
Deep End Cymru Community Health Worker
Deep End Cymru is a network of the general practices serving the more deprived communities in Wales. We identified working with community assets as a priority during our initial Round Tables. We held two deep dive workshops with GPs, practice managers, NHS managers and Third Sector colleagues to consider the evidence and decided the approach that would best fit our communities. We do not wish to add complexity to this crowded landscape, but we do need something transformative. 
This proposal for a Community Health Worker embedded in the General Practice team(s) would be unique in Wales. This could add value to current social prescribing, improving equity, patient outcomes and healthcare utilisation. We have a full business case; this is a summary.
Situation
General practices are becoming overwhelmed by demand, and we know much of this is genuine need from a population that is struggling with their physical and mental health.  Our Healthier Wales policy recognises that we need preventative approaches which support people to manage their own health and wellbeing.  Many people come with issues such as anxiety, depression, stress, high blood pressure and chronic pain where the underlying cause is their circumstances. And we know that where the underlying causes can be alleviated, this will improve people’s health and wellbeing. However, many of these needs have solutions that are not within the NHS, but can be addressed by other means, and other community assets. 
And there is a stark Inverse Care Law, with general practices in more deprived communities dealing with significantly greater needs, while having fewer resources to meet these needs. It is estimated that 1 in 5 of all GP appointments are for non-medical issues such as housing, loneliness, relationships or debt[footnoteRef:1]. And this is far greater for more disadvantaged communities and groups:  Deep End GPs say that these are factors in at least 1 in 3 consultations that they have with patients in the most deprived communities and vulnerable groups. We know that there are also greater unmet needs: for example, there is concern about “missingness” especially among the most disadvantaged groups – defined as the ‘repeated tendency not to take up offers of care such that it has a negative impact on the person and their life chances’[footnoteRef:2]. [1:  ]  [2:  Lindsay C, Baruffati D, Mackenzie M, Ellis DA, Major M, O’Donnell CA, et al. Understanding the causes of missingness in primary care: a realist review. BMC Medicine. 2024;22(1):235.] 

When we help people get these needs met, then we expect:
· Reduced poverty in families
· Improvements in mental health 
· Reduced demand on primary care and the NHS, with reduced referrals and waiting lists
· Reduced trauma and safeguarding issues in families
· People being better able to manage their own health using community assets
· Better management of chronic conditions and risk factors
So, how do we connect people with what can help them? We propose embedding Community Health Workers in GP practices in the most disadvantaged areas to address these needs and reduce health inequalities.
Background
There is growing evidence that community health workers are an effective in meeting needs and reducing inequalities. The National Academy for Social Prescribing reports evaluations carried out in nine local health systems across England which found that social prescribing can substantially reduce pressure on the NHS, including through:
· reduced GP appointments
· reduced hospital admissions
· reduced A&E visits
Welfare rights services co-located in health settings increase family incomes: a systematic review showed that “studies demonstrated improved financial security for participants, generating an average of £27 of social, economic and environmental return per £1 invested”[footnoteRef:3].  A good example is the longstanding Liverpool Advice on Prescription program has shown multiple benefits, including health impacts and cost-effectiveness.  [3:  Sian Reece, Trevor A. Sheldon, Josie Dickerson, Kate E. Pickett, A review of the effectiveness and experiences of welfare advice services co-located in health settings: A critical narrative systematic review, Social Science & Medicine, Volume 296, 2022, https://doi.org/10.1016/j.socscimed.2022.114746. ] 

The model closest to our proposal is the Community Health and Wellbeing Workers (CHWW) now being implemented in over 25 sites across the UK. This is based on the highly successful Brazilian Family Health Strategy started over 30 years ago where it is now the delivery model for primary care with over 70% of the population now having a CHWW. They are people recruited from their communities, who are embedded in Primary care teams and the community sector, to proactively assist in providing health and wellbeing services to those communities. This model is unique because of four key principles:
· Comprehensive – Looking after the entire household and everyone in it 
· Hyperlocal – Based around a defined geography of 120-150 households, 
· Universal – Everyone is seen regularly regardless of need, but help is proportionate to need. 
· Integrated – Fully integrated with the GP Practice and Local Authority and in the community. 
The Health Equity Evidence Centre recently summarised seven high-impact interventions to tackle health and care inequalities, of which No 2 is “Roll out Community Health Workers” and No 7 is “Co-locate Welfare Advisors in General Practice” 
We therefore very much welcome the National Social Prescribing Framework for Wales[footnoteRef:4]. Currently, social prescribing includes variations on “connectors” and the “community assets” that they connect with. There is no guidance to target these resources to the communities and groups that have the greatest needs. Social prescribing projects are run by multiple organisations, often delivered and/or commissioned from the Third Sector. Some have referral criteria such as “no one under 18” or are aimed at specific groups such as frail older people, or those with mental health issues. Most models depend on referral/ self-referral. Most have short term funding.  [4:  National framework for social prescribing [HTML] | GOV.WALES] 

Deep End GPs report that it is very hard to keep up with what is available in their communities. Assets that they come to value can disappear suddenly, or staff turnover makes it hard to establish working relationships. It is not surprising that there is a great variation in the proportion of GPs that refer to community assets, with often very low rates.

Assessment
The key added value of the Community Health Worker that distinguishes this approach from many current social prescribers/ community connectors/ health trainer models, is that they will be a member of the GP Practice team. 
Main activities
Activities will have a core set that can be varied from place to place, as the local needs vary.
The Community Health Workers will be embedded in each General Practice. They will be welcome at practice meetings. 
Referrals can come from any member of the GP practice team, including receptionists, and also self-referral, as well as proactive outreach for those who are identified by the practice (for example, those “missing”). 
The CHW will arrange to speak with the individual, either face to face or on the phone as they prefer. The location may be in their own home, in the practice or any prearranged safe local location. Patients can bring a relative/ friend or advocate if they wish. 
The starting point for every interaction will be “What really matters for this person, what would make a difference to allow them to take control and make a difference to their lives and those of their family?”
The three main activities that we envisage the Community Health Worker doing are: 
1. Advice – welfare rights, income maximisation, housing, debt. Basic advice and signposting to more expert advice services, and support to engage with services (e.g. help with filling forms, travel to appointments, translation etc). Supporting the GP practice team members to better understand and use local services. 
2. Tackling the wider determinants and wellbeing – one to one support to connect with community assets for health (physical activity, social activities) and also being a mobiliser in the community/ community development. They will pro-actively engage with local place-based organisations, in particular the Clusters and Collaboratives, strengthening the links with the GP practice team.
3. Health improvement activities- supporting the practice to implement its priorities depending on its population. For example, this could include community sensitisation to improve vaccination uptake, screening uptake, learning disability checks, or reaching out to those patients who are “missing” and rarely seen. Some Clusters or practices may identify a small community of particularly high needs, where every household will be visited regularly following the model used in the Brazilian Family Health Strategy.
Skills and training
Being a local resident who cares about the health of their community and those around them is desirable, and there is no requirement to have any previous NHS experience. A good standard of education such as GCSEs, at Level 2 and some knowledge and experience of working with people and families who are experiencing complex social and emotional circumstances including mental health difficulties.  The CHW will have excellent interpersonal and communication skills, with effective interpersonal skills in working with people on a 1:1 basis and in groups. They should have the ability to listen, empathise, and provide person-centred support in a non-judgmental way. They should have strong organisational skills with the ability to work with multiple stakeholders, and the ability to work autonomously while remaining integrated within a team
A bespoke training program will be developed, for example in basic advice support, safeguarding and health improvement, using many of the resources in the Competence Framework for Social Prescribing Practitioners in Wales [footnoteRef:5] We intend to work closely with the Health Boards’ Primary and Community Care Academies to facilitate learning and explore the possibility of Apprenticeships.  [5:  https://heiw.nhs.wales/files/competences-the-competence-framework-for-social-prescribing-practitioners-in-wales-2023pdf/ ] 


Governance
The funding will be held by the delivery partner, and a steering group will ensure good governance. Line management will be through a project manager employed by the delivery partner. The main activities and schedule will be agreed with each GP practice and the line manager and will vary according to the practice and patient population. 
They will have a named clinical supervisor (who has expertise in safeguarding) and a named management contact (likely to be the practice manager). They will meet these two people at least once a month and have access to them for queries in between.

What are the risks, and how we will mitigate them?
We will plan using learning from other projects that have introduced link workers, social prescribers, community health workers or community connectors. We may be confusing a complex landscape even further, but we believe that a Community Health Worker embedded in a GP team is a unique role, and fills a gap identified by multiple GP practices. It will take a long time to see many benefits in health outcomes, so we will use evidence of what works and measure the process indicators for these. For example, there is good evidence for welfare rights and financial inclusion services having an impact on mental and physical wellbeing.
We may struggle to engage Deep End GP practices in the project. We will explore the barriers and plan to overcome them. We know space with premises is a challenge, as is a highly stressed workforce with no headspace for new developments, and sometimes a high staff turnover.   We plan to provide space in any nearby location for the CHW to meet with patients, as long as they are embedded within the GP team with strong relationships (for example, present in team meetings, receiving regular supervision etc). The CHWs may be at risk of isolation, especially if based at home, so they will be protected by being integrated into the GP Practice team with regular supervision from a clinician and the opportunity to raise any concerns within the organisational management. 
The CHW may at times be a lone worker. Risk assessments will be made for each post, and measures put in place to assure safety. 
Evaluation
Add the logic model here / theory of change. A formal evaluation plan will be developed with the independent evaluator before commencing the project, based on previous experience[footnoteRef:6] and may include: [6:  (PDF) Year One evaluation of the Community Health and Wellbeing Worker initiative in Westminster] 

· Inputs (time of CHWs and supervisors etc, salaries, equipment etc)
· Activity measures, for example:
· Number of contacts, with demographics and place
· Number of non- attenders/non-engagers, new and follow up contacts, outreach or patient-initiated, interventions (signposting, accompanying etc) 
· Outcomes, for example
· Patient Report Outcome Measures (PROMS) e.g. MyCaw (Measure Yourself Concerns and Wellbeing)
· Person Reported Experience Measures (PREMS)
· Healthcare utilisation – GP and social care and secondary care
· Uptake of vaccination, screening, and other health-improving activities
· Qualitative interviews with patients/ providers and referrers
· Goal
· Most Significant Change (MSC) approach – qualitative, participants, referrers, stakeholders
· What were the operational challenges?
· Was the project effective and value for money?
Cost
One modelling study[footnoteRef:7] explored setting up a national program of CHWs: they state that “conservative modelling suggests that 110,585 community health workers would be needed to cover the general practice registered population in England, costing £2.22bn annually with cost effective increases in eligible screened or immunised individuals.  [7:  Hayhoe B, Cowling TE, Pillutla V, Garg P, Majeed A, Harris M. Integrating a nationally scaled workforce of community health workers in primary care: a modelling study. J R Soc Med. 2018 Dec;111(12):453-461. doi: 10.1177/0141076818803443. Epub 2018 Oct 4. PMID: 30286301; PMCID: PMC6295943. 
] 

A program in Wales, based on 6 CHWs with one Project Manager, would have estimated costs between £ £870,000 and £1,000,000 depending on the banding of roles. Costs include salaries with on-costs, training, supervision, equipment, management and external evaluation. 
Recommendations
Embedding a lay health worker in GP practices could be a real change agent and catalyst to achieve improvements in the health and wellbeing of people in the most deprived communities.
Options
1. Continue current mix of approaches to connecting general practices with community assets, with some risk of widening healthcare inequalities. Cost – unknown and unclear benefits with risk of widening healthcare inequalities

2. Implement a feasibility project in a number of Deep End general practices embedded in Deep End Clusters across two or more Health Boards and varying communities (at least one urban deprived Cluster and at least one Valleys Cluster). Cost - £1,000,000 over three years, based on good evidence and with evaluation

3. Implement a roll out of CHWs program across all 17 Deep End Clusters across 4 Regional Partnership Boards.  Cost: to be confirmed








Appendix: potential locations of project
We are targeting the communities with the greatest health needs and hence are focussed on the areas with the highest proportion of people living in the most deprived LSOAs according got the WIMD.
For practical purposes, we are exploring basing the CHWs in the 17 Clusters with the same proportions of their patients living in the most deprived postcodes as Deep End (above 35%)
Currently, we have 14 Deep End GP practices who have actively confirmed an interest in hosting a Community Health Worker, across 4 Health Boards in South Wales The Clusters that have Deep End practices who have expressed an interest and/or Cluster Leads who have expressed an interest are highlighted:
	Deprivation rank
	Health Board
	Cluster
	% living in most deprived 
	Total number of practices
	Number of Deep End
	Proportion Deep End

	1
	Aneurin Bevan University Health Board 
	Blaenau Gwent East 
	51.0
	5
	5
	100.0%

	2
	Cardiff and Vale University Health Board 
	City & Cardiff South 
	50.1
	6
	5
	83.3%

	3
	Swansea Bay University Health Board 
	Afan 
	49.6
	8
	7
	87.5%

	4
	Swansea Bay University Health Board 
	Penderi 
	49.4
	5
	5
	100.0%

	5
	Swansea Bay University Health Board 
	CityHealth 
	47.1
	8
	6
	75.0%

	6
	Cardiff and Vale University Health Board 
	Cardiff East 
	45.6
	4
	4
	100.0%

	7
	Cardiff and Vale University Health Board 
	Cardiff South West 
	45.5
	10
	7
	70.0%

	8
	Aneurin Bevan University Health Board 
	Newport West 
	41.7
	6
	3
	50.0%

	9
	Cwm Taf Morgannwg University Health Board 
	South Cynon 
	41.5
	5
	4
	80.0%

	10
	Aneurin Bevan University Health Board 
	Blaenau Gwent West 
	39.2
	6
	5
	83.3%

	12
	Cwm Taf Morgannwg University Health Board 
	Rhondda (combine North a nd South now)
	39.1
	10
	9
	90.0%

	11
	Cardiff and Vale University Health Board 
	Cardiff South East 
	38.9
	7
	4
	57.1%

	13
	Cwm Taf Morgannwg University Health Board 
	Bridgend North Network 
	37.3
	8
	5
	62.5%

	14
	Aneurin Bevan University Health Board 
	Caerphilly North 
	37.0
	8
	5
	62.5%

	15
	Aneurin Bevan University Health Board 
	Newport East
	36.6
	6
	3
	50.0%

	16
	Swansea Bay University Health Board 
	Neath 
	36.3
	8
	6
	75.0%

	17
	Aneurin Bevan University Health Board 
	Torfaen North 
	36.0
	5
	4
	80.0%

	Other clusters with a Deep End practice interested

	24
	Cardiff and Vale University Health Board 
	Central Vale
	25.0
	7
	1
	14.3%

	27
	Swansea Bay University Health Board 
	Cwm Tawe
	22.3
	3
	1
	33.3%





We could add in data here for these Clusters from the Primary Care Clusters Dashboard e.g. avoidable mortality, immunisations,  chronic conditions prevalence, emergency hospital  admissions, Smoking; Healthy weight; Physical activity; Eating five fruit and veg portions; Adults drinking above guidelines etc etc
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