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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

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.

Why It Matters
Improving care.

 Delivering better
outcomes and
experiences for

patients.

Creating sustainable
services.

 Testing ideas that can be
adopted and scaled across

primary care.

Developing
people.

Building leadership,
confidence and

capability.

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

Plus, much more

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


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. 

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. 

Falls Prevention and Management

Hub Plus fellowships 
 find out more:

Katy.barker4@nhs.net

Planning

Evaluation

Research

Development

Identification of stakeholders
Understanding work already
being undertaken
Networking across the region

Questionnaire to HVT
Review local policies
Understand National Guidelines
& benchmark for care
Systemone searches to identify
patient cohort

Identification of patterns
Appraising proactive
opportunities
Deliver a multi-disciplinary
teaching session
Evaluation of teaching through
feedback

Falls proforma
Audit work against national
guidelines and
recommendations
Identification of proactive
opportunities

A year of falls data for patients >65, coded as non-housebound was
reviewed against national guidance from NICE on comprehensive falls
management – with this set as the benchmark. 

Key risk factors were identified and included frailty and polypharmacy,
where the higher the Rockwood score, or Derbyshire falls risk rating the
higher the incidence of polypharmacy. 

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
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: 

100% either agreed or strongly agreed that:
1.Teaching was interesting and engaging 
2.Had increased their knowledge on the topic 
3.Was relevant to patient care 

~“Well put together afternoon. Fascinating, holistic approach”
~“Very useful session” ~ “All speakers knowledgeable and

provided accessible, up to date, relevant info”~ 

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
for falls prevention interventions within routine practice. 
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. 

78% of patients were on one or more
prescribed medication that put them at
increased risk of orthostatic hypotension. 

Dr Katy Barker | June 2026
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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 

Join the growing community of clinicians with an interest in chronic pain in Derby and Derbyshire: jane.packer1@nhs.net 

 

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:

 
 

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 infographic
on the left shows

the current
landscape. 

The infographic
on the right

shows what my
idealwould be for

Belper PCN.

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.

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

 

 

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*

*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):

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-managment learning
for prison settings

Hub Plus
fellowships 

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

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. I have created 2 proposals to The Hub Plus to address these needs as potential future projects. 

Method 

The GMC Barometer Survey reported
significantly higher levels of
dissatisfaction, burnout and expressions to
leave, amongst GPs when compared to
their hospital colleagues. I wanted to gain
information on the experience, challenges
and support needs of local GPs to identify
what works well and where additional
resources are needed to improve
satisfaction and retention. I would focus on
2 main groups:
 

senior GPs towards the end of their
clinical career 
the newly qualified and salaried GP
career journey. 

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

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

I 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. 

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? 

Best Practice Attributes: 
Supportive team ethos with a sociable daily connection
Flexible working – appointments/hours/sessions
Training/education environment 

Areas for Change: 
Partner/salaried hierarchy 
Working in isolation with ineffective communication
Unequal opportunities for salaried GPs 

Top Tip Advice for ST3 Doctors: 
Wait for the right job to align with strengths and values
Take opportunities – for portfolio roles and networking
Seek and accept support – Early Practice Support Scheme 

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

17% of responses were from senior GPs 

Which support ideas would you be interested in? 

All GPs

Senior
GPs

1st 

Networking with
career stage 

Flexible sessions 

2nd 

Flexible
sessions 

Coaching at
career intervals 

3rd 

Coaching at
career intervals

Networking
with career

stage 

Support and Retention of GPs in
Derby and Derbyshire 
Dr Joanne Marval | May 2026
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Conclusion

Joanne.Marval@nhs.net Hub Plus fellowships 
 find out more:



Beyond Reactive Care: Improving
Outcomes for Frail Patients

Dr Amelia Saunders | May 2026

Introduction
Frailty drives repeat home visits and emergency department
attendances, reflecting gaps in proactive, coordinated care.
Within Belper PCN, challenges in data quality, coding, and care
planning limit effective management of high-risk patients.�This
project aims to improve identification of frail patients, strengthen
multidisciplinary team (MDT) working, and enhance clinician
engagement. By targeting high-frequency service users, it seeks
to reduce acute demand and improve personalised, community-
based care and patient outcomes.

Aims
Improve frailty identification
Strengthen multidisciplinary team working
Reduce acute demand through personalised care

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.

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.

3.Testing and Evaluation
Re-audited high-frequency cohort to assess impact.
Identified 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.

Results

Identified 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 cohort).

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.

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
This project demonstrated that proactive identification,
education, and MDT working can improve the management
of frail and high-intensity patients. The fellowship supported
improvements in frailty coding, continuity of care, advance
care planning, and proactive follow-up.

The work highlighted that high-intensity service use is often
associated with wider health inequalities, rather than frailty
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.

amelia.saunders@nhs.net

Impact and Benefits
Improved proactive identification and management of frail and high-intensity
patients across the PCN. Increased frailty coding, follow-up contact, care
planning, and MDT working, supported more coordinated and anticipatory care
delivery.
Clinician engagement and education improved awareness of frailty
identification and coding processes, while proactive Team Up visits reduced
reliance on reactive acute demand. Also highlighted the importance of
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.

Hub Plus fellowships 
 find out more:
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Derbyshire International Medical
Graduate (IMG) Support 

IMGs have become an indispensable part of
UK’s healthcare workforce. IMGs account for
about 42% of the UK medical workforce. The
BMA, GMC and the RCGP have stated in
various reports, the need to sustain IMG
retention especially in general practice. My
fellowship sought to find challenges of IMGs in
Derbyshire and ways to address some of them
improve retention, job satisfaction and patient
care outcomes. 

Dr Sheila Owusu 16 JUNE 2026.

Methodology 

Communicating
with confidence
17%

Mental health and 
resilience

13%

Landing well in 
Derbyshire

17%

Other
1%

Work visa
13%

Contracts,
Flexibility and 

Fairness
21%

Leadership,
training and

research
18%

100% did not feel
confident negotiating
contracts due to need 
for visa sponsorship

67% felt searching for a
visa sponsor has

affected their mental 
health

100% did not want to
leave general practice

as a result of their need
for a visa sponsor. 

67% felt pressured to
accept the jobs roles

regardless of
preferences, pay or 

location.

67% have considered
leaving derbyshire due

to need for visa 
sponsorship.

Survey results - IMG support needed Visa sponsorship Survey 

Feedback after Webinar 
What did you enjoy most about the webinar? 

“Hearing about the various journeys of colleagues and the
available opportunities to explore leadership.” 

“Really interesting and sometimes deeply sad to hear about the
journeys people took to get to where they are now. I found the
final Q and A perhaps the most useful part.” 

“The inspiring personal journey of each facilitator, it was
challenging and motivating.” 

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

The cohort of Derbyshire IMGs captured in this fellowship
found the support given inspira8onal and beneficial. Other
areas that have been highlighted for further support include: 

Focussed session on preparing and
presenting oneself for an interview

GP roles-partner, salaried, locum from an
IMG perspective. 

Support for GP practices to get visa
sponsorship license to ease stress of job
search for IMGs

Derbyshire International Medical
Graduate (IMG) Support 

Dr Sheila Owusu | June 2026

sheila.owusu@nhs.net Hub Plus fellowships 
 find out more:

Introduction
1.A Microsoft office survey was sent out to identify the IMG GPs in Derbyshire and to ascertain

the areas they faced challenges and needed support. This was sent via email to the derby and
chesterfield training office to be circulated to IMG trainees, to individual IMGs to circulate to
their networks and via other established GP WhatsApp groups for IMG members to fill in.

2.Based on the findings from the survey two top areas were identified and virtual webinars via
teams were organised to address the issue of contracts, flexibility and fairness and leadership,
research and teaching. External speakers were invited to address these areas, A BMA
representative for the first topic and four GPs with expertise in leadership, research and
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

Impact and Benefits

Conclusion



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

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

1 LEARN
Apr–Jul 2026

Immerse in a Level 4 research center: GCP, site initiation, screening, consent,
monitoring and mapping commercial workflows.

2 EMBED
Aug–Nov 2026

More involved with commercial trial (delegation list).Test PCN support offer:
opportunity triage, practical protocols/SOPs, “quick wins” and coaching for practice
teams.

3 SPREAD
Dec 2026–Mar 2027

Refine Derbyshire starter resources, share learning and support another site/team to
take its next step in research activity.

Early learning 

Emerging value 

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

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.

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

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

PRACTICES
Clearer routes, reusable processes and less
reliance on one enthusiast.

WORKFORCE
A broader research skill mix, enabling pharmacists, nurses
and other non-medical clinicians to contribute to research
delivery and increasing practice capacity.

SYSTEM COLLABORATION
A distributed model that links practices to PCN and
experienced research hubs.

PATIENTS
More opportunities to hear about and take part in research
closer to home.

Progress so far 

Fellowship design: learn → embed → spread 

Next tests and measures 
Run and evaluate the proposed PCN support trial.
Explore barriers and opportunities for practice/PCN pharmacists to
participate in research delivery.
Support implementation of current starter pack: roles, routes, SOPs,
opportunity triage and signposting.
Measure opportunities shared, staff confidence, readiness milestones,
studies supported and sustainability.
Connect research support with the emerging Derbyshire QI
community and refine the research/QI coach concept

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

4 
Why this matters

 
General practice has access to diverse populations and continuity
of care, but researchcompetes with intense operational pressure. 
● Interest does notautomatically become capacity: staff need time, 

confidence, clearroutesand practical support. 

enthusiasts or externalteams. 
● Pharmacists, nursesandother non-medical clinicians bring 

detailed knowledgeofworkflow, long-term conditions and quality
improvement. 

AIM Develop and test a practical support model that
helps practices become research-ready and
research-active without treating research as a
separate “extra”. 

● Research activitycanremain dependent on a small number of 

RESEARCH FELLOWSHIP | 26/27

carmen.villegas-galvez@nhs.net Hub Plus
fellowships 

 find out more:

Completed core research training and observed study set-up and
delivery, including a commercial site initiation visit, Ongoing
involved with commercial trial.
Mapped the research journey, roles, hand-offs and common
friction points from opportunity to delivery.
Built links across practice, PCN, an experienced commercial
research center, and Derbyshire research leadership.
Developed a proposed PCN support trial focused on enablement
rather than simply conducting visits.
Started exploring an AI-supported “research and QI coach”
concept, with governance checks and clinicians retaining
responsibility.

LET’S TALK
What would make research easier in your practice?
□ Named contact □ Protected time □ Templates/SOPs

 □ Opportunity digest □ Coaching □ Something else

mailto:carmen.villegas-galvez@nhs.net


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. 

Quality Improvement in General Practice

Hub Plus fellowships 
 find out more:

weronika.tobiasiewicz@nhs.net

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 QI. 

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. 

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. 

Ideas 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 QI week. 

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

Dr Weronika Tobiasiewicz  | Feb 2025

Introduction Methodology 

Results

Impact and Benefits Next Steps

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 QI initiatives across GP in Derbyshire into a virtual library 
6.Launched Derbyshire GP QI Awards 
7.Collaborated with other organisation to develop higher level

expertise in QI in GP ie QSIR training 
8.Built links with other organisations to help revive the JUID Network

& Exchange 

PDSA Cycles 

The QI Journey 

The Model for Improvement QI Resources QI Templates 



TeamUp: a rolling frailty MDT for care
home residents

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
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.

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. 

Hub Plus fellowships 
 find out more:

andrew.goddard4@nhs.net

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.

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

Dr Andrew Goddard | June 2026

Introduction Methodology 

Results

Impact and Benefits

Conclusion

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.

Two nursing homes, 69 residents.
100% had a current personalised care plan after the first MDT cycle, up from 60% at
baseline.
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.

Admission avoidance and EMAS attendance data are still being collected.

mailto:andrew.goddard4@nhs.net


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 

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. 

What Matters Most?

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

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

Derbyshire's Top Five
Digital Priorities This Year

Hub Plus fellowships 
 find out more:Scan here to read the GP-led Digital

Strategy for Derby and Derbyshire[SB1]



Higher levels of harm in women, 
contrary to national trends

Admission episodes for alcohol related 
conditions in women aged 40-64

Early identification Chronic disease 
management

Amber Valley is a national and regional outlier for alcohol related harm. 
Worryingly, thetrendsuggeststheharm is increasing and worsening.

1

Admission episodes for alcohol 
related liver disease in women

These conditions disproportionately 
affect the most deprived deciles

Alcohol Related Harm in Amber Valley 

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:

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.

3  Highest Nationally and Highest in the East Midlands rd

Increasing awareness

1. Data from https://fingertips.phe.org.uk/ Lucy Bradley, July 2027

A Case for Change
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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  

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  

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.

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.

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

The
infographic on
the left shows
the current
landscape. 

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

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

*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):
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Source: independent evaluation by Dr Emily Bradfield and Helen Shearn, 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.

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

GP practices & PCNs
Social prescribing
Creative practitioners
Community organisations
Residents

CiP connects existing assets rather than duplicating services.

FIVE CORE BENEFITS

1
STRONGER NETWORKS
New and deeper links across health,
creative and community sectors.

2
CONFIDENCE & CAPACITY
More people able to contribute ideas, test
approaches and lead.

3
CREATIVE HEALTH AWARENESS
Growing understanding of creativity in
wellbeing, engagement and prevention.

4
LOCAL INNOVATION
Listening, experimentation and co-
production shaped place-responsive work.

5
ADVOCATES & CHAMPIONS
Participants and partners moved from
recipients to contributors.

CREATIVE HEALTH IN PLACE

A trusted connector between systems and communities

EXAMPLES BROUGHT TO LIFE

Wellbeing tasters &
journals

Music and Memory
Matinees

Creative smoking
cessation

Puppetry for diabetes
communication

Live artwork in GP
waiting rooms

Menopause theatre

Prescription for
Happiness

30 Days Creative
campaign

HOW CHANGE HAPPENS

LISTEN CONNECT TEST EMBED

The role evolved from delivering activities to:

listening  •  facilitation  •  relationship-
building

reflection  •  systems thinking

EARLY SIGNS OF IMPACT

WELLBEING

Welcoming spaces helped participants
pause, connect and report immediate
subjective improvements.

OPPORTUNITY

Additional funding, commissions,
conference involvement and
continuation interest.

INFLUENCE

Greater visibility in primary care, public
health, local government and
community conversations.

WHAT THE EVALUATION TELLS US

PROMISING, BUT EARLY

The pilot has built foundations for change,
but it is too early to demonstrate sustained
health outcomes or system change.
Evidence is indicative; some activity is resource-
intensive; the system remains reliant on CiPs as
catalysts.

PRIORITIES FOR THE NEXT PHASE

1 Strengthen strategic relationships

2 Capture and share practical learning

3 Support community ownership

4 Embed tested approaches in existing
systems

5 Continue building robust evidence

6 Protect time for evaluation and
reflection

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

1

The CIP pilot was run in partnership with Hannage Brook
Medical Centre (Wirksworth), Littlewick Medical Centre
(Erewash) & Erewash PCN with support from The
National Lottery through Arts Council England,
Derbyshire County Council, Peter Sowerby Foundation &
The National Lottery Community Fund

www.artsderbyshire.org.uk
Instagram: @artsderbyshire & @ad_creativehealth 

Photos by Lamar Francois. 

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


AI
M

 

O
ut

co
m

es
 

 Ke
y 

Le
ar

ni
ng

 

TH
E 

CH
AL

LE
N

G
E

 Fu
tu

re
 D

ev
el

op
m

en
t

 

CA
SE

 S
TU

D
Y:

 J
AM

ES
Ja

m
es

 w
as

 in
vo

lv
ed

 in
 a

 ro
ad

tra
ffi

cc
ol

lis
io

nw
he

re
 h

e 
fra

ct
ur

ed
 h

is 
ba

ck
. H

e 
w

as
 th

en
di

sc
ha

rg
ed

 fr
om

 h
os

pi
ta

l t
o 

Pe
rth

 H
ou

se
 fo

r r
eh

ab
ili

ta
tio

n 
w

he
re

 h
e 

m
et

 w
ith

 th
e 

Co
m

pl
ex

Ca
re

 T
ea

m
 C

o-
or

di
na

to
r a

nd
 e

st
ab

lis
he

d 
hi

s g
oa

l t
o 

re
tu

rn
 to

 h
ik

in
g.

 

W
he

n 
Ja

m
es

 re
tu

rn
ed

 h
om

e 
th

e 
Co

m
pl

ex
 C

ar
e 

Te
am

 id
en

tif
ie

d 
se

ve
ra

l c
ha

lle
ng

es
 a

t h
om

e
an

d 
ac

te
d 

qu
ic

kl
y 

to
 re

so
lv

e 
th

es
e,

 in
cl

ud
in

g 
en

ab
lin

g 
ac

ce
ss

 to
 a

 p
ho

ne
 a

nd
 in

te
rn

et
,

ar
ra

ng
in

g 
a 

fa
lls

 re
sp

on
se

 p
en

da
nt

 (v
ia

 c
ar

e 
lin

k)
 a

nd
 re

so
lu

tio
n 

of
 m

ed
ic

at
io

n 
co

nc
er

ns
,

en
su

rin
g 

in
su

lin
 a

nd
 m

ed
ic

in
es

 w
er

e 
ad

m
in

ist
er

ed
 sa

fe
ly

.

 

Ex
pa

nd
 p

ro
vi

sio
n 

ac
ro

ss
 th

e 
co

un
ty

Cr
ea

te
 a

n 
in

te
gr

at
ed

re
fe

rra
l

pa
th

w
ay

Im
pr

ov
e 

di
sc

ha
rg

e 
pl

an
ni

ng
Su

pp
or

t i
nd

ep
en

de
nc

e 
at

 h
om

e
Re

du
ce

 fr
ag

m
en

ta
tio

n 
be

tw
ee

n
se

rv
ic

es
St

re
ng

th
en

 n
ei

gh
bo

ur
ho

od
 w

or
ki

ng
Re

du
ce

 re
ad

m
iss

io
n

Th
e 

pi
lo

t d
em

on
st

ra
te

dh
ow

co
re

 th
er

ap
y,

pr
im

ar
y 

ca
re

, s
oc

ia
l p

re
sc

rib
in

g,
 p

ha
rm

ac
y,

ad
ul

t s
oc

ia
l c

ar
e 

an
d 

co
m

m
un

ity
/v

ol
un

ta
ry

or
ga

ni
sa

tio
ns

 c
an

 w
or

k 
to

ge
th

er
 a

ro
un

d
th

e 
in

di
vi

du
al

, t
o 

pr
ov

id
e 

tim
el

y 
pe

rs
on

ce
nt

re
d 

co
nt

in
ui

ty
 o

f c
ar

e 
en

ab
lin

g 
pe

op
le

to
 li

ve
 h

ea
lth

y, 
in

de
pe

nd
en

t l
iv

es
 a

t h
om

e
fo

ra
s l

on
g 

as
po

ss
ib

le

Pe
op

le
 le

av
in

g 
Pe

rth
 H

ou
se

 c
an

 h
av

e
on

go
in

g 
cl

in
ic

al
, s

oc
ia

l a
nd

 p
ra

ct
ic

al
 n

ee
ds

.
W

ith
ou

t c
oo

rd
in

at
ed

 su
pp

or
t, 

th
er

e 
is 

a 
ris

k
of

 fr
ag

m
en

te
d 

ca
re

, u
nm

et
 n

ee
d 

an
d

av
oi

da
bl

e 
de

te
rio

ra
tio

n 
af

te
r d

isc
ha

rg
e

(in
cl

ud
in

g 
re

ad
m

iss
io

n)
Th

e 
pi

lo
t a

im
ed

 to
 d

ev
el

op
 a

n 
in

te
gr

at
ed

pa
th

w
ay

 b
et

w
ee

n 
Pe

rth
 H

ou
se

 a
nd

 th
e

Pr
im

ar
y 

H
ea

lth
ca

re
 D

er
by

 C
om

pl
ex

 C
ar

e
Te

am
 to

 su
pp

or
t a

 sm
oo

th
 tr

an
sit

io
n 

to
ho

m
e.

M
D

T 
w

or
ki

ng
,b

ui
ld

in
g 

re
la

tio
ns

hi
ps

 a
nd

tru
st

ar
et

he
fo

un
da

tio
ns

 o
fin

te
gr

at
ed

 c
ar

e.
 

Su
pp

or
tin

g 
pe

op
le

 to
 tr

an
si

tio
n 

sa
fe

ly
 fr

om
 re

ha
bi

lit
at

io
n 

to
 in

de
pe

nd
en

t l
iv

in
g 

th
ro

ug
h 

ne
ig

hb
ou

rh
oo

d-
ba

se
d 

m
ul

tid
is

ci
pl

in
ar

y 
w

or
ki

ng

LT
D

Pr
im

ar
y 

H
ea

lth
ca

re
 D

er
by

O
ng

oi
ng

 c
om

m
un

ity
su

pp
or

t t
o 

m
ai

nt
ai

n
in

de
pe

nd
en

ce
 a

nd
w

el
lb

ei
ng

Bu
ild

 in
de

pe
nd

en
ce

 a
nd

pl
an

 fo
r a

 sa
fe

 
re

tu
rn

 h
om

e

 
At

 th
e 

ce
nt

re
 o

f e
ve

ry
th

in
g

w
e 

do
. R

ig
ht

 su
pp

or
t,r

ig
ht

tim
e,

rig
ht

 P
la

ce

 
Re

ci
ev

e 
di

sc
ha

rg
e

in
fo

rm
at

io
n,

 u
nd

er
st

an
d

pa
tie

nt
 n

ee
ds

 a
nd

pr
ov

id
e 

su
pp

or
t

H
om

e

Pe
rt

h 
H

ou
se

Th
e 

Pa
tie

nt

G
P 

Pr
ac

tic
e

Plan for home

Progress t
ogether

D
em

en
tia

N
ur

se
s

N
ur

si
ng

Ca
re

O
ng

oi
ng

 
su

pp
or

t
in

 th
e 

co
m

m
un

ity

So
ci

al
Pr

es
cr

ib
er

Ph
ar

m
ac

y

G
P

Pr
ac

tic
e

H
ou

si
ng

Su
pp

or
t

Jo
in

ed
 u

p 
ca

re
 |

 S
tr

on
ge

r c
on

ne
ct

io
ns

 |
 B

et
te

r o
ut

co
m

es

O
cc

up
at

io
na

l
Th

er
ap

y Ph
ys

io
th

er
ap

y

Co
-o

rd
in

at
or

s

So
ci

al
 C

ar
e 

D
er

by
 C

ou
nt

y
Co

m
m

un
ity

Tr
us

t

W
id

er
 M

D
T

&
 S

pe
ci

al
is

t
In

pu
t

Co
m

pl
ex

 C
ar

e 
Te

am

Ca
re

 th
at

 c
on

ne
ct

s 
ou

r c
om

m
un

ity


	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.
	TRAILBLAZER FELLOWSHIP  |  25/26



	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
	Primary Healthcare Derby




	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
	GP Practice
	Housing Suppor t
	Pharmacy
	Care that connects our community
	Social Prescriber



	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.


