


Mental Health Discussion Group

Issues
Many mental health issues are a result of the "Toxic 3"
Domestic violence
Substance misuse
Self-harm

This is a burden on primary care and needs a range of services to resolve them e.g. debt advice, social services, eviction advice

Barriers to services include the difficulties the population has in engaging with services. Service providers can put barriers in place which prevents people engaging. Children with neurodiversity may be referred into the school service by CAMHS but if the parents had a bad experience with teachers at school they may be unlikely to engage with the service.

Services providers may simply cross someone off the list if they fail to show up, without understanding why they DNA.  

Practices with locums, in the case of a complex family, they may not be able to navigate the care system as they are not familiar with it.
 

Solutions
Better funding/resources to reduce inequity - from the patients point of view.
Health service delivery is stacked against them.
Those with greater needs have less services or can't engage to meet their needs.
For example, vaccination targets for those difficult to reach.
 
Secondary care doesn't take into account the additional needs of Deep End patients
How can we reduce barriers:
Complex needs workers - help to support patients and practices with issues such as a healthy lifestyle, justice, housing, benefits, etc
 
CAMHS decide how to provide services but should look at what services are needed to meet patient need.

Elderly and co-morbidity Discussion Group

Issues
A key issue is education and access.
For example, difficulty in accessing services such as I.T. knowledge.
Ringing for appointments can be time consuming and too difficult so they give up. This can then lead to a crisis and only then are they seen.

Elderly and housebound may have problems getting hold of medication and some pharmacies are now charging for delivery.
Older people may not be able to be proactive in many areas.
 
WAST - lack of access to treatment is poor.
There is a lack of transport to come to the surgery.
How do we identify if they're alone with no access to people.

Polypharmacy and medical complexity - a lack of time to do medication reviews.
One patient experienced dementia type symptoms due to the combination of medication which had not been reviewed.
 
The housebound are not getting chronic disease reviews.
District nurse services and access to them is restricted.
A loss of day units for respite.
A lack of frailty nurses and chronic disease nurses.

Solutions
Discharge patients with a list of what should be done in secondary care .
Stop time limited funding - pilot studies have shown success but then do not receive further funding so the service is lost.
 
Development of local enhanced services for the housebound.
Develop a concise criteria for what constitutes "housebound".
Deep End practices may have younger patients with co-morbidities who are housebound. It is not necessarily 80+.
 
Establish timely, proactive reviews.
Audit to identify patients.
Review housebound patients at home.
Care home enhanced services.

A named clinician will provide continuity of care.
Identify issues before there is a crisis.
Identify a Care co-ordinator - someone on the admin team who can be the point of contact for patients who have difficulty accessing services.
Support and train staff in signposting.
Provide a list of service in the area and send to patients.
Gain additional funding/resources for practice nurses/chronic disease nurses to take on housebound reviews.
Combine morbidity clinics - this will mean longer appointments, but the patient is seen for all their issues "one stop shop".
Funding for double appointment for patients who are complex or have language issues.

Refer to voluntary organisations for local UpToDate services.

Be proactive. For example HCA's could chase up take DNA's in their down time.

Four practices may share a cluster nurse but there is no dialogue between the practices as to what they're doing.
 
Could there be a Deep End LES? Funded from the practice, health board, cluster or Welsh Government.

Patient and Population Advocacy Discussion Group

Issues
Constructive feedback / complaints
· use complaints and unpick them – interpersonal, systems, processes, inside or beyond Practice
· be pro-active – e.g. follow up comments from patients on Google or Facebook
· take whole system approach – have a complaints process at level above Practice
· what is CHC doing to support Deep End Practices with constructive feedback?
People with specific needs
· language, in some Deep End Practices there are languages other than Welsh which are common
· literacy – reading and writing skills
· information has to be accessible
Public expectations
· don’t want to wait
· don’t agree on what is reasonable
· we are not explaining or marketing how to use services – maybe 111 press2 is good example that has worked
· not making the most of the alternatives to signpost to e.g. Choose Pharmacy, prescribing pharmacist is good. Sometimes inconsistent, patchy and don’t last, so people don’t get used to them
· some patients could change their behaviour, a minority take up too much time and energy
How we find out the needs in communities?
· we are “flying blind”
· we have too narrow focus
· not enough time to listen
· how do we get feedback outside complaints?
· Opinion surveys? PPGs?
Clusters 
· are very variable, mostly not focussed on Deep End issues
· have no vision, what are they for?
Health promotion/ healthy behaviours
· Yes, we definitely do have a role
· Deep End patients are less likely to change behaviours
· They don’t want to
· Peer pressure/ normalisation of unhealthy behaviours
· Barriers – money, food poverty
· Cultural – e.g diabetes/ food and minority ethnic groups
Trauma- informed care
· Aware of ACEs but not aware of link with adult poor mental and physical health
· No bandwidth or resource to deal with this
· Angry/ demanding patients – link with trauma and personality disorders
· EUPD – complex, have no time to delve and behaviours can be unreasonable
Health Inclusion services
· Service in Newport and Cardiff very different
· What do Deep End Practices need to provide for similar patients (e.g. homeless)
Shift of services from secondary to primary care
· “closer to home” policies shift work without engaging Primary Care in design
Demand management
· Triage everything
· Signpost at first point of contact
· Care navigators 
· Use connectors
Unmet needs
· “so much dross blinds us to other needs” “ we don’t know”
· What the community is concerned about may be less visible to us e.g. drug and alcohol big issues, but not often brought up in consultations
· How do we find the vulnerable, how do we make our systems easier for them?
· How about those who are unregistered, the homeless, housebound?
· What could we do anyway? Is it our role? Are others better placed?
· Could we be seeing the consequences of hidden problems e.g. depression in minority ethnic population
· Not bespoke for different groups now
· Should we focus on the young and where things are preventable?

Solutions: time and money more fairly distributed to Deep End Practices
	Demand Management
	Unmet Need
	Community Voices

	· Triage systems: low-level solutions to practical problems. Use mobiles to push info to patients
· Use the wider PHCT (physio, pharmacist, mental health workers)
· Connectors/ link workers
· Advice workers in Practices, esp focussed on income maximisation/benefits and housing
· ALL above must be enough in Deep End, must be sustainably long term and distributed fairly according to need
· Deep End engagement in strategic decisions e.g. Closer to Home 
· 
	· Take a step back and do a needs and assets assessment (and resource to do this) – via Clusters? but has to be granular and local. Use complaints and any other sources of feedback from neighbourhood, and patient surveys (Accurx can do via SMS)
· Identify those who are missing (the 80% who do not use us much, what are their needs? Esp opportunities for prevention) Those with specific needs (inclusion groups)
· Understand trauma and trauma-informed care
· Helping people change: do what works, help people with healthy living choices
	1) At Deep End level: find out how to get patient and public involvement at Steering Group level: maybe a Deep End PPG? What other mechanisms to get public and patient engagement and support for Deep End Practices
2) At Practice level, consider PPGs that work and what we can learn from them. Connect with exiting local groups for support and feedback (e.g. Residents Associations), consider Health Action Groups at neighbourhood level, smaller than Cluster






	
