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1. Introduction and context 



Our new models of care 



Our neighbourhoods 



3. Enhanced Primary Care 



 

The model – Fully Integrated Neighbourhoods 
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What do they provide? 

 

Large teams of staff comprising of:- 

• Team Leader 

• Community nursing 

• Community matrons 

• Rehabilitation therapists 
(Occupational therapist and 
physiotherapists) 

• Clinical care coordinators 

• Health and Wellbeing Workers 

• Neighbourhood assistants 

• Social workers and Home First 
carers 

• Drug and alcohol services 

• Refer to other services 

• Education and training 

• Step up /step down provision to 
Extensive care 

• Further integration planned with the 
Fire service, Police 

 
 

 Covering areas such as:- 

– Chronic Disease Management 
reviews 

– heart failure 

– Diabetes 

– COPD 

– Falls 

– end of life care (Electronic 
Palliative Care Plan) 

– flu injections 

 

 Monthly neighbourhood and Multi 
Disciplinary Team meetings 

 Re-referral / follow ups 

 General advice i.e. nutrition and 
hydration 

 Future development - Hospital 
discharge processes; self referral 

 
 

 



Empowering Families 

  

 

 

Optimum 
management of 
children and families 
accessing secondary 
care services on a 
regular basis 

Defined as 
appropriate use of 
urgent & unscheduled 
care 

Reduction in 
exacerbations of long 
term conditions 

Patients and their 
families are confident 
in managing their 
own condition 

Reduction in non-
elective admissions 
and unscheduled care 

Reduction in NWAS 
emergencies & 999 
callouts 

  

Shared Aims 

Patient 

Focused 

Patients/families 
believe they have the 
information & 
resources to manage 
long term conditions, 
episodes of ill health 
and the wider 
determinants of 
health 

 

Patients have 
adequate & 
appropriate 
community based 
support which 
proactively manages 
patients’ needs to 
reduce (when 
possible) likelihood of 
secondary care 

  

Major 

Contributing 

Factors 

 

 

 

Patients level of 
confidence & 
activation are 
assessed 

Key interventions are 
identified and 
tailored to the 
individual patients 
(family) needs. 

Multi-disciplinary 
team approach to 
developing 
management plan for 
patient/family 

Management/ Care 
plan is provided. 

The necessary clinical 
and other key 
supports are 
identified and 
participate in the 
neighbourhood MDT. 

 

  

Interventions 
I 

 

Information is readily 

available regarding 

patients and 

management of their 

conditions 

Patients know who to 

go to for what 

support, when 

needed (based on 

optimised 

management). 

The team working to 

support the child and 

the family, identify as 

a co-ordinated team 

which understands 

the roles of each 

other, and the 

contribution each 

member can make.  

  

Contributing 

Factors 



5. Care Homes 



Blackpool Care Home model 

• A care home model is being integrated 

into the neighbourhood teams with roll out 

planned across Blackpool from December 

• The model will provide planned regular 

reviews for patients with long term 

conditions or who are end of life 

• Care homes will be asked to ring the 

neighbourhood teams who will be 

responsible for signposting or triage.   

• The model will provide a responsive same 

day service for care home patients either 

by phone, visits or via care home connect 

• All phones calls from care homes will be 

via the hubs, not to primary care, who are 

responsible for signposting or triage.   
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Blackpool Care Home model 

• As part of the Vanguard Proposition 2, 
funding has been made available to 
provide telecare in care homes. 

• The Information Technology project 
teams have worked alongside the 
Care Home team to roll this out and 
provide support. 

• Identified care homes have been 
provided with wifi and ipads which  link 
to the care home team and eventually 
primary care and out of hours 
services. 

• Primary care already have the 
technology and will be able to link into 
this. 
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Other information 

• Outcomes 

• The Fylde Coast Vanguard team 

is evaluating the model 

• Key performance indicators have 

been agreed for Enhanced 

primary care which are due to be 

reported this month. 

• The key performance indicators 

for the care homes model are 

being developed. 

• Funding 

 



6. Empowering People and 

    Communities 



Health and Wellbeing Inquiries 

• Resident led inquiries to understand the wider determinants of health and 

wellbeing within a neighbourhood and wards. 

• First piloted in Central Blackpool, Talbot and Brunswick ward. 

• Residents undertake inquiry process over 12 weeks, including 

questioning of ‘local experts’ such as Dr Arif Rajpura, Dr Amanda Doyle 

and Wendy Swift. 

• At the end of the process, residents present their findings and 

recommendations to tackle the issues they have discovered. Working 

with local stakeholders they then agree and action plan to address. This 

includes shared actions between the residents and organisations. 

• Similar inquiries now being planned for the other Blackpool 

neighbourhoods. 



Health and Wellbeing Inquiries 



FYI – New Directory of Services 

• A new unique tool to aid self care, 

self-referral and signposting. 

• Brings together existing directories 

such as Blackpool4Me, third / 

voluntary sector equivalents and 

NHS 111 directory to form one 

comprehensive resource for the 

public and professionals. 

• Tested thoroughly with patient and 

professional groups during summer 

period before launch at start of 

September. 

www.fyidirectory.co.uk 



Self-Care Strategy 

• Fylde coast wide strategy being developed across partners. Wide range of 

engagement has taken place to inform it to date, including large public 

opinion gathering exercise via surveys, events and focus groups. 

• Draft strategy now developed and subject to consultation with consultation. 

Main aims covered by the strategy are: 

– Focus on healthy lifestyle choices, getting people to quit smoking, drink less alcohol, eat a 

healthy diet and take more exercise; 

– Increase levels of social prescribing as an alternative to medication, and connect people 

more so that peer support is widely available to those who want it and group activities to 

support health and wellbeing are inclusive to all and well publicised; 

– Value the role of people and communities in their health and wellbeing (focusing on their 

strengths and what they can do, not what they can’t), including through co-production, 

volunteering and social movements for health; 

– Support and integrate the voluntary, community, faith and social enterprise sector, working 

alongside people, families, communities and the health and care system. 

 

 

 



Third / voluntary sector 

engagement 

• Fairness Commission event being planned on October 18th to further 

develop engagement between the third / voluntary sector and statutory 

services. 

• This has engagement is a critical factor for the implementation of the self-

care strategy and driving forward the Empowering People and 

Communities agenda locally. 

 

 

 


