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“Enablers” 

Technology 
Skilled Workforce 

Partnership Working 
Financial Resource 

   Aneurin Bevan University Health Board: Delivering Care Closer to Home 

Monmouthshire North Neighbourhood Care Network - Integrated Medium Term (ACTION) Plan (IMTP): 

2020 / 2023 

  

How will we know if we have made a difference? 

Progress monitored via Divisional Assurance meetings, NCN, 

Integrated Services Partnership Board 

Working across 

Primary & Secondary 

Care - new pathways 

for accessing hospital 

care  

How are we 

delivering 

change? 

Possible 

Community Frailty 

Unit at Monnow 

Vale Facility 
Understanding 

local needs and 

developing 

effective solutions  

Our aims: 

 Develop local health and 

wellbeing centres - support 

people to stay well, lead 

healthier lifestyles and live 

independently 

 Understand local need to help 

reduce health inequalities – 

work with services to ensure 

they are able to meet the 

demand 

 Support Clinical Futures  

Strategy by delivering Care 

Closer to Home 

 Improve access to specialist 

expertise locally 

 Provide a positive experience 

for patients and carers 

 Ensure a supportive working 

environment with access to 

career development 

opportunities  

Examples of building Sustainability and Resilience 

Working at Scale: 

 P3: GP led Safeguarding Forum (Bevan Exemplar)  

 P1,3: Enhanced IUCD provision locally 

 P3: Prescribing Leads meetings 

 P3: Multidisciplinary Care Home Forum 

Exploring new ways of working within limited 

resources: 

 P1,2,3: District Nursing phlebotomy service 

 P2,3: Care Navigation, Active Signposting 

 P3: Workflow Optimisation 

 P1,2,3: Social Prescribing 

Developing the Primary Care Team: 

 P3: Diabetic Specialist and Heart Failure Nurses 

 P3: Nurse training via GP practice Academy 

 P3: GP Practice Based Dietitian and Pharmacists 

Challenges and Opportunities: 

 P3: Primary Care I.T solutions improving ability 

to work on cross-practice basis 

 P1,2,3: Future population growth, demography 

change and partnership working with Council 

Town Planning 

 P3: Increasing joint working across practices – 

sharing agreement 

 P3: Better working with community services e.g. 

Health Visitors, District Nurses and Mental 

Health Services. 

Prioritising the 

development of Health, 

Social Care & Well-Being 

Hubs in key Towns 

Funding new GP 

practice based 

Primary Care 

Practitioners 

  
Use prudent healthcare 

pathways to improve 

planned care 

Promoting Advanced 

Care Planning 

  

What are we doing for our 3 key priorities? 

P1: Delivering Care Closer to Home, P2: Tackling loneliness 
P3: Building sustainable services 

Technology 

Skilled Workforce 

Partnership Working 

Financial Resource 

Fit for Purpose 

Estate 

  

“Enablers” 


