending the conference and thanked Social Prescribing staff and

Compassionate Communities volunteers for their help. Marie Doherty advised she had a
wonderful and happy life, however, since the bereavement of her husband she has been
very lonely in the evening time. Marie said “the pain of loneliness was indescribable”.
Marie suggested that the social prescribing programme has been invaluable in linking her
with appropriate services as well as offering support. She shared her experience of
attending a course at Derry Well Woman. Although apprehensive about attending she said
it was a marvellous experience that the facilitator of the course was fantastic with great
listening skills. She said the group was very interactive and gelled really well together.
People shared very difficult experiences and over the weeks she could see an
improvement. She also expressed thanks for the visits from the Compassionate
Communities volunteer and said that the camaraderie was wonderful.

Dr Ciaran Mullan relayed his experience of using Social Prescribing stating that a different
route for some patients was required to meet the needs of patients suffering from social
isolation. He advised it can be daunting for a GP to know which C&V service to refer to. He
stated the Social Prescribing Co-ordinator was hugely valuable for GPs and he would like to
see the service mainstreamed.

Summary of discussion


Community planning looking at mapping services, need to make connections and
ensure rural areas have same access.



Clients can have an impact by sharing their experience.



Self-referral should be considered in future.



Wider primary care team could make referrals – need to consider how this would
work.



Having enough capacity will always be a challenge.



Opportunities to improve connectivity could link with Trust’s Older People Services.



From a social work perspective, this is type of referral historically made to social
work, though the stepped model has changed demand/capacity. Whole system
needs to be looked at to ensure those in greatest need receive services.



Social work support very good. Social work should be able to refer to Social
Prescribing.



Social Prescribing needs to be evaluated so that value of service can be secured and
funding ring-fenced.



PHA wellbeing plan looks at consistency of social isolation model, could be joined up
with social prescribing.



Experience of Flexicare Service gatekeeper has been social work, lessons to be
learnt, and could be transferred to social prescribing. Local communities can support
people.



One plus is developing through the Healthy Living Centres who know the local
communities and services available, building on what already there. Important not to
lose good work.



Health and Social Care need to be joined up.



Timeline needs to be extended to ensure continuation of services.



Link with mental health could be developed further to cover up to 65 years.



Social prescribing could be transferred across other services.



Need to convince powers that be of value of service.



Southern Trust developing a Handbook of all voluntary services, similar could be
developed in Western area.



Directory of information needs to be “live”.



Active outreach positive as social prescriber makes contact with client.



Need continuity of services, contact, and support. Need to promote self-efficacy.



Voluntary reunion could be an idea to support service users once programme comes
to an end. Social prescriber co-ordinators working on linking/interactive group to
support service users when programme finishes. Other opportunities also arise for
other courses for follow on support.



Social Prescribing Co-ordinators could be attached to a GP practice or link in at
particular times.



Social Prescribing Co-ordinators have attended flu clinic days within GP practices.

Compassionate Communities Workshop Session
Background: Alison (retired GP) became main carer for her husband who has advanced
stage Alzheimer’s disease. As a result of being the main carer, Alison’s health and wellbeing was affected (isolation - little time away from the home). Via the Compassionate

Communities scheme Margaret, a volunteer (retired nurse) was paired with Alison to offer
some be-friending support (once a week for 2 hours). This has helped Alison take some
time out of caring for her husband if only to get some time to visit the dentist or get the hair
done. As a result of the scheme a friendship has developed between the two ladies.

Eddie Morris (Social Worker) has seen great benefits from the scheme. For a start, it has
allowed carers to get some respite and has stopped issues developing further down the line
such as needing more domiciliary care. ‘This is not task-orientation…. It’s spending time to
help out just to be there’.

The scheme works by training volunteers to offer the be-friending role. At any time the
volunteer can remove themselves from the scheme there is no pressure on anyone.
Safeguarding is taken very seriously and the scheme workers are in constant contact with
both volunteers and carers. All volunteers meet up monthly to talk among themselves to
learn from each other and overall Margaret, the volunteer has felt very happy and well
supported. Eddie’s colleagues in social work have all praised the scheme and can see
many long-term benefits. The scheme is currently on a one year funding cycle until 31
March 2017 and is currently looking at other funding avenues to secure the scheme long
term.

Group was asked about their views:
“There needs to be a Culture Change” - as a society we are still afraid to talk and plan for
death however recent ideas like the death cafes, and cogs of the brain (COGs) training,
which is an early intervention for people diagnosed with dementia (developed in SW
England) have tried to break this down. By having proper planning for palliative care, we
can avoid folk dying in hospital needlessly and give a positive experience to all those
around the person dying.
The group were all in agreement that with current demographic trends as a society we
either start investing in end of life care using a multi-agency approach or face the challenge
of the NHS delivering it on its own, something that without an increase in funding is not
likely to happen.

Eddie concluded that the scheme is there to offer ‘the caring side of the service’. Volunteers
gain confidence in talking and meeting new people, many volunteers are isolated
themselves therefore both volunteer and carer gain benefit. This has been paramount to its
success.

WHSCT commented that there needs to be a co-ordinated referral service for all social
support needs. Ultimately supporting the carers’ needs reduces the demand on the service
to offer more support. The third sector must be involved in the design of any scheme and
given more respect for the volunteering help they can provide. In this way the group agreed
that better pathways could be developed.

KEY MESSAGE FROM EACH WORKSHOP SESSIONS

Talking Therapies Hub
Collaborative working is key to supporting service. Capacity needed to keep going, potential
to scale up across Southern Sector, also potential to impact on mental health waiting lists.

Stepping On Falls
Service user experience sums up the Stepping
On Programme, outlining the traumatic
experience and the impact a fall can have.
Falls programme needs co-ordinator to link
pathways. Needs to be rolled out across
Northern Ireland.
Noel McCaul, service user “Stepping On
Programme” with Health Minister, Michelle
O’Neill

The Healthy Living Pathway for Social Prescribing
Patient story very powerful. Collaborative working and motivation of those providing service
are very evident. Service needs to be mainstreamed.

Compassionate Communities
Valuable service, enhancing lives. Collaborative working important to support death and
dying. Need to harness good will and solidarity in communities. Model should be available
in other areas.

EVALUATION

Twenty seven participants completed the conference evaluation.

88% of respondents stated relevance to working practice was excellent/good, 7.6% (2)
responded fair and 3.8% (one) said it was poor.

100% felt the stated objectives of the conference were met.

92% felt usefulness of workshops was excellent/good, 8% (2) responded fair.

Comments from participants:

-

“I found the event to be very informative and great to see the examples of partnership
working and creativity in the West. The contacts will definitely come in useful as I
develop engagement processes for people affected by cancer in that area. The
Minister’s comments were very positive and one of the workshops I sat in on,
Compassionate Communities, really showed how little things can make a huge
difference in people’s lives, although I appreciate that lots of work goes on behind the
scenes”.

-

“I thought it was a very interesting conference and there was time enough to express
our views in the afternoon sessions. In fact one of the sessions I attended on the
Talking Therapies Hub was better than the morning talk - much more insight into
what Maranna is achieving. It is good to learn what is actually being done throughout
the west - one gets the feeling that we are getting things done in a quiet and efficient
way”.

-

“Congratulations on running a really engaging event. It was great to showcase both
community based provision and the obvious good links, with GPs in particular, that
exist in the West”.

-

“I enjoyed having service users in the groups as it gave a very real sense of
programme impact. It was good to hear Damien McMullan reflect on the impact of
community based provision on secondary care. The attendance seemed to reflect a
variety of H&SC providers although it would be useful for more secondary care staff
to be aware of the services….something we can discuss within the Trust”.

-

“I thought the conference was excellent. I particularly liked that there was an
overview of all the projects, given that it was only possible to attend two workshops”.

-

“Thoroughly enjoyed the conference yesterday very enjoyable and interesting”.

-

“The range of initiatives covered was excellent and the opportunity to hear a
commitment to mainstreaming the initiatives from senior leads with the support of the
minister was really encouraging”.

-

“There was much good learning that we can bring back to our ICP West Belfast”.

-

The conference was great. Comments as follows;
o Great to see the Community sector so strong in the delivery of TYC and ICP
collaborative work.
o Great to see follow on from PHA Health Improvement Later Years subgroup
work, as planned.
o Would like to see more formal links with PHA, particularly around joint
commissioning and/or developmental work, using RICE approach.
o Great to hear the Minister issue commitment to the retention of ICPs.

-

“It was a really interesting and useful afternoon and as a GP trainee, gave me a
much better understanding of the work that ICPs do. The highlight was listening to
Marie (the 82 year old lady who spoke so positively about social prescribing)”.
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