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South Tyneside Always Events Report 

System Ambition: increase and reduce inequality of uptake of (education and rehab) 

support that enables people to live well with one or more long term conditions 

Guidance: Alliancing and A Better U Principles (see Always Events Summary Toolkit) 

Method: Always Events  

Description of what engagement/involvement took place 

There are a number of structured education and rehabilitation programmes currently 

commissioned and offering a combination of exercise and education, such as cardiac 

rehabilitation, diabetes structured education (DESMOND and XPERT) and pulmonary 

rehabilitation. A number of programmes are also delivered by our local voluntary services 

which are not currently known about. There is a lot of duplication and fragmentation of 

services for people with long-term conditions generally.   

Currently patients are treated by condition and not as a person. There are a growing 

number of people in South Tyneside who have multiple conditions. We have already stated 

that multi-morbidity is normal. The LTCs causing the biggest morbidity and mortality share 

common preventable risk factors. We have a problem with uptake in current services – this 

will most likely be multi factorial but things like strict eligibility thresholds, rigid program 

structure and lack of choice of format, time and location play a part. The current system 

disadvantages that least activated who are being asked to engage with programs that they 

find overwhelming. Current pathways do not support good quality conversations that 

connect evidence based interventions with what is important to the person living with and 

managing their long term conditions. 

Responding to the challenges identified above and the continued low uptake of 

Rehabilitation and Structured Education programmes we will be utilising the Experience 

Based Co-Design model to understand how a new model could deliver a choice of evidence 

based interventions and other forms of self-management support in a way that is proactive, 

integrated and easy that reflects what our citizens are telling us matters to them. To learn 

about important issues and opportunities to improve care experiences, we did the following 

engagement: 

 

 Seeing the care experience with “new eyes.” We brought staff and 

patients together at workshops to hear each other’s perspectives, making 

sure patients and family members feel comfortable with being honest and 

open about their experiences.  

 



 Conducted interviews, surveys, shadowing, and focus groups to gain a 

deeper understanding of actual care experiences. 

 

 Observed patient experiences first-hand by putting ourselves “in the 

shoes” of patients and/or family members, and noted our observations 

and ideas for improvement.  

 Used shadowing to conduct an in-depth observation. 

 Conducted observations and interviewed clinicians and staff in general 

practice.  

 

Target Audience and Numbers Involved 

The planned engagement events have had a spread of representation from across the 

system since the Launch Event in August; we have held workshops, patient surveys, GP 

visits, local area engagement and presentations at HealthNet and Healthwatch meetings. 

The target audience was South Tyneside patients and carers of people with Long Term 

Conditions. Since August 2019 we have been able to survey 153 residents as well as 

conducting observations, interviews and focus groups at 3 GP Practices, we also engaged 

and interviewed clinicians and staff. We have also presented our work to 3rd sector 

organisations like Healthwatch, Apna Ghar, Whist and HealthNet and asked them to help 

engage South Tyneside residents who they come into contact with. The purpose of this was 

to plan how we would learn from people to “deeply understand” what matters to them with 

regard to accessing education and rehab support. We have noted that before we had a 

more complete understanding of the problem it would be impossible to agree the aims for 

this work stream. The current one size fits all offer works some of the time for some of our 

residents. We were curious about what it was about how we currently made people aware, 

offered, referred and delivered education and rehab that made it accessible to some and 

inaccessible to others. We agreed that this would require us to think and act differently: 

having different conversations with different people.  

 

 

 

 

 

 



Survey Questions 

1)      Do you have one or more Long-term conditions or chronic diseases?  
  

2)      Following your diagnosis, what was most important to you?  
(e.g. accessing information, support, impact on work/home life, etc.)? 

  
3)      Have you been referred or offered referral to any education or physical exercise 

programme (rehab) for your Long Term Condition? 
  

4)      Did you attend? 
  

5)      If yes, did you find these services, groups or tools useful in managing your 

condition or general health and wellbeing? What do you enjoy about them? What 

did you find helpful or unhelpful?   

6)      If you did not attend what was the reason for this e.g. transport, location? 

  
7)      What would you help you to attend these programs going forward?  

Themes from Engagement 

1) Hurdle Criteria – eg. entry into programs 

2) Timing/Location 

3) Importance of staff – how people enjoyed the program 

4) Rigidity  

5) Life gets in the way 

6) Parking/Transport 

7) Not enough time to think/reflect after diagnosis 

8) Patients seem to discuss the exercise and not education elements  

We then summarised the key themes which emerged on the day and identified two main 

work streams for focus. These are as follows: 

1. Accessibility  
 

This work stream will explore the barriers to access for those who aren’t engaging in the 

services, routes into the services both within primary and secondary care, opting in 

rather than out of the services, etc. 

2. Model of Delivery 
 

This work stream will explore the “who” and “how” elements of service delivery (e.g. 

taster sessions, peer educators, the structure of the courses, etc.). 



The information gathering described above helped the point-of-care improvement team and 

patients to identify the greatest opportunities for improving care experiences in the pilot 

unit or programme. To focus the work, the team articulated the below visions for the Always 

Events®, developed in partnership with clinical team members, patients, family members, 

and service users. 

 

Always Event Vision Statements: 

 I will always feel informed and enabled to manage my own condition. 

 I will always have access to high quality information, facilities and support in a way 

which is right for me and know who to go to with questions. 

 I will always understand the options and support available to me and the benefits it 

will bring me 

 I will always be given opportunities to access personalised and local services which 

will help me to live life to the full 

 

Feedback  

The clinical team and patients/individuals and family members generated new change ideas 

to co-design the Always Events®, the point-of-care improvement team are now testing the 

actionable ideas and process changes for improving the “care experiences that matter.” 

During the testing of individual changes in the diabetes, cardiac and pulmonary rehab teams 

helps the point-of-care improvement team will quickly enable us to learn about which new 

ideas should be adopted, adapted, or abandoned. Patients and family members are involved 

in the process and the project team are constantly feeding back at workshops to ensure that 

they are involved in the process which should help the effectiveness and learning from the 

testing of new ideas. We are including patients and family members on the team to design, 

refine, and evaluate the Always Event initiative by developing new roles for patients and 

family members in implementing the initiative (e.g., as peer mentors, which is one of the 

ideas being trialed).  

 

 

 

 



Guiding Principles, Vision and Values 
 
A Better U 
 

The vision for ABU is to create an all age, whole population approach to self-care by giving 
people choices and control over their health and well-being, based on their own individual 
needs and what matters most to them. This broadly translates into ‘supporting people to 
look after themselves and achieve maximum independence whilst living longer, healthier 
and more fulfilling lives.’ ABU is one philosophy with two parts:  
 

 Three principles – person centred, fair, proactive  

 Four enablers – support for people, support for staff, connecting to community 
assets, systems and processes  

 

South Tyneside Alliancing Principals 
 

 Empowerment, all staff are empowered and expected to make decisions based on 
what they think is right for the patient. They are supported and enabled to make 
changes. 

 Organisations either all win together or they all lose together. We can’t have a 
system in which one organisation is in credit and one is in deficit, in this situation the 
South Tyneside system in its widest sense is losing, we’ve now turned it into a team 
game. 

 Front line staff are empowered to design services which they feel best meet patients’ 
needs based on a ‘high trust, low bureaucracy’ principle 

 Change the conversation away from money/organisational protection-ism and onto 
doing the right thing for the patient 

 We collectively decide how to use the ‘South Tyneside Pound’ 

 Work at the interface between primary and secondary care to improve relationships 
across the system. 

 Leadership which requires system leaders to continually demonstrate the core values 
of this approach, it can’t be achieved over night and needs sustained focus. 

 

 
South Tyneside CCG Vision  
 

The CCG’s vision is to work collaboratively across South Tyneside to improve health and 
commission excellent health care and is supported by three high level goals which describe 
the changes we aim to make. These are to ensure that:  
 

 People are able to be able to take greater responsibility for their own health  

 People are able to say well in their own homes and communities  

 People receive timely and appropriate complex care  
 

 
 



South Tyneside CCG Values 
 

 Empowering 

 Getting things done 

 Achieving together 

 Doing the right thing for the people of South Tyneside 

 Open and honest 

 Valuing others 

 Not afraid to be different 
 

South Tyneside and Sunderland Foundation Trust 
 

The Trusts vision is to deliver nationally recognised, high quality, cost effective, sustainable 
healthcare for the people we serve, with staff who are proud to recommend our services. 

STSFT values: 

 Compassionate and dignified, high quality, safe patient care always the first priority 
 Working together for the benefit of our patients and their families or carers 
 Openness and honesty in everything we do 
 Respect and encouragement for our staff 
 Continuous improvement through research and innovation 
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