Health Services are changing
● Unwell during the day? Call your GP between 8am and 6pm.
● Urgent? There are same day appointments at a hub nearby up until 8pm.
● When your GP is closed call 111.
● Injured? Bishop Auckland Minor Injury Unit is available 24/7.
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OUR SERVICES
COMMUNITY WELLNESS TEAM
The Community Wellness Team is a nurse-led, multidisciplinary
team that supports patients at greater risk of hospital admission to
remain in their preferred place of care, whether that be in their own
home, living with relatives or in a residential home.
Patients who are eligible for the service will be visited by one of our Care
Coordinators, who will carry out an initial informal assessment in order to create an
individualised care plan. The care plan aims to help patients to stay safe and well in
the place of their choosing and also informs other medical professionals involved in
their care of their specific needs and concerns in the event of a hospital admission.
The Community Wellness Team also provide regular home visits, 6 monthly reviews
and rapid response care packages for up to 48 hours and are able to help patients
make appropriate adjustments to their lifestyle and environment in order to make
keeping well that little bit easier. In addition, our nursing team are on-hand for acute
visits when medical attention is required using their close knowledge of their patients
to support their GP.

COMMUNITY PSYCHIATRIC NURSING SERVICE
In May 2016, we launched the Community Psychiatric Nursing
Service, led by a team of Specialist Psychiatric Nurses hosted
by DDHF.
The service aims to improve access to specialist psychiatric services by providing
regular appointments to patients with mental health issues, who may require extra
support. Visits can take place either at home or in the GP practice that the patient
is registered with. Our objective is to help ensure that patients with mental health
problems receive rapid and appropriate assessment, treatment and referral in their
preferred place of care and thus feel well supported in the community.

HEALTH IMPROVEMENT SERVICES
DDHF work closely with Area Action Partnerships and County
Durham Public Health to help improve healthcare services in our
most rural areas, particularly for adults who are socially isolated or
who have conditions that require additional support.
Currently DDHF employs a Health Trainer covering the Weardale Area, helping
eligible patients to adopt more active, healthier lifestyles and thereby improve
their wellbeing.
In addition, our Community Services Manager has worked closely with The Weardale
Practice to facilitate and coordinate the referral of suitable patients registered with
the Weardale Practice to the County Durham Wellbeing for Life programme.
DDHF employs a Wellbeing Coordinator in the Weardale area. This co-ordinator
works to reach vulnerable and socially isolated people who need to access support
services, but are unaware of the provision available to them or are unable to access
appropriate services due to their condition.

MESSAGE IN A BOTTLE
Message In a Bottle is a way for patients to keep essential
medical information in their home.
This is so that information is available to emergency services should they be called,
and to others who may have an occasional care role for the patient, such as family
or friends. Patients are provided with:
A medicine bottle to be stored in the fridge
An insert including all essential medical information
A fridge sticker
A window sticker
If you are interested in receiving a Message in a Bottle pack please speak to one of
our health care coordinators.

INTEGRATED DIABETES SERVICE
In April 2016, DDHF launched a large scale Integrated Diabetes
Service, building upon previous work carried out by diabetic
specialist nurse, Karen Jones.
The service aims to deliver comprehensive, multidisciplinary care in the community
for patients living with type I and type II diabetes, or who are at risk of developing
type II diabetes. This service is provided by a specialist team comprising 2
Consultants, a Diabetic Specialist Nurse and a named GP and Practice Nurse
within each of our member practices. We offer a holistic approach to specialist and
preventative diabetes care, and aim to:
Empower patients to self-manage their condition where possible through
education and personalised care planning
Help at-risk patients take the right steps to prevent diabetes onset
Provide regular reviews and support in the community
Integrate different service providers, from hospital care to social care and
mental health
Through delivery of this service, we hope to provide patients in the Durham Dales
who are living with or are at risk of developing diabetes with high quality specialist
care in the community, helping them to keep well and caring for the majority of
patients outside the hospital setting.

