
 
 
 

 
 
 
 

 
 
 

Local Engagement Board – part of the Carers’ Information Day 
 

Wednesday 8 June 2016 2.00 – 3.00pm 
 

Hedworth Hall, Dean Road, South Shields, NE33 4EA 
 

 
 
 

AGENDA 
 
 
2.00 to 2.05 Welcome (Dr David Hambleton, Chief Executive STCCG) 
 
2.05 to 2.30 Canterbury Health System and Health Pathways (Dr David Hambleton) 
 Q&A 
 
2.30 to 2.55 Integrated Teams (Emma Hamblin, STCCG and South Tyneside Council) 
 Q&A 
 
2.55 to 3.00 Closing comments (Dr David Hambleton) 
 
 



 
 
Do you look after 

someone? 
 

Carers Information Event 
Drop in at Hedworth Hall, Dean Road,  

South Shields NE33 4EA  

Wednesday 8th June 2016 

From 12:00 - 4:00pm 
• Speakers from South Tyneside Clinical Commissioning 

Group and South Tyneside Council. 
• Free information, advice and support.  

Buffet lunch & refreshments 
 

     6-12 June 2016 



 
 
 
 
 
South Tyneside Local Engagement Board – Wednesday 8 June 2016 
 
Hedworth Hall, 2-3pm – part of the Carers’ Information Afternoon 
 
 
South Tyneside CCG Local Engagement Board was held as part of the Carers’ Information 
Afternoon organised by South Tyneside Council during Carers’ Week.  There were 
presentations on Canterbury Health System and HealthPathways by Dr David Hambleton 
Chief Executive STCCG, and Integrated Teams by Emma Hamblin Project Manager - 
Health and Social Care Integration South Tyneside Council, followed by questions and 
answers. 
 
Presentation One 
 
Canterbury Health System and HealthPathways 
 
Q Why is there a specific pathway for carers’ stress, shouldn’t we be trying to prevent 

that? 
A Indeed, there will be opportunities in many HealthPathways to ensure that the GP 

focusses on carers, including their wellbeing and mental state. GPs have to think 
about lots of things during consultations, and this system gives GPs reminders about 
some common themes: prevention; self-care; early intervention and carers.  There is 
also a specific Pathway about carers’ stress. 

 
Q Some GPs don’t have any way to identify carers? 
A HealthPathways will help to standardise things like this for patients and carers, so 

carers are identified and registered more systematically. 
 
Q Do New Zealand and Australia have an NHS system like us?  
A The system is pretty similar to here; so most care is funded by the state for example. 
 
Q Who will be responsible for updating the system? 
A It can be done very quickly.  If a GP finds something is wrong or not accurate they 

can press a button and this is fedback to the GP clinical editors. 
 
Presentation Two 
 
Integrated Teams 
 
Q When do you expect everyone to have a named coordinator? 
A This has already happened in Jarrow and Hebburn; this will happen within the next 

few weeks and by the end of the month for other areas in the borough. 
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Q I work for the Fire Service, how would we contact the care coordinator if we come 
across any problems in our outreach work? 

A Once we have one phone number this should be straightforward.  To be picked up in 
further discussion outside the meeting. 

 
Q Does this rely on people’s financial circumstances as this could cause difficulties? 
A There is the same level of service irrespective of financial circumstances.  If the 

patient self-funds they will still have the same help/advice from a social worker. 
 
Q Is this new funding? 
A No, this has been set up without any extra money 
 
Q At present once an issue is addressed patients are signed off.  Will there be a time 

limit for this? 
A Whoever sees a patient most often should be the care coordinator.  The teams are 

small so it is likely they will all get to know the patients and carers.   
 
 Closing Comments 
 
The chair thanked the audience for attending and their contribution. 
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Canterbury 
HealthPathways 

Local Engagement Board 
8th June 2016 

David Hambelton- Chief Executive,  
South Tyneside CCCG 



What is HealthPathways? 
 
 

• Key ingredient- 
Content is designed 
in collaboration 
between primary and 
secondary care 
clinicians  



What are the aims? 
• To be used ‘live’ within GP consultations 

 



HealthPathways in South Tyneside 

• Rapid localisation of existing pathways; 
 



HealthPathways 
Initial priority pathways including… 
 
 
 
 
 
 
 

Atrial 
fibrillation 

Carpal tunnel 

Heart Failure 

Asthma  

COPD 

Carer Stress 

Lung cancer 

Back pain 

Benign skin 
lesions 

Falls prevention 

Anxiety in adults 

Depression in 
adults 

Pulmonary 
rehab 

Prostate cancer 

Bowel cancer 

Otitis media 



Carer pathway 



Progress to date 
• 2 clinical editors  
• Pathways coordinator 
• Identified clinical champions in secondary care 
• Thematic champions in place (more would be 

gratefully received!)   
• 15 pathway meetings completed 
• Circa 35 pathways reviewed 

 
 



Key priorities/Next steps 

• Completion of phase I priority pathways 
• Identification of phase II pathways 
• Launch event 
• Awareness raising with GPs; 

 
– It’s not of use unless it’s in use! 

 



Integrated Community Teams 

Wednesday 8th June 2016 
 
 

Emma Hamblin 
Project Manager - Health & Social Care Integration 

 



Background 

Health and social care services provided to 
people in their own homes 
 tends to be housebound people 
 people with physical healthcare needs 
 
Separate community nursing and adult social 
care teams, with different working practices and 
access arrangements.  



Challenges: 
 

• Fragmentation in service delivery 
• Not an easy system to understand for  
service users or carers 
• Need to tell your story lots of times to  
different health and care professionals 
 
Opportunities to: 
 

• Improve the experience of health and care services for 
people receiving services and for their carers 

• Streamline care and improve quality 
• Improve the professional experience 

 
 



Patient & 
their 

family/ 
carers 

GP 

Cons. 
Memory 

Cons. 
Geriatrician 

DN 

CM 

ICT ACT 

SW 

Care 
Provider 

Age UK 

Alzheimer's 
Society 



Key principles 
• Teams aligned to GP practices 
• Co-location of staff 
• Named Care Coordinator for all patients 
• Improved communication/information sharing 
• Greater awareness and use of other support 

available in the community 
 

Better management of people 
Improved quality of care  

Keeping people safe and well at home 
 



The model 

1 geographical base for all delivery teams- Clarendon 



Health and social care staff are 
working closer together, based 
in 1 office with shared 
objectives and procedures 

So what’s changed? 
 

The teams are able to deliver 
more cohesive care, and 
appropriate care and support 
will be available quicker 

Greater communication 
between professionals involved 
in your care 

There will be less duplication 
meaning people involved in 
your care will know about you 
and your needs and you won’t 
have to tell your story each 
time you see someone new 



The teams are aligned to GP 
practices and working more 
closely with GPs  

The team will have greater 
understanding of your needs, 
and your GP will have more 
knowledge of the care and 
support you receive  

Anyone receiving care and 
support from the integrated 
teams will have a named Care 
Coordinator  

Your Care Coordinator will be 
your main contact and will 
make sure additional support is 
provided by the team when 
needed 



The integrated teams will be 
trained in supporting people to 
self-care and to take more 
control of their own health and 
wellbeing 

The team will help you to be 
able to take more control of 
your own health and care and 
help you to be more 
independent 

Team members will have 
greater knowledge of the roles 
of different professionals, and 
will work with social navigators 
to understand other support 
available in the community 

You will speak to the right 
person to help you to meet 
your individual needs, and 
they will also know about 
other support available which 
can help you to improve your 
health and wellbeing 



Carer’s perspective – some examples… 

Can directly contact the  
care coordinator 
 

Assessment of carer’s needs 
 

http://www.bing.com/images/search?q=telephone+cartoon&view=detailv2&adlt=strict&id=5F62FF5C3F64FA95AAE67DB3FF486E2807B0C076&selectedIndex=86&ccid=D/XgCJfa&simid=608000338866540474&thid=OIP.M0ff5e00897da1af4eff1418b29266635H0
http://www.bing.com/images/search?q=filling+in+a+form+cartoon&view=detailv2&adlt=strict&id=A925B81057BCFAAE5E4B09E1EB8BD1E9DA8763A7&selectedIndex=136&ccid=n+0Cfg8E&simid=608009628876473220&thid=OIP.M9fed027e0f04dd63a570ba0099fe6d05o0


Next steps 

Further development of the teams including: 
 

   Development of single point of access 
  Agreement of a shared process for care planning 
  Working closer with mental health teams 
  Working with primary care to proactively support 

people at risk of hospital admission 
 
 



Any questions? 
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