Hub Plus
Fellowships
» £ (. DERBYSHIRE PrOg ramme

Primary care teams face growing demand, workforce pressures and increasingly complex

patient needs.

The Hub Plus Fellowship Programme gives clinicians protected time to explore challenges,
develop solutions and test new ways of working that improve care, strengthen teams and

support the future of primary care across Derbyshire.

This Year's Fellows Have:

© Improved frailty and falls prevention

@ Developed new approaches to supporting people living with chronic pain
@ Strengthened care for care home residents

@ Supported GP retention and career development

@ Reduced health inequalities

@ Increased research and quality improvement capability

@ Enabled digital innovation and safer adoption of new technologies

@ Created proactive, neighbourhood-based models of care

Plus, much more

Why It Matters

Developing Creating sustainable
people. services.

Building leadership, Testing ideas that can be

confidence and adopted and scaled across
capabillity. primary care.

From personalised frailty care plans and workforce support networks to research readiness,
digital transformation and community-based prevention programmes, fellows are helping
primary care teams thrive through innovation, collaboration and practical improvement.

Scan the QR Code and discover the
collection of Hub Plus Fellowship projects
and the difference they are making across
Derbyshire primary care.



https://www.facebook.com/HubPlusDerbyshire
https://www.linkedin.com/company/the-hub-plus-derbyshire/
https://www.instagram.com/thehubplusderbyshire/
https://www.youtube.com/channel/UCZ7ScPxpq0cGm8VN2IzVjUg

Falls Prevention and Management ..
Dr Katy Barker | June 2026 Ub

DERBYSHIRE

Introduction Methodology

 lIdentification of stakeholders » Questionnaire to HVT
* Understanding work already » Review local policies
being undertaken » Understand National Guidelines
+ Networking across the region & benchmark for care
» Systemone searches to identify
patient cohort

The most common cause of major trauma in adults aged
over 65 is a fall from standing height (TARN, 2017).

The aim is to identify risk factors for falls and implement

proactive strategies to reduce their occurrence. Planning Research

Addressing falls also supports the management of frailty,
as falls

are one of the five recognised frailty syndromes.
Furthermore, falls and frailty are closely interrelated, with
each increasing the risk of the other.

Development

« |dentification of patterns

e Appraising proactive » Falls proforma
opportunities « Audit work against national
« Deliver a multi-disciplinary guidelines and
teaching session recommendations
» Evaluation of teaching through « lIdentification of proactive
Re S u Its feedback opportunities
A year of falls data for patients >65, coded as non-housebound was FRIDS prescribing across the PCN
. . . . . 20
reviewed against national guidance from NICE on comprehensive falls
. . 18
management — with this set as the benchmark. y I

Key risk factors were identified and included frailty and polypharmacy, '
where the higher the Rockwood score, or Derbyshire falls risk rating the ' j I I

higher the incidence of polypharmacy. 0 |
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78% of patients were on one or more

I m paCt an d Be 1] efits prescribed medication that put them at

increased risk of orthostatic hypotension.

Documented
27%

Having reviewed falls data for adults aged over 65, alongside trauma-
related information for this population, the key impact is that every fall
matters & should be recognised as an opportunity to undertake a
holistic review, identify underlying risk factors, and implement
appropriate interventions. Furthermore, there are opportunities to CO"C'USiOn
proactively target patients identified as higher risk to help reduce their
risk of falls.

These were presented at regional teaching, with up-to-date information
on silver trauma, bone health, and exercise interventions.

Feedback from QUEST - delivered to over 40 multi-disciplinary PCN
staff across the practices:

Not documented
73%

Overall, this project identified that patients in their 70’s who
are living with frailty and experiencing polypharmacy are more
likely to fall. While this finding is perhaps unsurprising and
aligns with existing evidence, this work highlighted the
opportunity to proactively identify this cohort, target and review

(0] 1 5
100 EHNEIr 200 07 Sl 2g)ees) el for falls prevention interventions within routine practice.

1. Teaching was interesting and engaging
2.Had increased their knowledge on the topic
3.Was relevant to patient care

This is widely applicable across General Practice. Easy to
undertake proactive opportunities include:

A formulary prescribing option that has embedded relevant
sick day rule advice for the prescribed medication.
Incorporating proactive assessment of postural hypotension,
both opportunistically and as part of structured annual
reviews.

~“Well put together afternoon. Fascinating, holistic approach”
~“Very useful session” ~ “All speakers knowledgeable and
provided accessible, up to date, relevant info”~

Katy.barker4@nhs.net Hub Plus fellowships @ (E)
- . FEeE
find out more:  iiiraEiEs
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Developing better support for people living .o
with chronic pain in Belper and across The [ S
Derbyshire: a work in progress H“b

Dr Jane Packer | hosted and supported by Belper PCN DERBYSHIRE

As many as 1 in 3 people live with chronic pain #1 cost to primary care among 32 long term conditions studied*

15 consultations/ year for the average patient identified with chronic pain
~ 50% of GP consultations include discussion about pain 1 in 8 live with high-impact chronic pain

KEY OUTCOMES FROM THE EVALUATION | had already done a lot of groundwork on setting up the Belper PCN pathway
in 2024/2025 with my social prescribing colleague, Jude Kelf.

+ 1 1 45% ‘ 29_33% ‘ ~60% ; Our work is 2 years old this September and we’re about to welcome our 8th

percentage points . . .
: , cohort. What we do has evolved and developed over this time and especially

in WHO-5 wellbeing in self-perceived in GP consultations in 1-to-1 social in the |ast 6 months See below for Where we are now:
health needs in the 12 months prescribing

L 4 scribing
/\/ across 12 after attending™ appointments
wellbeing domains

s L e
27% - 38% . L% (ej’ L% ﬁy LIVING WELL WITH PERSISTENT PAIN
WHERE WE ARE NOW - BELPER PCN

A developing community approach to help people understand persistent pain, build confidence and connect with support.

WHAT CHANGED FOR PEOPLE?
N R N e
[ S \'I T\ () \ / \ \ EDUCATION TING BUILDING CAPACITY
() &) l @ @ coucanon @ connecting @ suonec:

- — S e - M - r Wh 0 riat - i g
LESS MORE GREATER BETTER BETTER ABLE VALUED PEER @ GP + Social Prescriber @ ere appropriate @ ;2-:::::;::‘;1:::;; of atalf

ISOLATED HOPEFUL CONFIDENCE UNDERSTANDING TO SELF-MANAGE CONNECTION Twa 2-hour group sessions 11 mdi;atuun raview
OF PAIN around & weeks apart deprescribing
Nurse

i inad i H i ; Social prescribing i
The opportunity to meet others living with chronic pain was one of the most valued aspects of the programme o Indaratindiie GersmAThsln Practice manager

; i p i " * Exploring what halps Exarcise by Referral - MMAY
* GP consultation data available for the first two cohorts; social prescribing data available for the first cohort. » Building confidence X Eipsnding knowiadis snd skills
* Supporting self-managament across the PGN and raducing rellance

on & single clivician,
Wa also flag Local opportunitios

MNordic walking - S8una - naturn
COnnEcTion

DIRECTION OF TRAVEL Education + confidence & self-management + connection & community + medicines optimisation
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The last 12 months for me personally has Living Well with Chronic Pain
been much more about: Scale of Impact for 100 Participants

: : This infographic to the left shows the potential scale of
v Understanding and mapping the landscape | @ 100 patients referred o S the impact of this project.

Based on delivery costs using one GP

across Derby & Derbyshire ) ¥ _ o S Proeeri
10 multidisciplinary ey L P Doing things differently takes time, patience and courage.

+ Costed at 5=6 hours of staff time per

|
v’ Developing wider networks EERR o ooups celvered faciitator (devery. preporaton,scmin It won’t always go as planned.

and follow-up).

participants per group)

v Starting to look at how support in this space R 2 i @ Vhat this means But there can be a negative cost to carrying on doing

. . | A relatively modest investment enables 100 1
could all be more joined up alb =g PN e i S things the same way we always have.

(Based on G and Social Prasaribar evidence-based multidisciplinary support.

time for defivery) Participants experience improvements in
wellbeing and confidence, reduced perceived

v Considering what commissioning in this area ¥ oLt Tl e BT s
might look like going forwards and attending 'y e
the MSK steering group

Wellbeing
Pain self-efficacy

+

+ <
4 Perceived health needs Why this matters
+

+

This approach has the potential to release around
GP o itations (~31%) S500-600 GP consultations over the following

v’ Creating a patient friendly space on the 3 S O
Belper PCN WebSite Potential primary care These figures represent released capacity rather

capacity released than diract cash savings and exclude wider
= 500 - 600 GP consultations benafits such as reduced social prescribing
activity, improved wellbeing, and potential

v’ Joining the British Pain Society and | am an | e e i kit ko mesiiuicins

Equivalent to approximately and referrals.

active member of the Community SIG £20,000 - £25,000

of GP clinical capacity released®

Social isolation

professionals and lay people with an interest in 0 pedrie i Bk ok Gk e
chronic pain and we held our first meeting on
1st September R ig_u_.gpg__szs 000 of GP chnicel capacity over the following yesr.

ua d 4 (L1045 hmr) IMO-EMDW group | Band &4 lhbnn'hvul [oﬁ-ﬁ—imwgm

evidence-based multidisciplinary support, resulting in improved wellbeing
and confidence together with the potential release of approximately

v Creating a Derby & Derbyshire network of @, Commissioning proposition

g the nthe d ¥ weroux 100 p £
:R-pmmhm nuddn:dun=| sathar than drect cash s,

A COMMUNITY APPROACH IN BELPER PCN

Healthcare helps people start the journey.
Community helps people keep going.

CURRENT OFFER IN DERBY AND DERBYSHIRE

Support for people living with persistent pain across community, primary and secondary care Th - f h -
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management

With ICB cluster this is important.

Join the growing community of clinicians with an interest in chronic pain in Derby and Derbyshire: jane.packeri@nhs.net Hub Plus El%—l? 4&1@

P r ] !.. .!:‘%.P%’dé;ﬁ.ﬂ
e a BEI]‘JEI" fellowships : 1.3?,3- ,,E

N Primary Care Network find out more: @—E..(- bt

*Shetty S, Scuffell J, Aitken D, Ashworth M. Chronic pain: prevalence, demographic inequalities, and healthcare utilisation. A primary care database analysis. BJGP Open. 2025 Oct 27;9(3):



Support and Retention of GPs in HThe

Derby and Derbyshire Ub
Dr Joanne Marval | May 2026 DERBYSHIRE

Introduction Methodology

The GMC Barometer Survey reported
significantly higher levels of
dissatisfaction, burnout and expressions to
leave, amongst GPs when compared to
their hospital colleagues. | wanted to gain
information on the experience, challenges
and support needs of local GPs to identify
what works well and where additional

| consulted with Clinical Directors from several PCNs to establish their thoughts, challenges,
ideas and current initiatives around GP satisfaction and retention.

| connected with support leads in Lincolnshire, Nottinghamshire and Staffordshire to discuss
their current and future projects, and the challenges and success they had experienced.

| wrote and distributed a questionnaire to all GPs enquiring about the positive and negative
aspects of their role and GP practice, and what support proposals they would welcome.

resources are needed to improve
satisfaction and retention. | would focus on
2 main groups:

Through the questionnaire GPs were invited to attend a short online interview to answer the
following questions:
 What are the best 3 attributes about your GP practice?
What 3 things would you change?
Do you have a portfolio role? And if so, why?
What advice would you give to ST3 doctors finishing their training?
Where do you want to be in 5 years’ time?

e senior GPs towards the end of their
clinical career

» the newly qualified and salaried GP
career journey.

Results

52 Questionnaires were returned and 17 GP interviews were completed. 94% of GPs had at least 1 portfolio role.

17% of responses were from senior GPs

50

Best Practice Attributes:

Supportive team ethos with a sociable daily connection
Flexible working — appointments/hours/sessions
Training/education environment

as Do you ever consider leaving your GP role before your planned retirement?

40
a5

30D

25
20
15
10
-l I
o

ot at all - Yen, frequently

Areas for Change:

Partner/salaried hierarchy

Working in isolation with ineffective communication
Unequal opportunities for salaried GPs

WAl GPs mSe

Which support ideas would you be interested in?

1st 2nd 3rd
Top Tip Advice for ST3 Doctors: All GPs | Networking with Flexible Coaching at
. . . . . career stage sessions career intervals
Wait for the right job to align with strengths and values Mserior Networking
Take opportunities — for portfolio roles and networking GPs | Flexible sessions Coaching at with career
Seek and accept support — Early Practice Support Scheme career intervals stage

Impact and Benefits

The ‘Top Tips’ PowerPoint presentation was introduced to ST3 doctors in Chesterfield and Derby

What was your |
of GPs before a

B Notatal B Notreally B Neutral B Yes somewhat [ Yes definitely

15 |l Poor— Ml Fair — B Satisfactory— Il Very good — Il Excellent

10
10

3
5
a 1]

Before the session After the session How relevant was the presentation to Has the presentation altered your Would you recommend this talk te other

wour stage of career? thinking about your future role(s)? ST3 GP Registrars?
Conclusion

This fellowship created a platform for GPs to communicate their success and challenges of working in primary care in Derby and Derbyshire. The
results enabled me to produce a ‘top tips’ presentation and document to support ST3 doctors which were well received, relevant, informative and
altered their thinking about their futures roles and career. For senior GPs, the results highlighted the need for flexible clinical sessions, coaching
at career intervals and networking opportunities. | have created 2 proposals to The Hub Plus to address these needs as potential future projects.

Joanne.Marval@nhs.net Hub Plus fellowships ‘:TE%E]
find out more: ﬁj&m“ﬁﬁﬂ
cial
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Beyond Reactive Care: Improving _...
Outcomes for Frail Patients b

Dr Amelia Saunders | May 2026 DERBYSHIRE
Introduction Methodology

1.Planning and Research

» Audited high-frequency home visits and ED users across four
PCNs.

» Analysed key themes and shared findings at key forums.

 Engaged PCN staff through a survey.

The

2.Design and Development
» Developed proactive visit criteria and a new Team Up rota system.
* Implemented a Falls Level 2 service.

) » Delivered Ageing Well event and frailty education sessions.
Aims
3. Testing and Evaluation

Re-audited high-frequency cohort to assess impact.

|dentified ED cohort driven by complex needs rather than frailty.
Improved frailty coding and proactive visit.

Developed a new MDT to support patients with complex needs.

e Improve frailty identification

o Strengthen multidisciplinary team working
 Reduce acute demand through personalised care

Results

|dentified gaps in frailty identification, care planning and follow up, with poor continuity of care.

Demonstrated low ED admission in this cohort despite high complexity, with significant patient deterioration over time (26% mortality in first
audit: 47% in re-audit COhOFt). Re-audit Outcomes: Before vs After Interventions

Delivered frailty education sessions across the PCN and Derbyshire GP
network on frailty identification, coding and CGA.

Implemented RAIDR risk stratification, identifying that frequent ED
attendances are associated with complex needs rather than frailty.

v
o
]
[
7]
¢
4
3
s

o Established an MDT approach for high-intensity/ complex patients

» Delivered the Ageing Well Belper frailty prevention event in partnership
with PCN and neighbourhood organisations, promoting preventative and
community-based ageing well support.

» Re-audit demonstrated reduced acute visits (1.6 — 1.2/ month),
improved follow-up (53% — 75%), increased frailty coding and care
planning/ RESPECT forms (66% — 85%), and better continuity of care.

: Conclusion
Impact and Benefits o S
This project demonstrated that proactive identification,

» Improved proactive identification and management of frail and high-intensity education, and MDT working can improve the management
patients across the PCN. Increased frailty coding, follow-up contact, care of frail and high-intensity patients. The fellowship supported
planning, and MDT working, supported more coordinated and anticipatory care improvements in frailty coding, continuity of care, advance
delivery. care planning, and proactive follow-up.

Clinician engagement and education improved awareness of frailty

|d§nt|f|cat|on and. coding processes, while .pro.actlve Team Up visits reduced The work highlighted that high-intensity service use is often

reliance on reactive acute demand. Also highlighted the importance of : : : : . ,
associated with wider health inequalities, rather than frailty

addressing wider health inequalities within high-intensity service users.

A scalable model for proactive community care, supporting long-term
reductions in avoidable acute demand, improved continuity of care for
vulnerable patients, and potential cost savings through reduction in avoidable
hospital admissions and wider acute system pressures.

alone. The project provides a scalable model for proactive
neighbourhood working across PCNs, with potential to
improve patient outcomes, reduce avoidable hospital
utilisation, and support more sustainable use of healthcare
resources.

_ . rﬁ%@
amelia.saunders@nhs.net Hub Plus fellowships %ﬁﬁg
find out more: %‘1
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Derbyshire International Medical

Graduate (IMG) Support Tﬁh-'f
Dr Sheila Owusu | June 2026 DERBYSHIRE

Introduction Methodoloc

IMGs have become an indispensable part of 1. A Microsoft office survey was sent out to identify the IMG GPs in Derbyshire and to ascertain
UK’s healthcare workforce. IMGs account for the areas they faced challenges and needed support. This was sent via email to the derby and
about 42% of the UK medical workforce. The chesterfield training office to be circulated to IMG trainees, to individual IMGs to circulate to
BMA, GMC and the RCGP have stated in their networks and via other established GP WhatsApp groups for IMG members to fill in.
various reports, the need to sustain IMG

retention especially in general practice. My 2.Based on the findings from the survey two top areas were identified and virtual webinars via
fellowship sought to find challenges of IMGs in teams were organised to address the issue of contracts, flexibility and fairness and leadership,
Derbyshire and ways to address some of them research and teaching. External speakers were invited to address these areas, A BMA
improve retention, job satisfaction and patient representative for the first topic and four GPs with expertise in leadership, research and

care outcomes. teaching for the second topic.

3. A visa sponsorship survey was also sent out to the GP group formed from the earlier survey to
identify IMG GPs to ascertain the challenges needing and searching for a work visa posed.

Results

Survey results - IMG support needed Visa sponsorship Survey

.. Contracts
Communicating Other e . : 67% felt pressured to
with confidence 1% Flexibility and 67%\’/ifelt sear:ch;nhg for a accept the jobs roles
o Fairness >d S5ponsornas regardless of
17% affected their mental

preferences, pay or

21% health :
location.

Mental health and
resilience

13% 100% did not feel 67% have considered

confident negotiating leaving derbyshire due
contracts due to need to need for visa

for visa sponsorship sponsorship.

Leadership, 100% did not want to
. e leave general practice
! . training and as a result of their need
Landing well in research for a visa sponsor.
Derbyshire 18%
17% Work visa
13%

Conclusion

- The cohort of Derbyshire IMGs captured in this fellowship
ImpaCt and Beneflts found the support given inspira8onal and beneficial. Other

areas that have been highlighted for further support include:

Feedback after Webinar

What did you enjoy most about the webinar?
=-4 . Focussed session on preparing and

“Hearing about the various journeys of colleagues and the "Chen presenting oneself for an interview

available opportunities to explore leadership. )

“Really interesting and sometimes deeply sad to hear about the f- GP roles-partner, salaried, locum from an
journeys people took to get to where they are now. | found the - \ IMG perspective.

final Q and A perhaps the most useful part.” ;

“The inspiring personal journey of each facilitator, it was ES r GF practices to getvisa
challenging and motivating.” Yo' ; sponsorship license to ease stress of job

" search for IMGs

“Overall, it was a rich experience with speakers with a diverse
and robust experience.”

sheila.owusu@nhs.net Hub Plus fellowships B0
find out more: f%jgﬁﬁﬂ

Pt
@_E'E'f*'.. S



RESEARCH FELLOWSHIP | 26/27

Making research workable in busy General Practice:
Interim learning from a non-medical clinical research fellow

Carmen Villegas-Galvez | Advanced Clinical Pharmacist and Clinical Lead, Long-Term Conditions,
Inspire Health | Sept 2026 DERBYSHIRE

THE FELLOWSHIP QUESTION How can protected fellowship time translate into sustainable research capability across
a practice, PCN and wider Derbyshire?

Why this matters Early learning

Protected time is infrastructure — Without it, research remains
optional and is displaced by immediate clinical pressures.

General practice has access to diverse populations and continuity
of care, but researchcompetes with intense operational pressure.

e Interest does notautomatically become capacity: staff need time,
confidence, clearroutesand practical support.

e Research activitycanremain dependent on a small number of
enthusiasts or externalteams.

e Pharmacists, nursesandother non-medical clinicians bring

detailed knowledgeofworkflow, long-term conditions and quality
improvement.

Research must fit the workflow — The practical question is not
only “Which study?” but “Who notices, decides, contacts, records
and follows up?”

Bridge roles are valuable — A clinician who understands practice

systems can translate between research teams and frontline staff.
AIM Develop and test a practical support model that

helps practices become research-ready and
research-active without treating research as a

Ql can be the gateway — QI builds confidence with data, testing
change and multidisciplinary working—skills that can lead into

separate “extra”. research.

Support should be proportionate — Practices need different
offers: awareness, a first low-burden study, or infrastructure for

Fellowship design: learn — embed — spread e

12 MONTHS / 96 SESSIONS Protected time to move from
observation and skills development into PCN delivery and Emerging value
Derbyshire-wide sharing.

PRACTICES WORKFORCE
Clearer routes, reusable processes and less A broader research skill mix, enabling pharmacists, nurses
reliance on one enthusiast. and other non-medical clinicians to contribute to research
1 LEARN Immerse in a Level 4 research center: GCP, site initiation, screening, consent, delivery and increasing practice capacity.
Apr—Jul 2026 monitoring and mapping commercial workflows.
More involved with commercial trial (delegation list).Test PCN support offer:
" - E[\IIVIBEZ?)ZG opportunity triage, practical protocols/SOPs, “quick wins” and coaching for practice SYSTEM COLLABORATION PATIENTS
SRS teams. A distributed model that links practices to PCN and  More opportunities to hear about and take part in research

experienced research hubs. closer to home.

3 SPREAD Refine Derbyshire starter resources, share learning and support another site/team to
D=yl V| o s take its next step in research activity.

Next tests and measures

P f Run and evaluate the proposed PCN support trial.
rogress so iar Explore barriers and opportunities for practice/PCN pharmacists to

« Completed core research training and observed study set-up and participate in research delivery.

involved with commercial trial. opportunity triage and signposting.
Mapped the research journey, roles, hand-offs and common Measure opportunities shared, staff confidence, readiness milestones,

friction points from opportunity to delivery. studies supported and sustainability. | |
Built links across practice, PCN, an experienced commercial Connect research support with the emerging Derbyshire QI

research center, and Derbyshire research leadership. community and refine the research/Ql coach concept

Developed a proposed PCN support trial focused on enablement
rather than simply conducting visits.

Started exploring an Al-supported “research and QI coach”
concept, with governance checks and clinicians retaining
responsibility.

LET'S TALK
What would make research easier in your practice?
o Named contact o Protected time o Templates/SOPs
o Opportunity digest o Coaching o Something else

carmen.villegas-galvez@nhs.net Hub Plus @&iEHiE)
ub lus ?E*ﬁ*%ﬁ
fellowships et

b,
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find out more: @i
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Quality Improvement in General PracticeHThe b-',-

Dr Weronika Tobiasiewicz | Feb 2025

Introduction

Continuous Quality Improvement can ensure better
patient outcomes and experiences as well as higher
service efficiency and better staff experience.

The aim of my project was to support the evolution of QI

in General Practice in Derbyshire by promoting a system
wide approach to QI and increasing awareness of
education, training, and resources as well as creating
opportunities to share best practice, in the hope that we
could start to make QI a part of everyday practice for all.

DERBYSHIRE

Methodology

1.Assessed existing QI resources in GP in Derbyshire

2.Researched what worked well in other areas

3.Designed, created and launched Derbyshire GP QI Portal

4.Delivered Introduction to QI Training for clinicians & non-clinical
staff

5. Collated Ql initiatives across GP in Derbyshire into a virtual library

6.Launched Derbyshire GP Ql Awards

7.Collaborated with other organisation to develop higher level
expertise in Ql in GP ie QSIR training

8.Built links with other organisations to help revive the JUID Network

& Exchange

Results

The Model for Improvement QI Resources

Quality Improvement )

How to get started in QI hitps.(fwww bmj_comicontent/364/bmj k5437

What are we trying to accomplish?

Ql Templates

15 |

W
Bair] §mirrvmmeiy it

Hub® Quality Improvement in Primary Care
Completed by:

Change ideas: What changes did you make?

Name of pr int:L

AmzmmmmmgWM?

ik i H H Wk
Hub™ Quality Improvement in Primary Care Vot Gy St

What is Quality ke J Howto Lead a QI Project hitps./hwww bmj.comicontent/346/bm) f113
AL 15 Luall
Improvement 7 0 & ‘ o ‘ . )| The Health Foundation: What everyone should know about health care quality Improvement.
How will we know that our change is
B hitps:itwww. health org ukisitesidefaullfilestQualityimprovementMadeSimple. pdf
an improvement?
QI Journey C,_Ij.l p
/ RCGP Leading etfective and sustainable Quality Improvement within a Primary Care Network
(I e | Ditps:iwww.regp.org,ukigetmedia 7eb16983-4107-4346 bba1-040391236066/Q0F-QI-PCN-how-to-
Qi Principles What changes can we make that will | . rcop 2001 oo
result in the improvement we seek?
L J The Ql Journey
QI Training
P DSA Cyc I es Creating Conditions Developing Aims implement

Bufic wil ond Developoim Implemert and
3 e o

Ql Tools

Ql Templates

Ol Resources

Understanding Systems resting Changes Spread

Shore leorning ond
sprend whsrs releanni

nctmll'y speofic change ideas,
ancl reline wing POSA

Understa 'nul rrr'l: my=tem and
appaniunilies fer imarwement

QI Projects

Preblee rbrisrant: EMIART mimm:
e ehould smban Frigoer fras, G, moer Ilh"rn ek = fhis cren, momeme on dha imnae 5f i e patends and
[T |I'Jm.|. L s et o e cren Flow o B vl

Mwsaures o treck improvel menk: Tests of change
e | b ik b o i micatioon i ik vieme i e han el i el g ey it
Expvali how Fol iy 'n:\ﬂ'm_c vTens posithon to decide that
Wprrm"hcrs At szoin

L

N B O

Lemdership and Teoms Project Monmgemernt
and Communicatian

Ql Awards

Impact and Benefits

The Derbyshire GP QI Portal gives all frontline staff the opportunity to access the training
and resources they need to participate in QI activity.

QI Principles set the foundations for building a culture of continuous improvement.

Creating a directory of QI training and signposting to available QI resources across the
system means we will all be speaking the same QI Language.

Promoting a simple methodology and easy to use templates for recording learning
enables both clinicians and non-clinical members of staff to make QI a part of their
everyday work.

Creating the GP QI Library allows learning from QI initiatives to be shared more easily
across a wider geography increasing the impact of each Ql.

Derbyshire GP QI Awards mean that QI can be recognised and celebrated as well as

outcomes of the most impactful projects being clearly articulated and more widely shared.

weronika.tobiasiewicz@nhs.net

Data:
D ibys valari awdlspuem! shinia av e mation s arbacied
How i g manmre ond evnlts Die impar of changes

Hardts, what wa lasrned s~ what's rast:
Sammaizr lie changes bococre of veur work cnd o these pil be mairdnned,
I iprereemenal vees noed ot wimenst aspdoin w s addiad o ivaresl cbeal 1

Next Steps

Creating a culture of continuous
improvement and collaboration requires
engaged Leadership. We now need to
increase awareness of resources and
keep QI on the agenda.

|deas for further development include:

QI at every QUEST relevant to the topic
that month.

Working with the JUID Network to
promote QI activity eg. National Ql week.

Derbyshire GP QI Conference and Ql
Champions in each practice or PCN (NB
doesn't have to be someone clinical).

Hub Plus fellowships E]“;IE %E]

. _ *135 %3
find out more: e “Fxm
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TeamUp: a rolling frailty MDT for care The -',-
home residents

Dr Andrew Goddard | June 2026

DERBYSHIRE

Introduction Methodology

Delivered within the community frailty service for Erewash, providing acute
and proactive visits to care home paints.

The model has four layers:

» Weekly care home check in call / short ward round.

 Fortnightly ward round with GP presence.

* Monthly structured MDT with rolling medication review, rather than
annual

« Coded CGA based review for every resident

Pilot: two nursing homes, 69 residents. MDT membership: Community GP,
ACPs, PCN pharmacist, care home staff, care coordinators and district
nursing.

A structured template was built in SystmOne covering legal and
administrative status, interim events, Clinical Frailty Scale scoring and the
CGA domains. Care plans are accurately coded so they count towards the
national target, with other codes added to exempt from routine monitoring.

Care home residents are among the most
complex patients in the neighbourhood,
but care has been reactive and organised
practice by practice, with inconsistent
care planning and RESPECT review.

The NHS Neighbourhood Health
Framework requires 95% of people with
complex needs to have a personalised
care plan by 2027.

Aim: a structured monthly MDT and
medication review giving every
resident a current, coded care plan to
improve holistic care in the care
setting.

Results
Two nursing homes, 69 residents. H::::::;Ti:ei;hc:r:u;rl::t
e 100% had a current personalised care plan after the first MDT cycle, up from 60% at
baseline. 100%

100

e All 69 residents had a RESPECT form at baseline, but 40% had not been reviewed
within the previous 12 months.

» Average reduction of 1.1 regular medicines per resident.

» Routine blood monitoring stopped in a further 18% of residents.

75
60%

50

% of residents

Admission avoidance and EMAS attendance data are still being collected. N

After

Impact and Benefits Before

Every resident in the pilot homes now has a current, coded
care plan, meeting the 2027 national standard three years
early.

Fewer medicines and less routine venepuncture means less
burden and less distress for frail residents.

Care home staff have a predictable monthly point of senior
clinical contact, rather than ad hoc calls to the community

Conclusion

A structured monthly MDT delivered complete care
plan coverage in the pilot homes and reduced
medication and monitoring burden.

This is a small pilot over a short period with no control
group. A coded care plan is a process measure, not
yet evidence of better outcomes, and the admissions
and EMAS data are awaited.

frailty team.

Review is anticipatory rather than crisis driven, which is the
mechanism by which admissions avoidance is expected to
follow.

Coded, structured recording makes the caseload visible for
QOF, exception reporting and service evaluation.
Delivered within existing staffing.

Upcoming plan out to the remaining Erewash care
homes, then extend the model to housebound
patients.

andrew.goddard4@nhs.net Hub Plus fellowships "TE
find out more: ik
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Technology with Purpose: Improving
Care, Supporting Staff, Enabling

I nn ovati on DERBYSHIRE
Dr Jack Baskerville — Hub Plus Digital Fellow

Digital innovation is not about technology for technology's sake. It is about solving real problems, improving patient care,
reducing unnecessary workload and creating more time for what matters most.

Over the past year, practices, PCNs and system partners across Derbyshire have worked together to develop a single
GP-led Digital Strategy for Derby and Derbyshire[SB1]. The strategy was created in response to challenges raised
directly by frontline teams and focuses on practical solutions, workforce support and sustainable innovation.

Our Vision

A digitally enabled, innovative General Practice system that supports our workforce, safely improves access and
experience for patients, and enables proactive population health.

What Matters Most?

The Derbyshire strategy identifies six priorities:

* Get the Basics Right
« Empower Practices, Not Block Them

Use Digital to Give Time Back
Safe, Scalable Innovation
Better Use of Data

Joined-Up Systems

Derbyshire's Top Five
Digital Priorities This Year

1.Population Health Management Identifying
patients proactively and supporting
neighbourhood-based care.

2.Clinical Safety Officer (CSO) Support Providing
practical clinical safety and Al support across
practices and PCNs.

3.Automated Pathology Filing Using automation

to save time and improve consistency
4.Supporting the Transition to NHIS Helping
practices navigate future digital infrastructure
changes.

5.Leadership and a Collective Voice for Primary
Care Ensuring digital developments reflect the
realities of frontline practice

Innovation in Action Across Derbyshire

Scan here to read the GP-led Digital
Strategy for Derby and Derbyshire[SB1]

Hub Plus fellowships B 6
find out more: ;’E‘:ﬁq’j’;‘#ﬁ
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Alcohol Related Harm in Amber Valley

A Case for Change

Amber Valley is a national and regional outlier for alcohol related harm. '

Worryingly, thetrendsuggeststheharm is increasing and worsening.

3" Highest Nationally and Highest in the East Midlands

Admission episodes for alcohol related Admission episodes for alcohol
conditions in women aged 40-64 related liver disease in women
Q )C III
Higher levels of harm in women, These conditions disproportionately
contrary to national trends affect the most deprived deciles

The continuing upward trend in alcohol-related hospital admissions, alongside increasing demand on
health and social care services, means that action is required now to prevent further escalation of harm
and associated costs. Without intervention, alcohol-related harm is likely to result in further reductions
In healthy life expectancy, poorer quality of life for residents, and increasing pressure on health and
social care services.

A better understanding the unique challenges and conditions in Amber Valley that has led to these
outcomes is needed to inform effective strategy. Patient engagement, insight and lived experience are
essential to developing any equitable interventions

Opportunity exists in several areas that will rely on good partnership across statutory and voluntary
services:

: : e e Chronic disease
Increasing awareness Early identification
management

The aim of any intervention is to reduce alcohol-related harm in Amber Valley, leading to fewer hospital
admissions, improved health outcomes, and a narrowing of the inequalities disproportionately
experienced by women and people living in deprived communities. Success will be demonstrated
through measurable reductions in alcohol-related harm and downward trends in admission data over
time.

As a result, residents of Amber Valley would experience improved quality of life, increased healthy life
expectancy, and more equitable health outcomes.

1. Data from https://fingertips.phe.org.uk/ Lucy Bradley, July 2027
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Developing better support for people living with chronic pain in Belper and
across Derbyshire: a work in progress

Dr Jane Packer | hosted and supported by Belper PCN

As many as 1in 3 people live with chronic pain

15 consultations/ year for the average patient identified with chronic pain

+11

percentage points

in WHO-5 wellbeing
/\/ ¥
27% - 38%

KEY OUTCOMES FROM THE EVALUATION

45% 4 29-33%1 ~60%4

in self-perceived
health needs

across 12
wellbeing domains

ol
.C;).

in GP consultations

in the 12 months
after attending*

in 1-to-1 social
prescribing
appointments*

N
&

WHAT CHANGED FOR PEOPLE?
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VALUED PEER
CONNECTION

The opportunity to meet others living with chronic pain was one of the most valued aspects of the programme.

* GP consultation data available for the first two cohorts; social prescribing data available for the first cohort.

I’ve had time to do a more detailed service evaluation, which has led to some
positive findings for anyone looking to do similar work. See above for highlights.

The last 12 months for me
personally has been much more
about

« Understanding and mapping the

landscape across Derby &
Derbyshire
o Developing wider networks

« Starting to look at how supportin

this space could all be more
joined up

o Considering what commissioning

in this area might look like going

forwards and attending the MSK

steering group

« Creating a patient friendly space

on the Belper PCN website
« Joining the British Pain Society

and | am an active member of the

Community SIG
o Creating a Derby & Derbyshire

network of professionals and lay
people with an interest in chronic
pain and we held our first meeting

on 15t September

Living Well with Chronic Pain

Scale of Impact for 100 Participants

(£

100 patients referred

L

10 multidisciplinary
pain groups delivered
(approximately 10
participants per group)

L 2 .

Investment

= £6,300 - £6,600*

{based on GP and Social Prescriber
time for delivery)

¥

Observed outcomes (from evaluaticn)

CEees3

Wellbeing

Pain self-efficacy
Perceived health needs
Social isolation

GP consultations (~31%)

¥

Potential primary care

capacity released
= 500 - 600 GP consultations
over 12 months*

Equivalent to approximately
£20,000 - £25,000
of GP clinical capacity released*

1in 8 live with high-impact chronic pain

~ 50% of GP consultations include discussion about pain

#1 cost to primary care among 32 long term conditions studied*

| had already done a lot of groundwork on setting up the Belper PCN pathway in
2024/2025 with my social prescribing colleague, Jude Kelf.

Our work is 2 years old this September and we’re about to welcome our 8th cohort.
What we do has evolved and developed over this time and especially in the last 6
months.

See below for where we are now.

LIVING WELL WITH PERSISTENT PAIN

WHERE WE ARE NOW - BELPER PCN

A developing community approach to help people understand persistent pain, build confidence and connect with support.

o EDUCATION
N

L

DIRECTION OF TRAVEL

The first steps are in place: a wider taam, stro

o CONNECTING

Support beyond the group

@

o BUILDING CAPACITY

The team 15 growing

O,

ow baing delivarad

Two additional members of staff
have completed training:

GP + Social Prescriber Where appropriate

1:1 medication review /
deprescribing

Two 2-hour group sessions
around 6 weeks apart
Nurse

Social prescribing Practice manager

* Understanding persistent pain
* Exploring what helps

= Building confidence

* Supporting self-management

Exercise by Referral - MMAV
Expanding knowledge and skills
across the PCN and reducing reliance

on a single clinician.
We also flag local opportunities

Mordic walking - sauna - nature
connaction

Education + confidence & self-management » connection & community » medicines optimisation

nger connections and more routes to support peaple to live well with persistent pain

This infographic to the left shows the
potential scale of the impact of this

= Based on delivery costs using one GP

« Groups of approximately 10 participants.
» Costed at 5-6 hours of staff time per

3 project.

Doing things differently takes time,
patience and courage. It won’t always
go as planned.

But there can be a negative cost to
carrying on doing things the same way

Assumptions

and one Social Prescriber.

facilitator (delivery, preparation, admin
and follow-up).

What this means we always have.

A relatively modest investment enables 100
people living with persistent pain to access
evidence-based multidisciplinary support.

Participants experience improvements in
wellbeing and confidence, reduced perceived
need and isolation, and around a 31% reduction
in GP consultations.

What else happened?

[ 03 4
@

Why this matters e 1stprize Footsteps to Change
Conference 2025
15t Prize Early Career GP

Conference Poster Competition

This approach has the potential to release around
500-600 GP consultations over the following

year - equivalent to approximately £20,000- °
£25,000 of GP clinical capacity.

These figures represent released capacity rather

@

Commissioning proposition

For an investment of around £6,300 - £6,600, L]
100 people with persistent pain could receive

evidence-based multidisciplinary support, resulting in improved wellbeing
and confidence together with the potential release of approximately
£20,000 -£25,000 of GP clinical capacity over the following year.

Lhean tfirect cash savings and ?xc!ude W\'id{er 2 0 2 5
nefits such as reduced social prescribing
e e e 15t Prize Hub+ QI Awards for Patient
and referrals. Exp e I’I e n C e
y e Developed a nature based therapy
proposal

Began adapting chronic pain self-
management learning for prison
settings

* Baged on 10 groups. ‘Cost per group using 5-6 hours each for a GP [E90/hour) and Social Prescriber:

Band 4 (£18.45/haur) = E630~£660 per group | Band 5 (£23.50/hour) = £655-£685 per group

1 Assuming the reduction in GP consultations observed in the evaluation is replicated acress 100 participants,
t Renresants released clinical canacity rather than direct cash tavinae

CURRENT OFFER IN DERBY AND DERBYSHIRE

Suppeort for people living with persistent pain across community, primary and secondary care

o PAIN CAFES

+ A big nod to Derby County Community

“Pain Cafés” sometimes peer-led and
sometimes supported by social
prescribers and/for well-being coaches
{who are variously employed).

€) PRACTICE-LEVEL INITIATIVES

+ Including deprescribing projects led by
pharmacists with special interests,
and GP-led clinics, sometimes being
co-delivered with other clinicians.

The

A COMMUNITY APPROACH IN BELPER PCN

Healthcare helps people start the journey.
Community helps people keep going.

infographic on
the left shows
the current

Trust for their work in Derby City. PEOPLE
o LIVING WITH o
VCFSEGROUPS = | .| ‘orepeleTeMT ooooe..
- VCFSE groups that appeal to people PERS'STENT
with pain and can spark some joy - PA'N

walking, seated yoga, cutdoor
swimming etc.

PCN-BASED WORK

+ Such as group sessions in
Belper PCN run jointly by a
GP and social prescriber.

landscape.

The

o DCHS THERAPY SERVICES
+ Therapist-led groups within DCHS, currently
supporting pecple internally referred through

therapy services, and in Chesterfield a pain

management groups jointly facilitated by
health psychology & physictherapy.

STRONG REGIONAL
EXPERTISE

Prof. Roger Knaggs

President of the
British Pain Society

Prof. Tony Avery

National Clinical Director
for Prescribing for NHS England

) seconpary cAre

= Secondary care pain services in
both Derby and Chesterfield.

Both at Nottingham Univarsity,

whao continue to shape the evidence
baze for safer prescribing and pain
management.

With ICB cluster this is important.

infographic on
the right
shows what
my ideal
would be for
Belper PCN.

UNDERSTANDING & |
BUILDING CONFIDENCE

| ."‘l!' -

(3) CONNECTING & THRIVING

REVIEW & OPTIMISE
MEDICINES

:v“,'. Intreducing the science
N and background to : ‘F Well m;“ P PAIN CAFE SOCIAL PRESCRIBING | T A A
A chranic pain. en Footsteps Programme RIS R .
/ corrmclion, perr wppert cpportntiei thotmppert ORI 2
[ A Delvened by fwo irained and phared expariance wellhaing, & Ooicids The journey
Askgie semion b mid practitioree. e - o b continues...
understanding, reduce Faclituted by socis Exarmes * Gabapentinolds ‘ ;
Q miss erceptioen and Gy koncradindipd, $hilks and pratecrbary wdl, v - “(y * Shared decision-making Dr::“mnf support
open up pasilblities toods 1o Lrderstand persatent i, b by ol ﬂ Pt o i deprasciiblig through commanity,
Pty il e bl residents with bved when sppeopriste connection and
Narsdar Ouidoor  Sawna salf-managoement
LE] [ - o)
FA 1 { i
i b '3
— = R p commmigon. B | 282 i
‘ T - _," L - A A
A s .
; a@a! /\/l $ 8{} e % 5 Multiple paths,
Small steps Community Cholces create * You're in control Support s here ‘ ' One shared goal.
bt canfidence reduces isslation change of your journey when you need & Living well despite pain

Please email
jane.packer1@nhs.net

if you would like to be part of the growing community of clinicians with an interest in chronic pain in Derby and Derbyshire

*Shetty S, Scuffell J, Aitken D, Ashworth M. Chronic pain: prevalence, demographic inequalities, and healthcare utilisation. A primary care database analysis. BJGP Open. 2025 Oct 27;9(3):



CREATIVES IN PLACE | EVALUATION SUMMARY | AUGUST 2026

Creatives in Place

Connecting primary care, communities and creativity

This Arts Derbyshire led initiative uses a relationship-centred bridging model that builds the
conditions for creative health to grow locally. Bringing creative people, with curious, creative minds
into local communities around General Practices to support health and wellbeing.

CONNECT & CREATE

The strongest achievement is not simply the activities delivered, but the trusted relationships, networks,
confidence and collaborative capacity created around them.

WHAT THE ROLE MAKES POSSIBLE CREATIVE HEALTH IN PLACE EARLY SIGNS OF IMPACT

WELLBEING

U Welcoming spaces helped participants
pause, connect and report immediate

subjective improvements.

GP practices & PCNs
Social prescribing
Creative practitioners

Community organisations

‘ Residents

CiP connects existing assets rather than duplicating services.

OPPORTUNITY

Additional funding, commissions,
conference involvement and
continuation interest.

FIVE CORE BENEFITS

INFLUENCE
STRONGER NETWORKS A trusted connector between systems and communities p Greater visibility in primary care, public
health, local government and
‘ New and deeper links across health, community cinversations
creative and community sectors. )

EXAMPLES BROUGHT TO LIFE

CONFIDENCE & CAPACITY
More people able to contribute ideas, test
approaches and lead. Wellbeing tasters & Live artwork in GP
journals waiting rooms
Music and Memory Menopause theatre " ol
CREATIVE HEALTH AWARENESS Matinees
6 Growing understanding of creativity in . . oo WHAT THE EVALUATION TELLS US
wellbeing, engagement and prevention. ‘ Creatl\{e smoking Presc.rlptlon for
cessation Happiness
Puppetry for diabetes 30 Days Creative PROMISING, BUT EARLY
LOCAL INNOVATION ‘ communication campaign
i, cvocimmamiEtien e co- The pilot has built foundations for change,
productién shaped place-responsive work. butitis too early to demonstrate sustained
health outcomes or system change.
Evidence is indicative; some activity is resource-
HOW CHANGE HAPPEN intensive; the system remains reliant on CiPs as
ADVOCATES & CHAMPIONS OwW C G S catalysts.
Participants and partners moved from
recipients to contributors.

PRIORITIES FOR THE NEXT PHASE

The CIP pilot was run in partnership with Hannage Brook 4
Medical Centre (Wirksworth), Littlewick Medical Centre

(Erewash) & Erewash PCN with support from The

National Lottery through Arts Council England, The role evolved from delivering activities to:
Derbyshire County Council, Peter Sowerby Foundation &

The National Lottery Community Fund

0 Strengthen strategic relationships

listening e facilitation e relationship- Capture and share practical learning
building
reflection ¢ systems thinking Support community ownership

|

Embed tested approaches in existing
systems

Continue building robust evidence

Protect time for evaluation and

— . _'_'_v‘-‘ o’ reflection
! | r L ¥ ;" - 4 ‘-'
o Wy ‘[ -'“ - S —— :: : 'l . ."
l‘ "i@ : l‘,“' ’
L s i .‘_:' : Photos by Lamar Francois.
> Y < p

THE OPPORTUNITY: turn early momentum into sustainable, locally owned ways of working.

WWW. a rtSd e rbyS h | re . O rg. u k Source: independent evaluation by Dr Emily Bradfield and Helen Shearn, August 2026
Instagram: @artsderbyshire & @ad_creativehealth



https://gbr01.safelinks.protection.outlook.com/?url=http%3A%2F%2Fwww.artsderbyshire.org.uk%2F&data=05%7C02%7Cluke.testro%40nhs.net%7Cc229345260df4398a48c08df194eac38%7C37c354b285b047f5b22207b48d774ee3%7C0%7C0%7C639257497932288848%7CUnknown%7CTWFpbGZsb3d8eyJFbXB0eU1hcGkiOnRydWUsIlYiOiIwLjAuMDAwMCIsIlAiOiJXaW4zMiIsIkFOIjoiTWFpbCIsIldUIjoyfQ%3D%3D%7C0%7C%7C%7C&sdata=2ffVJvovduMtKjtdY2dQ3MgelSdHMIdh639%2FKXvJfr4%3D&reserved=0
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	This Year's Fellows Have:
	Why It Matters
	Scan the QR Code and discover the collection of Hub Plus Fellowship projects and the difference they are making across Derbyshire primary care.
	Planning and Research
	Design and Development
	Testing and Evaluation

	Technology with Purpose: Improving Care, Supporting Staff, Enabling Innovation
	Dr Jack Baskerville – Hub Plus Digital Fellow
	Digital innovation is not about technology for technology's sake. It is about solving real problems, improving patient care, reducing unnecessary workload and creating more time for what matters most.
	Over the past year, practices, PCNs and system partners across Derbyshire have worked together to develop a single GP-led Digital Strategy for Derby and Derbyshire[SB1]. The strategy was created in response to challenges raised directly by frontline teams and focuses on practical solutions, workforce support and sustainable innovation.
	Our Vision
	A digitally enabled, innovative General Practice system that supports our workforce, safely improves access and experience for patients, and enables proactive population health.

	Derbyshire's Top Five Digital Priorities This Year
	1.Population Health Management Identifying patients proactively and supporting neighbourhood-based care.
	2.Clinical Safety Officer (CSO) Support Providing practical clinical safety and AI support across practices and PCNs.
	3.Automated Pathology Filing Using automation to save time and improve consistency
	4.Supporting the Transition to NHIS Helping practices navigate future digital infrastructure changes.
	5.Leadership and a Collective Voice for Primary Care Ensuring digital developments reflect the realities of frontline practice

	What Matters Most?
	The Derbyshire strategy identifies six priorities:
	Get the Basics Right
	Empower Practices, Not Block Them
	Use Digital to Give Time Back
	Safe, Scalable Innovation
	Better Use of Data
	Joined-Up Systems

	Innovation in Action Across Derbyshire
	Across Derbyshire, clinicians, practices and PCNs are already leading a wide range of digital innovation, quality improvement and transformation projects:
	✅ Creation of the Derby & Derbyshire General Practice Digital Strategy
	✅ Clinical Safety Officer (CSO) programme supporting safer adoption of digital technology and AI
	✅ Development of shared clinical safety and information governance resources
	✅ Digital needs surveys helping identify and address frontline challenges
	✅ AI education programmes supporting safe and intentional use of emerging technologies
	✅ Growing digital communities of practice across Derbyshire through WhatsApp, Teams and peer networks
	✅ Fellowship projects helping turn ideas into practical improvements across the county
	AND MUCH MORE



	Alcohol Related Harm in Amber Valley
	A Case for Change
	Amber Valley is a national and regional outlier for alcohol related harm. 1 Worryingly, thetrendsuggeststheharm is increasing and worsening.
	3rd Highest Nationally and Highest in the East Midlands
	Admission episodes for alcohol related
	conditions in women aged 40-64
	Admission episodes for alcohol
	related liver disease in women
	Higher levels of harm in women,
	contrary to national trends
	These conditions disproportionately
	affect the most deprived deciles
	The continuing upward trend in alcohol-related hospital admissions, alongside increasing demand on health and social care services, means that action is required now to prevent further escalation of harm and associated costs. Without intervention, alcohol-related harm is likely to result in further reductions in healthy life expectancy, poorer quality of life for residents, and increasing pressure on health and social care services.
	A better understanding the unique challenges and conditions in Amber Valley that has led to these outcomes is needed to inform effective strategy. Patient engagement, insight and lived experience are essential to developing any equitable interventions
	Opportunity exists in several areas that will rely on good partnership across statutory and voluntary
	ser vices:
	Increasing awareness
	Early identification
	Chronic disease
	management
	The aim of any intervention is to reduce alcohol-related harm in Amber Valley, leading to fewer hospital admissions, improved health outcomes, and a narrowing of the inequalities disproportionately experienced by women and people living in deprived communities. Success will be demonstrated through measurable reductions in alcohol-related harm and downward trends in admission data over time.
	As a result, residents of Amber Valley would experience improved quality of life, increased healthy life expectancy, and more equitable health outcomes.



	GP Co-location in the Substance Use Service
	A trailblazer project addressing the inequitable health outcomes of those affected by substance use
	100% 
	45% 
	BMI >25

	73% 
	100%
	100% 
	73% 
	37-72
	The stigma I have experienced
	stops me going to the doctor.
	This is a really good idea.
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	Developing better support for people living with chronic pain in Belper and across Derbyshire: a work in progress
	Dr Jane Packer  |  hosted and supported by Belper PCN
	As many as 1 in 3 people live with chronic pain			1 in 8 live with high-impact chronic pain 		~ 50% of GP consultations include discussion about pain
	15 consultations/ year for the average patient identified with chronic pain				#1 cost to primary care among 32 long term conditions studied*
	I’ve had time to do a more detailed service evaluation, which has led to some positive findings for anyone looking to do similar work. See above for highlights.
	I had already done a lot of groundwork on setting up the Belper PCN pathway in 2024/2025 with my social prescribing colleague, Jude Kelf.
	Our work is 2 years old this September and we’re about to welcome our 8ᵗʰ cohort. What we do has evolved and developed over this time and especially in the last 6 months.
	See below for where we are now.
	The last 12 months for me personally has been much more about
	Understanding and mapping the landscape across Derby & Derbyshire
	Developing wider networks
	Starting to look at how support in this space could all be more joined up
	Considering what commissioning in this area might look like going forwards and attending the MSK steering group
	Creating a patient friendly space on the Belper PCN website
	Joining the British Pain Society and I am an active member of the Community SIG
	Creating a Derby & Derbyshire network of professionals and lay people with an interest in chronic pain and we held our first meeting on 1ˢᵗ September
	This infographic to the left shows the potential scale of the impact of this project.
	Doing things differently takes time, patience and courage. It won’t always go as planned.
	But there can be a negative cost to carrying on doing things the same way we always have.
	What else happened?
	1ˢᵗ prize Footsteps to Change Conference 2025
	1ˢᵗ Prize Early Career GP Conference Poster Competition 2025
	1ˢᵗ Prize Hub+ QI Awards for Patient Experience
	Developed a nature based therapy proposal
	Began adapting chronic pain self-management learning for prison settings
	The infographic on the left shows the current landscape.
	The infographic on the right shows what my ideal would be for Belper PCN.


	Please email
	jane.packer1@nhs.net
	if you would like to be part of the growing community of clinicians with an interest in chronic pain in Derby and Derbyshire

	Creatives in Place
	Connecting primary care, communities and creativity
	This Arts Derbyshire led initiative uses a relationship-centred bridging model that builds the conditions for creative health to grow locally. Bringing creative people, with curious, creative minds into local communities around General Practices to support health and wellbeing.
	The strongest achievement is not simply the activities delivered, but the trusted relationships, networks, confidence and collaborative capacity created around them.
	THE OPPORTUNITY: turn early momentum into sustainable, locally owned ways of working.
	www.artsderbyshire.org.uk
	Instagram: @artsderbyshire & @ad_creativehealth
	Supporting people to transition safely from rehabilitation to independent living through neighbourhood-based multidisciplinary working
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	THE CHALLENGE
	People leaving Perth House can have ongoing clinical, social and practical needs. Without coordinated support, there is a risk of fragmented care, unmet need and avoidable deterioration after discharge (including readmission)
	The pilot aimed to develop an integrated pathway between Perth House and the Primary Healthcare Derby Complex Care Team to support a smooth transition to home.
	Care

	Complex Care Team
	Nursing
	Dementia Nurses
	Progress together
	Perth House
	Plan for home
	The Patient
	Home
	Ongoing support in the community
	GP Practice
	Joined up care | Stronger connections | Better outcomes
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	AIM
	Create an integratedreferral pathway
	Improve discharge planning Support independence at home Reduce fragmentation between services
	Strengthen neighbourhood working Reduce readmission
	Outcomes
	The pilot demonstratedhowcore therapy,
	primary care, social prescribing, pharmacy, adult social care and community/voluntary organisations can work together around the individual, to provide timely person centred continuity of care enabling people to live healthy, independent lives at home
	foras long aspossible

	Key Learning
	MDT working,building relationships and
	trustarethefoundations ofintegrated care.

	Future Development
	Expand provision across the county


	CASE STUDY: JAMES
	James was involved in a roadtrafficcollisionwhere he fractured his back. He was then discharged from hospital to Perth House for rehabilitation where he met with the Complex Care Team Co-ordinator and established his goal to return to hiking.
	When James returned home the Complex Care Team identified several challenges at home and acted quickly to resolve these, including enabling access to a phone and internet, arranging a falls response pendant (via care link) and resolution of medication concerns, ensuring insulin and medicines were administered safely.


