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Foreword

The vision for Primary Care, as described in this document, has been developed using key
publications, notably the Five Year Forward View (October 14), GP Forward View (April 16) and
the Next Steps 5 Year Forward View (March 17), learning from involvement of Fylde and
Wyre/Blackpool in the National ACS Development Programme, networking and learning events
put on by the team across Lancashire and South Cumbria and engagement with clinicians and
managers from across the STP. To sustain and transform Primary Care (which includes
General Practice, other independent practitioners and community services) needs to become
more efficient and effective, integrate and work at scale. This will require full utilisation of the
ideas and initiatives within the GPFV together with a parallel transformation of community
based services. General Practice needs to play its role in an expanded community care service,
providing a wider range of services and managing increasingly complex cases with more
patients managed out of hospital care. Primary Care Networks (PCNs), integrated
multidisciplinary teams covering 30-50,000 registered populations, are the operational building
blocks of the new care models and are being facilitated by the Transformation Team via a £1
per head development scheme. PCNs can be networked together to form the basis of larger
scale models such as Multi-Disciplinary Community Providers, Primary and Acute Care
Systems and Accountable Care Systems. PCNs provide a route for a ground up revolution in
health and care provision that engages front line staff in new care model design as never
before. We are already seeing GPs, Dentists, Opticians and Pharmacists and community staff
enthused and revitalised by being involved in PCN development. Once in place, PCNs and
associated new organisational models can start to radically redesign services to provide; better
care for complex illnesses and multi-morbidity through longer GP appointments, integrated and
extensivist care to manage people in the community, workforce re-alignment in terms of an
upskilled unified team, better acute fion the day
administration and better use of information and IT. This will create systems and organisations
that are attractive for health and care staff to work in with improved job satisfaction and work life
balance with a stronger focus on population health and prevention.

Dr Malcolm Ridgway

Senior Responsible Officer for Primary Care Transformation
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The Vision for Primary Care

Primary care needs to transform in order to provide a service that is sustainable, efficient,
effective and attractive to work in. It needs to play a central role in primary and community care
operating at scale to close the three gaps identified in the 5 Year Forward View (ie health and
wellbeing; care and quality; finance and efficiency).

This vision is in development and will progress as the evidence and learning builds from local
and national developments.

Primary Care in this context includes General Practice, other independent practitioners and all
community health and care services. The following is a list of some of the key principles and
components of a transformed primary care system;

1 Primary Care working at scale in Primary Care Networks can form the operational building
block for larger system delivery and progression towards Accountable Care Systems.

1 The 4 characteristics of Primary Care Networks are:-

A Provision to a defined registered population of approximately 30 i 50,000.

A Anintegrated workforce, with a strong focus on partnerships spanning primary,
secondary and social care

A A combined focus on personalisation of care with improvements in population
health outcomes

A Aligned clinical and financial drivers

1 For GPs to diagnose earlier and to manage complex disease including multi-morbidity,
they need to spend more time with patients. This will require longer consultations,
potentially up to 20 minutes and increased support from a wider clinical and
administrative team. GPs will play a leading role in community based extensivist services
providing the medical oversight for their registered patients.

1 Every patient who needs a same day intervention will be able to get one. This
intervention will not necessarily be face to face and with a GP, with online access and
advice, telephone consultations and alternate practitioners increasingly available. In order
to improve productivity and quality, some larger practices and integrated systems have
separated acute from routine care to ensure patients are seen by the most appropriate
health care professional and to minimise disruption of core primary care.

T Al'l professional s irewllcdnimte toamelecaonipsharede nt 0 s
care record, with access appropriate to their role. All Providers will commit to sharing
their data for direct care and ensure their systems are interoperable with the shared care
record. Patients will be informed about information sharing and given choices about how
their data is used.

9 Patients will be able to access their electronic shared care record and use a range of
online tools for managing aspects of their care.

91 All services that can be delivered safely and according to best practice in the community
will be provided within a neighbourhood or network, thereby ensuring that patients can
access care closer to where they live, avoiding the need to attend hospital unnecessarily.
This includes both elective and non-elective care.



1 Prevention will be a central feature of primary care and indeed be a golden thread
throughout the Accountable Care Systems. This includes primary, secondary and tertiary
prevention and also education around self-care and promotion of well being.

9 Social prescribing and community empowerment will be a key feature of primary care
delivery which will enable more self-care and more resilient communities.

1 The primary care workforce will have expanded to include a number of new roles such as
care navigators, clinical pharmacists, medical assistants and physician associates and all
staff wilbeup-s ki | l ed to work at the Atop of their

1 The important interdependencies between mental health, cancer and urgent and
emergency care will be addressed through more integrated working within primary care
networks.

Eye Health Services

1 Patients will be able to access a consistent and integrated Primary Eye Care Service
within each Primary Care Network across the STP. The evidence based schemes in
terms of improved outcomes and cost effectiveness are;

A Glaucoma Referral Refinement

A Pre and Post Cataract Service

A Minor Eye Conditions Service

A Childrenbés post screening eye test servi
A Low vision service

1 Further community based eye care services in primary care will be developed within each
Accountable Care System to shift secondary care activity closer to home.

9 There should be a STP wide Optometry Connectivity Project (IT) so the Optometrists can
accesst he patientsé single care record to faci

Pharmacy Services

1 Community pharmacy will act as the facilitator of personalised care and support for
people with long-term conditions (such as anticoagulation monitoring), maximising the
pharmacy integration fund to work more closely with and reduce the workload of General
Practice.

1 Community pharmacy will become a trusted, convenient first port of call for episodic
healthcare advice and treatment; and will be integrated with NHS 111 building on the
success of the New Urgent Medicines Supply Service.

1 Community pharmacy will become an integral part of the neighbourhood health and
wellbeing services provided by Primary Care Networks, building on the Healthy Living
Pharmacy Programme

C



Oral Health Services

91 Dental care services will be accessible, clearly signposted, supporting prevention and
daily patient care. Pathways from primary care to specialist dental services will be clear
and easy for practices and patients to navigate.

1 Dental and oral health services will be integrated with wider primary care systems working
in neighbourhoods and emergency care systems
health, also linking to wider health and social care provision where appropriate.

1 Through these developments, practices will be able to transform and enhance their
services for example AStarting Well o, i ncrea:
use of their staff skill mix.

1 Local Dental Network operating across the STP in developing this approach, strategy and
commissioning.



1. Transformed Primary Care Service through a Patient and

Clinician Lens

What will it be like to be a patient in the new model?

)l

As a patient, | trust my health service and only access it when | cannot manage to care for
myself or my family.

| feel that | am in control of my own health, with the support of my doctors and their team
and | can receive all the care that | need in my own community where it is safe to do so.
This includes the majority of diagnostic test and specialist appointments.

| can directly access my medical records and through school and on-going education | am
able to self-diagnose and manage most common ilinesses with support from all the health
and care professionals within my community including, pharmacy, dental and eye care.

| use online resources for support or the telephone if that does not work for me and if
needed | am navigated to the most appropriate service.

| can use technology to help me manage aspects of my care in my own home

I now have access to a wider multidisciplinary team and appreciate that | do not always
need to see a doctor. | have received information and education around my illnesses and
have optimised my care to fit in with my lifestyle and needs and | know what to do and
who to call if my condition worsens.

It is very easy for me to access services; either online, telephone or even walk-in and |
know | will be seen the same day if | want it. However | also appreciate that where | need
continuity of care, | can see my own doctor or nurse at an appropriate time and venue.

| am grateful now that if | ever get cancer | will be diagnosed rapidly in the early stages of
the disease rather than as an emergency.

Equally | am reassured that | have access to a range of mental health care services so |
am able to seek support where required.

| know that I can also refuse treatment if after receiving all the relevant information | feel
that it is not appropriate for me, yet | will still be cared for.

| am now involved, with clinicians, managers and other members of the community in
planning and if needed rationing of services and | sit on the Governing Body that leads
our new Health and Care System.



What will it be like to be a doctor/clinician in the new model?

1  Whilst | am busy my work is now more fulfilling - being able to concentrate on diagnosing
and managing complex ilinesses, mainly in the community, working with a skilled,
multidisciplinary team, including hospital consultants.

1 1am part of a much wider team and have access to a vast range of services and options
for patients, many of which are socially prescribed and provided by the community itself.

T Al I the acute fion the dayo wor k, t hat used t
interruptions, is now dealt with by a centralised service that we all work in on a rota basis.

1 There is a really good triage service that patients and clinicians are confident in so that
appointments can be made directly into relevant services and | feel in control of my
workload, which means that | also feel clinically safe.

1 1 nolonger have to worry about administration of the practice and managing staff. | only
see the paperwork and results that | need to and | work in high quality premises that are
well equipped and allow us to provide a wider range of care for patients not previously
possible.

1 1 am able to work effortlessly in a range of locations with easy access to the systems and
tools that | need, including the patientds hiq

1 I have time for education and development and now undertake a wider and more complex
range of work.

1 1 have my own personal list of patients and | am part of team of skilled staff that work well
together.

T I share relevant information with my colleagues through the electronic shared care record
and use online tools to interact with my patients where appropriate.

1 We have a competent Primary Care Network(PCN) leadership team that listens to us and
helps us to make a difference and | feel a sense of ownership for the PCN and system |
work in and | am proud to work here.

1 1'am now content in my work and my family appreciate the fact they see more of me and |
am not stressed. | am also reassured that as | get nearer to retirement or need to slow
down, that | can still work in those clinical areas that still interest me and that | can make
a difference to my patients. o

1 Local and district level organisational/governance systems support this positive future by
aligning Community Nursing, Mental Health, Social Care and Third Sector around PCNs
and Gener a | Practicesd registered |ists. I n this
management arrangement would help decide where investment and support is required
so that more complex and frail patients can be cared for in the community rather than the
hospital.

1 The improved organisational system at PCN and District level would release time through
allocating clinical and administrative work to the most appropriate person. To realise the
full potential of this scenario also requires practices themselves in to reorganise, so they
can contribute to and benefit from the consolidation and sharing of resources.



2. Introduction

The Five year forward view describes General Practice as the bedrock of NHS Care with GPs
having one of the highest public satisfaction ratings of any public service, at over 85%, but we
know improving access to primary care services is a top priority for patients.

ifGener al practice provides over 300 million pati
million A&E visits. So if general practice f ai |l s, the NHS fails. Yet a vy
patient costs less than two A&E visits, and we spend less on general practice than on hospital
outpatients. o

Primary Care services including dental, eye care and pharmacy and general practice are central
to bringing care closer to home, managing long term conditions, preventing unnecessary hospital
admissions and helping people stay well and healthy. Our patients want better access to GP and
wider primary care services; to be better informed about self-care and health services generally
and wrap around joined up care when needed.

We have seen a steady rise in demand with patients increasingly relying on general practice
services for themselves and their families. Whilst demand for appointments and complexity has
increased, patients rightly expect: high quality, locally designed services in settings that are
accessible and convenient; delivered by healthcare professional who are known to them who
provide continuity of care. Aside from organisational changes managing demand also means
partnering with patients and carers in new ways. Equipping them with the knowledge, skills and
confidence to provide a better patient experience and take more responsibility for their health and
care.

Alongside this has been a growing shift of work from secondary care to primary care, and all of
these factors have placed unprecedented pressure on practices. The model of Primary Care
must therefore transform to meet these challenges and deliver the triple aim: to improve quality of
care, reduce variation and be financial sustainable and increasingly it is recognised that there is a
fourth aim, to increase primary care staff satisfaction.

Strengthening the capability of General Practice, securing greater integration with wider primary,
community, third sector and mental health care services, will be critical to the wider
transformation of our health and social care system, as these services provide far and away the
largest point of integration that patients have with the NHS.

This primary care delivery plans sets out a detailed, costed package of investment and reform for
primary care now through to 2020 reflecting each of the primary care strategies of the 8 Clinical
Commissioning Groups culminating in an aggregated STP plan that delivers a sustainable shift in
care and activity out of hospital. The plan utilises the funding and resource available within the
GP Forward view in addition to additional local investment in primary care from commissioners
across the STP which will mean more convenient access to care, a stronger focus on population
health and prevention, more GPs and a wider range of practice staff, operating in more modern
buildings, and better integrated with community and preventive services, hospital specialists and
mental health care.

We need to think about all the components included within this Delivery Plan in an integrated way
so that they not only complement each other but support a whole system transformation. When



we think about the recruitment of 5000 more GPs, 800 more clinical pharmacists and 1500
mental health therapists in primary care, we need to create a coherent picture of what this will
mean for the future of primary care, its impact on urgent and emergency care, and moving
pat i ent s 6frorh hogspital basedservices to community based services. We will miss the
point if the impact of all these programmes is not greater than the sum of their parts.
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3. Background

The NHS Five Year Forward View was published in October 2014 and describes a new shared
vision for the future of the NHS to improve health and wellbeing, transform quality of care and
deliver sustainable finances.

In subsequent years, policy and planning guidance were developed to reflect the ambitions set
out in the Five Year Forward View outlining a new approach to help ensure that health and care
services are planned by place rather than around individual organisations. This included a
requirement for every health and care system, for the first time, to work together to produce a
Sustainability and Transformation Plan to meet the triple aim, a separate but connected strategic
plan covering the period October 2016 to March 2021.

Supplementing the Five Year Forward View, the GP Forward View was published in April 2016,
in response to the increased workload and pressures being experienced in General Practice.
The GP Forward View provides a programme of investment and resource to help stabilise and
transform primary care services in line with the new models of care described within the Five
Year Forward View.

Finally, in 2017 the Next Steps of the Five Year Forward View was published outlining the key
deliverables for the NHS to 2020/21 and identified four priority areas with STPs as the delivery
vehicle:

1. Urgent and Emergency Care
2. Primary Care

3. Cancer Services

4. Mental Health Services

Lancashire and South Cumbria STP therefore needs to incorporate the above four priority work
streams into its delivery plan as the local system moves towards and integrating care locally
bringing together NHS commissioners, providers and local authority partners in formal
partnerships that over time will develop as Accountable Care Systems.

The purpose of this document is to outline the primary care delivery plan for Lancashire and
South Cumbria Sustainability Transformation Partnership.

11



4. Healthier Lancashire and South Cumbria Sustainability and
Transformation Partnership (STP)

Healthier Lancashire and South Cumbria is a partnership of organisations coming together to
improve outcomes and care for local people, reduce pressures on services and make best use of

our financial resources.

Organisations are involved in improvements that need to happen across the whole region and
are working to develop local plans in five areas. These are the Blackpool & Fylde coast, Pennine
Lancashire, Central Lancashire, West Lancashire and Morecambe Bay. They provide a way in
which all organisations and groups involved in health and care can join up locally. The five local
areas are illustrated in the map that follows (Image 1).

Bay Health
& Care Partners

Pennine
Lancashire

West
Lancashire

Central
Lancashire

Image 1 The five local areas in Healthier Lancashire and South Cumbria

12



Morecambe Bay - Better Care Together

Better Care Together is a review of health and social care services for Morecambe Bay. It is
being led by ten health organisations known as Bay Health and Care Partners. This area covers
north Lancashire and south Cumbria.

Pennine Lancashire - Together A Healthier Future

Together A Healthier Future is a programme to improve the health and care system in Pennine
Lancashire, which is made up of East Lancashire and Blackburn with Darwen areas.

Fylde Coast - Your Care, Our Priority

Health and care organisations on the Fylde Coast are working together to make Your Care, Our
Priority. To achieve this ambition health and care professionals are brought together, alongside
the community and voluntary sector, to create one integrated healthcare system on the Fylde
Coast. This means joining up different parts of health and care services so that they work
seamlessly together.

Central Lancashire - Our Health Our Care

Our Health Our Care is a programme which aims to deliver joined up health and social care to
everyone throughout Greater Preston, Chorley and South Ribble.

West Lancashire

This area holds a unique geographical position, which requires leaders to look in the directions of
both Lancashire and Merseyside.

The West Lancashire Local Delivery Plan involves wide ranging partner working; not only with
Lancashire wide colleagues, but also with local partners such as CCG colleagues in Southport
and Formby, West Lancashire Borough Council, Virgin Care, Southport & Ormskirk Hospital NHS
Trust, Lancashire Care NHS Foundation Trust, social care, its active voluntary community and
faith sector, GP membership, patients, carers, and staff.

The Population

The population of Lancashire and South Cumbria is approximately 1.7 million and is increasing®.
For the Lancashire-14 area®, a 4.5% increase is projected over the 25-year period, resulting in an
expected population of 1.538 million by 2039. For the Lancashire-12 %area, the percentage
increase is projected to be higher at 5.9%, with the number expected to reach 1.254 million.

! Based on the number of people registered with a GP in 2016/2017, according to NHS England, STP footprint analysis pack
Lancashire and South Cumbria, Five Year Forward View 2016.

% Lancashire-14 refers to the twelve districts in the Lancashire County Council area and the two unitary authorities of Blackburn with
Darwen and Blackpool

% Lancashire-12 refers to the twelve districts in the Lancashire County Council area (excluding Blackburn with Darwen and Blackpool)
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Although the working age population is predicted to start to decline within 5 years, the older
population is predicted to continue to increase, with more falling into the over 65 age bracket
each year as life expectancy increases over the period.*

Age 2014 2019 2024 2039 % change, number of years from
2014
) 10 25
Aged 0to 15 216,206 222,412 223,735 215,370 2.87 3.48 -0.39
Aged 16 to 64 735,600 728,556 722,565 696,052 -0.96 -1.77 -5.38
Aged 65+ 232,929 252,101 273,657 343,079 8.23 17.49 47.29

Table 1 Population projections by children, working age and pension age, Lancashire-12 area, 2014-2039°

The Health Profile

Numerous studies have shown that geographical variations in life expectancy can largely be
accounted for by individual and area-based deprivation. The Marmot Review published in 2010
highlighted the fact that people living in the poorest neighbourhoods will on average, die seven
years earlier than people living in the richest neighbourhoods. The difference in disability-free life
expectancy is even greater, with the average difference between the most and least deprived
areas being 17 years.

The health of people in Lancashire and South Cumbria varies greatly when compared to
England. Within the county there are wide differences between the most and least deprived
areas. For example, in the most deprived areas life expectancy at birth for men is 10.2 years
lower and 7.1 years lower for women, when compared to the least deprived areas (2012-14).

Significant findings for Lancashire & South Cumbria® include:

1 In 2013 to 2015, life expectancy at birth (LE) for females in Lancashire-12 (82.1 yrs),
Blackburn with Darwen (80.8 yrs) and Blackpool (79.4 yrs) is significantly lower than
England (83.1 yrs).

1 Male LE in Lancashire-12 (78.5 yrs), Blackburn with Darwen (76.5 yrs) and Blackpool
(74.3 yrs) is significantly lower than England (79.5 yrs).

1 The gap in LE between each local authority in Lancashire-14 and England as a whole
was greatest in Blackpool where the difference is 5.2 years lower for males and 3.7 years
lower for females.

Prevalence and incidence rates for cancer, cardiovascular disease and liver disease are all
above national rates and residents in the more deprived areas tend to have higher levels of
premature and overall mortality from these conditions. There are issues around mental health
and wellbeing, with residents in the most deprived areas nearly twice as likely to have mental

* Projections based on data published by Lancashire County Council Insight (June 2016)
® Source NOMIS
® Data available at Lancashire-14: life expectancy and life expectancy at 65 (March 2017)
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health problems compared to those in the least deprived areas. This includes common mental
health issues such as depression and anxiety, and more severe disorders such as schizophrenia.

Deprivation Levels

The Department for Communities and Local Government (DCLG) released the 2015 English
Indices of Deprivation on 30th September 2015, and the figures were published down to the
lower layer super output area level.

The 2015 figures reveal that seven local authorities across the footprint, Blackpool, Burnley,
Blackburn with Darwen, Hyndburn, Pendle, Lancaster and Preston, had at least one of their eight
local authority deprivation summary measures ranked in the 50 most deprived positions. This
was up from six authorities in the previous 2010 indices. Lancaster became the seventh owing to
a relative deterioration of its local concentration ranking.

Lancashire's most deprived areas are in urban centres of towns in East Lancashire, Preston and
Blackpool. These are localities that have undergone major economic and structural change over
many years, and face various issues. Out of the eight CCGs in Lancashire and South Cumbiria,
the two NHS areas covering Blackburn with Darwen and Blackpool are in the 20% most
deprived in England. The other six CCGs fall into the 40-80% deprived range nationally.

Blackpool has the most deprived rankings in Lancashire and South Cumbria for all eight of the
local authority summary measures. The authority also had the top most deprived rankings (1st
in England) for the rank of average score measure and the rank of local concentration measure.
This latter measure identifies 'hot spots' of very high levels of deprivation.

15
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Local Context: The Primary Care Landscape

A picture of primary care in Lancashire and South
Cumbria 2017/18

£227million "
expenditure across £48.7million planed

Primary Care medical 238 practices expenditure across 429 Contracts
services community pharmacy

General practice Community
(including dispensing GPs) Pharmacy
Est 8million 99% of .
- % of people in the areas
Appointments per 1236 GPs Oln Est 66,147 visits per of highest deprivation are
YEar pro-rata'd froma smallpA performers list day— within a 20 minute walk of a

waorkforce tool pilotin Lancashire (Pro rata’d Pharmacy Voice Data) community pharmacy

£86.8million total £17.7million planed

contract values for expenditure across
Primary Care dental 265 Contracts opticians 367 Contracts

Dental services Eye care

Est 435,000 consults
per year

800 dentists Est 312,496 sight test Est 337 primary

per year in Lancashire ophthalmic
58% of LSC population seen in (national Performers ist) Lancashire only 1% April-31% August o
two-year period 2017 practltloners
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General Practice Forward View

The case for change: Increased pressures, workload and vacancies, reduced
morale, unwarranted levels of variation and deteriorating levels of access

What the media says ...

Retirement time-bomb in the GP workforce is exposed with four in ten doctors due 'More hospital' treatment required for tooth decay than
to retire within a decade ...The health regions of Lancashire and Wessex each have broken arms in under 105’ (Lancashire Post)
only seven GPs under the age of 30. (Mail online)

Patients in Tarleton and Hesketh Bank have been left shocked by the news Increased charges mean uncertain future for two South
that their doctor's surgery is facing closure (Southport Visitor) Lakeland medical practices (westmorland Gazette)

The key messages are:
An increasing and ageing population with more complex healthcare needs is increasing pressures and workload in general practice
Historical lack of investment has caused GP infrastructure and workforce to be inadequate to meet demands and deliver quality care.

\

There is variable access to GP services in core and none core hours , as well as unwarranted levels of variation across the footprint

Across Lancashire and South Cumbria 17/18:

o .
79% 17.8%.  34% oo puingoryjas, LA3 srccsions N

. are aware they can registered list size below
Of patignts acrogs General Practitioners and book ) the England average list of
Lancashire and South . practices were 7.406 oati
Cumbriswatld 0 appointments I ] ” patients
P 0 o i d managed by interim Source: NHS England
recommend their SIS EL
P ti N 0 practices
ractice Nurses are aged
GP sursengtq 39‘y roviders and 9 7 3 A) f Required
someone who has 0 areaware P . " improvement and
moved to the local 5 5 or over they can book repeat primary medical care practices rated
area. A contracts were Outstanding or Good 2
prescrlptlons on tendered by the Care Quality practices were
|' o Commission, however, .
Source: GF Access Suvey GF workforcs statistics published Ine Mate: This indludes FOA — the 220 placed in Special
July 2017 2017 Source: GP Fatient survey 2017 Lo SRS Source: COC Measures

Lancashire and South Cumbria Delivering the Five Year Forward View
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Overview of Lancashire and South Cumbria GP Practices, Federations and CCGs

There are 8 CCGs and 238 GP practices that service 1,747,605 registered patients across
Lancashire and South Cumbria (June 2017). The smallest list size is 1053 and the largest list
size is 54120. Table 1 below gives an overview of the list sizes broken down by CCG.

CCG Code CCG Pcode June 2017
00Q Blackburn with Darwen Total 173,936
O00OR Blackpool Total 172,919
00X Chorley & South Ribble Total 182,139
01A East Lancashire Total 379,565
01E Greater Preston Total 213,731
01K Morecambe Bay Total 360,960
02G West Lancashire Total 113,036
02M Fylde & Wyre Total 151,319
Lancashire Total 1,747,605

Table 1 List sizes by CCG (September 2017)

There are also nine Federations listed in the table below broken down per CCG/area (Table 4).

Population S lEIEr o)
CCG / Area Federation name Legal form P member
covered ;
practices
East Lancashire East Lancashire Union Private company 250,000 36
limited by shares
Blackburn with Blackburn with Darwen Private company 171,000 27
Darwen limited by shares
West Lancashire OWLS CIC Private company 112,000 22
limited by shares
South Cumbria South Cumbria Primary Private company 166,691 24
Care Collaborative limited by shares
Morecambe Bay North Lancashire Private company 160,000 5
Medical Services Ltd limited by shares
East Lancashire Pendle Care Direct Private company 43,000 6
limited by shares
East Lancashire Ribblesdale Private company 36,000 3
limited by shares
Fylde & Wyre Fleetwood Community Private company 30,000 4
Care limited by shares

Table 2 List of Federations per CCG/area, including number of member practices and population covered per Federation




5. Primary Care Delivery Plan Components

Operational plans for 17/18-18/19 placed a requirement on CCGs to develop GPFV plans to
demonstrate how the funding and resource allocated in the GPFV would be utilised to invest
stabilise, sustain and develop primary care services to deliver new models of care that will
address the triple aim. However, it is recognised that funding and opportunities within the GPFV
sit across the health and social care system including Health Education England. Therefore the
STPs role and through the development of this plan is to connect all the resource and coordinate
a system wide plan to harness the funding and resource within the GPFV to deliver a coherent
plan that closes the financial gap in L&SC whilst improving the quality of services and reducing
variation.

This will be achieved by delivering initially the milestones within the Memorandum of
Understanding (MOU) in Appendix 1 between NHS England, NHS Improvement and Blackpool,
Fylde and Wyre in year one and rolling this out across the STP footprint before moving towards
establishing Accountable Care systems across the five LDPs.

However common to all Local Delivery Plans within the STP are the delivery of 6 components
that make up this plan. These include:

Component 1: Building sustainable and resilient general practice

Component 2: Extending access and enhancing services offered to patients in a primary
care setting

Component 3: Increasing the primary care workforce

Component 4: Increasing investment in primary care

Component 5: Devel opment of Aadorgansaidne 06 pri mary c
Component 6: Ensure effective communications of STP primary care delivery plans

These components are not separate from each other but are mutually supporting to enable a new
model of provision and to transform care offered.

Whilst there is a strong focus on transforming General Practice Services within this plan it must
be acknowledged that this is a primary care plan and includes a focus on Dental, Eye care and
Pharmacy Services. The transformation of these wider primary care services are being
spearheaded by the Local Professional Networks that represents each profession. Furthermore
the LPN chairs as integral members of the Primary Care Strategic Group working alongside the
SRO ensures the integration of all primary care within emerging models of primary care at scale
and new models of care and ultimately Accountable Care Systems

The plan reflects the Strategic Data Collection Service reports populated by each CCG on a
guarterly basis which will continue to be assessed to track progress on implementation of this
plan. The plan however goes beyond delivery of the 6 components to ensure that primary care
aligns with the STP ambition to establish 5 Accountable Care Systems that deliver the quadruple
aim and the vision as described in section 1 of this plan.
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6. Component 1: Sustainable and resilient General Practice

Introduction

The majority of NHS care is provided by gener al
know that they can get a convenient and timely appointment with a GP when they need one. That
means having enough GPs, backed up by the resources, support and other professionals

required to enable them to deliver the quality of care they want to provide. However, this is not
achievable within the current model of primary care.

As people live longer lives the NHS needs to adapt to their needs, helping frail and older people
stay healthy and independent, avoiding hospital stays where possible. To improve prevention
and care for patients, as well as to place the NHS on a more sustainable footing, primary care
needs to be delivered at scale with better integration of GP, community health, mental health,
third sector and hospital services, as well as more joined up working with home care and care
homes. This will be achieved through the implementation of Primary Care Networks serving
populations of 30-50,000 as described in chapter 6 of this plan.

Furthermore we have begun to reverse the historic decline in funding for primary care, with over
£14m of new funding being invested in primary care in 2016/17 across Lancashire and will
continue to invest in primary care in line with the GPFV ambitions as described in component 3 of
this plan. Over the next two years the ambition is to deliver 79 GP recruits, with an extra 58
clinical pharmacists and 112 more mental health therapists working alongside them.

However before the system can transform it is acknowledged that support is required first to
stabilise and sustain general practice and provide a platform to transform. The following
programmes of work have commenced and will continue to be delivered to provide rapid
packages of support to stabilise general practice:

1. Supporting general practice to free-up capacity through:
i. Implementing 10 high impact initiatives,

il. Develop the roles of practice staff as care navigators and Clinical Assistants,
iii. Utilise technology such as online consultation systems to support patient care

2. Utilise capital investment through ETTF to improve premises and use of technology in
primary care

20



Component 1 Delivery Milestones

Ql Q2 Q3 Q4 Q1 Q2 Q3 Q4 Ql Q2 Q3 Q4

N o 11718 |100% Mar-20 All
% of CCGs Implement&@ high impact initiative Q 0 CCGH
EL BwD
. . N MB GP
% of practices who have active care navigatior] Q11718 |100% Mar-20 BP CSR
FW
WL
EL BwD
. . . - . MB GP
% of practices with active clinical assistants Q11718 |100% Mar-20 BP CSR
FW
WL
Sustainable | % of practices who hawn online consultation BP All
. 1171 % Mar-2
and resilient | system in use Q 8 |95% ar-20 FW CCGs
practices
% lation able to access online consultatio Q11718 |95% Mar-20 BP Al
o populatio ° FW CCGs
% practices who have implemented the online o § All
GPIT digital assurance tool QL1718 | 100% Mar-20 CCGs
% of CCGs who have a validated and prioritise o All
pipeline of achievable schemes in place QL 1#18 | 100% Mar-21 CCG{
% CCGs who have a profile of affordable ETTH 011718 |100% Mar-21 All
spend across the programme life CCG{
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Component 1: Supporting Narrative

1.1 10 High Impact initiatives - Requirement: Implementation of relevant 10 high impact
initiatives across all CCGs to help release capacity in general practice and build resilience.

Progress to date

Time for Care Champions have been identified in each CCG to champion the 10 High Impact
Initiatives linking with the central GP development team and progress in the implementation of
this programme is as follows:

A Blackburn with Darwen i secured a Development Adviser from the GP Development
Programme who is currently discussing options with practices and CCG regarding the
10 high impact actions to be progressed.

A Blackpool i a proportion of practices have completed the Productive General Practice
Quick Start Programme in Quarter 1 of 17/18. CCG have shown interest in QI
Fundamentals (6-8 workshops to implement the 10 High Impact Actions) and this is
due to start in November and should finish in March 2018.

A Chorley & South Ribble and Greater Preston i CCGs along with practices are currently
looking into options around the Productive General Practice Quick Start Programme.

A East Lancashire i some Practice Managers have completed the Improvement Leaders
Programme. The CCG has shown interest in Quality and Improvement. They held a
showcase event in May 2017 and have projected 5 more workshops. The CCG have
recently rolled out the Productive General Practice Quick Start Programme.

A Fylde and Wyre i currently part taking in the Productive General Practice Quick Start
Programme. Some Practice Managers have completed the national Improvement
Leaders Programme. The CCG have been allocated a Development Adviser. CCG
have not yet undertaken a collaborative programme.

A Morecambe Bay i Cumbria held a showcase event in previous year and some
practices have completed some programmes.

A West Lancashire i Are yet to progress with any of the Time for Care programmes

The Transformation Team has facilitated discussions between CCGs and the national team and

scheduled 2 Showcase Events in December 17 and January 18 to be held in the Lancashire and

South Cumbria area, ai med at al | practice staff, CCG©O s, L
dental, optometry and pharmacy. The assumption is the showcase events will engage the

remaining CCGs and practices not currently involved in the 10 high impact actions such that all

CCGs will have implemented or commenced delivery of the 10 high impact actions by June 2018

Assumptions and enablers

Evidence from the programme, reinforced from local anecdotal information suggests that
implementing 10 high impact initiatives can create up to 20% efficiencies in some GP practices.
The STP assumes that delivery of this programme across practices will create some additional
capacity to alleviate clinical workforce pressures and absorb some growth in demand for primary
care activity.
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1.2 Development of Practice Staff i Requirement: Develop the role of practice staff as care
navigators to ensure appropriate signposting to correct care first time and develop the role of
practice staff as medical assistants to release additional capacity for clinical staff

Progress to date

Blackburn None currently in post, but training to 2 Medical Assistants pilots will begin in
with commence from Jan 17 with a view to October 17 and a further placement in
Darwen roll out to all practices by March 19 January 18. Future roll out considered
in 18/19.
Workflow optimisation training
completed by 7 practices to date
remaining practices will access and
complete in 18/19
Blackpool Care Navigator posts are currently in Training for workflow optimisation is
place within the six neighbourhood scheduled to commence in
teams in Blackpool and training for November/December 2017. It is
practice staff will be offered to all expected that 50% of practices will be
practices by March 18. covered by the initial training session in
17/18, with the remaining 50% of
practices being covered in 18/19.
Chorley The CCG has contacted all practices Delegates enrolled in HEE pilot cohort
and South | offering training for Care Navigators. 1 which will start October 2017
Ribble 28 practices have responded identifying
165 members of staff
The training provider has been
contacted and awaiting dates to book
the training.
East The CCG has been working with West | 2 members of staff from East
Lancashire | Wakefield Health & Wellbeing to Lancashire are currently undertaking
develop a model for care navigation in | wave 1 medical assistant training.
East Lancashire. The model will be
rolled out across East Lancashire by
locality between August 2017 and
March 2018. The model has been
rolled out to the Hyndburn locality. 72
staff from Hyndburn practices attended
face to face training. The CCG has
issued 62 online training licences for
frontline staff who will undertake the
role of care navigator
Fylde and Over 200 care navigators have been Medical Assistant training including
Wyre trained within General Practice such clerical correspondence training will be
that all practices bar one have care offered to all practices throughout 17/18
Navigators in situ and 18/19.
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Greater The CCG has contacted all practices Medical Assistants information provided
Preston offering training for Care Navigators. 18 | by NHS England. Delegate enrolled in
practices have responded identifying 92 | HEE pilot cohort 1 which will start
members of staff. October 2017
The trainer provided has been
contacted and awaiting dates to book
the training.
Morecambe | Care Navigators in South Cumbria are | Practice Managers have focussed
Bay trained and employed through initially on workflow management
Community Services, not the GP training in South Cumbria which has
Practices; however, work is ongoing been completed by 5 practices to date
with the two Federations that span the | with a further 19 practices booked to
CCG to roll-out of Care Navigator attend future training.
training within GP Practices.
2 South Cumbrian Practices have
recently gone to advert for Medical
Assistant posts. The Lancashire North
locality Practices are interested in this
developing this role. This agenda is
being taken under consideration by the
federation.
West The CCG is currently exploring the 3 practices signed up to take medical
Lancashire | West Wakefield model for care assistants within practice via the HEE

navigators within practice to implement
across West Lancashire. It is planned
that each practice will have a minimum
of three staff trained using the same
programme which will allow the CCG to
ensure that the training is standardised
across the practices. This approach will
also be beneficial to use at
neighbourhood/hub working that is
being developed across the area.

It is planned that this training will
commence at the end of Jul 2018.

scheme.

Assumptions and Enablers

Again, as per the 10 High Impact Actions it is assumed that the development of practice staff to
provide care navigation and clinical coding, harnessing the new roles of the medical assistant will
generate additional capacity across general practice to help contribute to meeting the expected
growth in demand for primary care services.

A key assumption is that the role of the care navigator will develop as Primary Care Networks
become more established such that care navigation will enable referral and possibly with the
interoperability to book or facilitate appointments from all providers within the Network.

The federations in Morecambe Bay have already began to ensure standardisation of procedures
with their care navigators within their at scale practices as a first step.
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1.3 Use of Technology i Requirement: CCGs will invest in an online consultation package and
will produce an implementation plan which will release funding as CCG plans are signed off.

Progress to date

On line consultation 1 Five digital solutions that support online consultations are currently being
piloted across Lancashire and South Cumbria, these are:

A Making and receiving a video call or instant message
Managing a virtual waiting room
Administrating online consultations

Enabling the use of mobile apps for patients managing aspects of their care

o To Io Do

Enabling digital solutions on Fylde coast

ETTF funding has been invested to enable all practice telephone systems to be upgraded to
have the capability of providing online consultation. Practices are also being offered additional
support to improve the uptake of online solutions and encourage the use of social media. Both of
which will underpin the implementation and uptake of online consultation.

The plan going forward is to submit a STP wide bid to region with agreement of all CCGs for one
solution across the footprint. The view is to progress with a phased approach of implementation
and utilisation. Prioritising those CCGs who are delivering and/or who can imminently deliver in
year one, with those capable of delivery in year two and the remaining CCGs in year three.

Assumptions and enablers

The ambition is to have 95% of practices capable of offering on line consultation by March 2019.
There is an assumption that the pilot in Blackpool CCG and Fylde and Wyre CCG, which is
focusing on managing a virtual waiting room, if successful, will be rolled out across the STP. To
facilitate this it is proposed that the online consultation funding will be pooled together to deliver a
single solution across the footprint.

Through the primary care strategic development group, plans are being developed to co-ordinate
the roll out of the online consultation service with CCG sign off. However a key enabler to
increase uptake of online consultation is securing practice and patient buy in. Work is therefore
also progressing through the STP digital work stream in pilots to engage practices and patients to
embrace digital and online solutions.

Early findings from the pilots suggest that there is potential for those patients that require a follow
up appointment to be targeted to use on line consultation to speak to the doctor instead of
travelling to the surgery.

1.4 Modernise Primary Care Technology- Requirement: Implementation of IT systems which
support the development of primary care at scale and integrated working practices; for example
to support integrated care models and record sharing. Including

1 Technology systems which enable the delivery of a service which is paper free at
the point of care; for example through use of integrated digital care records
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A Technology which enables the public to have better access to services; for example to
enable, electronic prescribing, new forms of clinical consultations via e-mail, webcam.
Telephone of clinical decision support

Progress to date

There has been a significant investment in primary care through GPIT and ETTF funding to
strengthen and improve the infrastructure and software to improve interoperability not least to
enable record sharing and integration of systems between practices.

Furthermore the digital transformation programme has enabled the increase of electronic
prescribing, encouraged the use of telephone consultation.

Several meetings have also progressed between the Transformation Team and innovative digital
providers of primary medical care services that can act as either a stability partner for vulnerable
practices requiring additional workforce capacity or delivery of full primary medical care services
with online triage, self-care applications and GP online consultations.

Assumptions and Enablers

A key enabler to truly release the potential advantages of technology is to provide one health and
social care record and this is an ambition of the STP. The first steps towards this goal are for
Primary & Secondary providers to agree to share their data with all organisations to adopt
LPRES and the Information Sharing Gateway.

In addition, observing the number of providers now entering the market offering online solutions
to accessing primary medical care services and consultations there is an assumption that some
of these services will be piloted and adopted within the STP especially in rural localities or where
practices have difficulty recruiting GPs or primary care workforce roles.

Challenges

A Different processes in place across Lancashire & South Cumbria
A Reluctance to share data in a consistent and accessible manner
A Digital maturity in secondary and social care

Plan to achieve regional requirement

Refresh the Local Digital Roadmap

Establish a collaborative capital investment plan (Partnership Investment Portfolio)
Continue to develop LPRES and other infrastructure developments

Align / consolidate Primary Care IT Infrastructure

Work with clinical and operational leaders to innovate one digital solution

Too oo oo Too Too
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Component 1: Sustainable and Resilient Dental, Eye care and
Pharmacy Services

Dental Services

The Local Dental Network has been established to support the commissioning of dental services
across the STP footprint including development of oral health and dental strategy and oversight
of the dental contract reforms. Sustainable dental practice is being delivered through the Routine
Care network which is
91 Developing local leaders
0 Leadership training
o0 Leaders linked to small groups of practices (share and learn)
1 Managed clinical networks across primary and secondary care for the dental specialties i
supports practice and improves quality

Supporting wider healthcare

1 General Dental Practioners are able to link to each Local Development Partnership /
Emerging ACS, or lead topics across the STP

1  Working with Primary Care Home and PCNs

1 Developing information to support care navigators ensuring patients requiring oral health
services are receiving care and advice in the right setting

Eye Care

Eye problems are common i around two million people in the UK have a sight problem. Eye
problems account for 1.5% of general practice consultations in the UK, with a rate of 50
consultations per 1,000 population per year. More than a quarter of UK patients turn to their GP
with eye problems rather than an optometrist. The Vision of Britain report in 2016, reported that,
while 26% of adults in the UK present to their GP with an eye problem, yet 44% of GPs said they
felt less confident in identifying eye conditions than other parts of the body, such as the ears,
heart and lungs. The report also found that 40% of doctors say they would refer eye problems to
a specialist more quickly than other parts of the body.

The Local Eye Healt h N®ourag®dokeswbrkiagrhdéhweeniEgerCare s t o e
services and GPs, and provision for GPs to refer patients into the Primary Eye Care Service for

further local assessment. The emerging role of Care Navigators will enable staff in a GP practice

to signpost people to local community resources, such as a Primary Eye Care Service, will

reduce unnecessary GP appointments and maximise resources already in the system.

Signposting and referrals into the Primary Eye Care Service could also be made by NHS 111,

A&E and pharmacists. Patients would also be able to self-refer

The Primary Eye Care Service could be enhanced by enabling optometrists to complete
Independent Prescriber training and allowing them to prescribe the appropriate medication for the
patient or by referral to a pharmacy led minor ailments service
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Pharmacy

Thinking 0phar remergency apisoslit care Wilbbecomedhe public norm. To
achieve this vision, systems that enable seamless triage to and referral from community
pharmacy will be included in all local urgent care pathways and in the NHS 111 service.
Pharmacies will provide access to diagnostics and be able to make appointments with other
health professionals. Pharmacists will be able to prescribe as well as supply products.
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7. Component 2: Extended Access

Introduction

The General Practice Forward View published in April 2016 set out plans to enable clinical
commissioning groups (CCGs) to commission and fund additional capacity across England to
ensure that, by 2020 everyone has improved access to GP services including sufficient routine
appointments at evenings and weekends to meet locally determined demand, alongside effective
access to out of hours and urgent care services.

The NHS Operational Planning and Contracting Guidance 2017 i 2019 sets out the funding
trajectory for this work, supporting CCGs to deliver extended access as part of delivering the
General Practice Forward View.

NHS England has committed to achieving 50% national coverage by March 2018 and 100% of
the population by March 2019.

Patients are reporting more difficulty in accessing services, the latest GP survey July 2017 shows
t hat p satisfagiontwithpening hours of practices is declining, for many people with jobs,
particularly self-employed and hourly paid workers, tackling inequalities in access will mean
making available bookable evening and weekend appointments.

Recurrent funding to commission additional capacity and improve patient access will increase
over time. In 2017/18 CCGs with General Practice Access Fund Schemes will receive recurrent
funding of £6 per head of population (weighted) to commission improved access. In 2018/19,
this will expand to enable remaining CCGs to improve access, with £3.34 available in 2018/19 for
those remaining CCGs. In 2018/19 all CCGs will receive at least £6 per head extra recurrently
for those improvements in General Practice.

Lancashire and South Cumbria CCG GP Access Funding:

CCG PMCF/GPAF 2017/18 2018/19 2019/20
Blackburn with Yes £6 £6 £6
Darwen

Blackpool Yes £6 £6 £6
Chorley and South | No £3.34 £6
Ribble

East Lancashire No £3.34 £6
Fylde and Wyre Yes £6 £6 £6
Greater Preston No £3.34 £6
Morecambe Bay Yes £6 £6 £6
West Lancashire No £3.34 £6
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In order to be eligible for additional recurrent funding, CCGs will need to commission and
demonstrate the following 7 core requirements:

Timing of
appointments

A

Commission weekday provision of access to pre-bookable and same
day appointments to general practice services in evenings (after
6.30pm) T to provide an additional 1.5 hours

Commission weekend provision of access to pre-bookable and
same day appointments on both Saturdays and Sundays to meet
local population needs

Provide robust evidence, based on utilisation rates, for the proposed
disposition of services throughout the week.

Capacity

Commission a minimum additional 30 minutes consultation capacity
per 1000 population per week, rising to 45 minutes per 1000
population

Measurement

Ensure usage of a nationally commissioned new tool to be
introduced during 20171/8 to automatically measure appointment
activity by all participating practices, both in-hours and in extended
hours. This will enable improvements in matching capacity to times
of great demand.

Advertising and
ease of access

Ensure services are advertised to patients, including notification on
practice websites, notices in local urgent care services and publicity
into the community , so that it is clear to patients how they can
access these appointments and associated service;

Ensure ease of access for patients including:

A All practice receptionists able to direct patients to the service
and offer appointments to extended hours service on the
same basis as appointments to non-extended hours services

A Patients should be offered a choice of evening or weekend
appointments on an equal footing to core hours
appointments.

Digital

Use of digital approaches to support new models of care in general
practice

Inequalities

|l ssues of inequalities in patie
practice identified by local evidence and actions to resolve in place

Effective access
to wider whole
system services

Effective connection to other system services enabling patients to
receive the right care the right professional including access from
and to other primary care and general practice services such as
urgent care.
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Progress to Date

General Practice Access Fund and Prime Ministers Challenge fund areas were expected to have
commissioned GP Access schemes for 100% of their population that meet the 7 core
requirements By September 2017. NHS Blackburn with Darwen CCG, NHS Blackpool CCG and
NHS Fylde and Wyre CCG have met this target.

It had previously been forecasted that the NHS Morecambe Bay CCGs access schemes,
meeting the 7 core requirements would both be in place by September 2017. However due to
the rural nature of Morecambe Bay CCG it has been difficult to commission a scheme that meets
the core requirements however the Lancaster and Morecambe scheme will commence in
December 2017 and in February 2018 a service will commence in South Cumbria.

The remaining CCGs are nationally required to have their schemes in place by March 2019 when
they will receive their full £6 per head funding. However, two of these CCGs will commence
provision of GP Access sooner to a proportion of their population. NHS East Lancashire CCG
and NHS West Lancashire CCG each have a local access scheme in place that does not meet
all of the core requirements.

The table below shows the current and planned provision of GP Access meeting the 7 core
requirements and | ocal extended access schemes
the 7 core requirements:

0, 0, 0,
01/04/2017 100% 100% 100%
01/07/2017 100% 100% 100%
30/09/2017 100% 100% 100%
0, 0, 0,
01/12/2017 37% 100% 100%
01/02/2018 100% 100% 100%
01/10/2018 100% 21% 100% 21% 100%
01/10/2018 100% 100% 100%
31/10/2017 81% 81% 100%
31/10/2017 94% 94% 100%
NHS Lancashire and South
Cumbria 9206 56% 949%* 71% 0%* 100%

*includes provision that meets all of 7 core requirements
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Plan to achieve regional requirement

The STP aspires to deliver extended access services to its entire population that will meet the
core requirements by October 18 6 months ahead of the national timelines. To support CCGs
and facilitate this target the STP with Lancashire and South Cumbria DCO has agreed to
continue to invest £1.75m as a local access fund for the CCGs that are not eligible to receive the
full £6 per head until March 2019. Therefore in effect all CCGS across Lancashire and South
Cumbria will be able to access funding to the equivalent national access funding of £6 per head
2018/19 until each CCG receives the full £6 per head national funding in 2019/20.

All CCG plans for delivery of extended access are through hubs serving populations of at least
30,000.

GP Extended Access Services
Forecast to Meet National Criteria
120% :
Blackburn with
Darwen
Blackpool o
L00% Fylde and Wyre 100% October 2018
Chorley & South
Greater Preston Ribble
80%
60% Morecambe B
50% March 2018
40%
East Lancshire
20% -
West Lancashire
O% = T T T T T T 1
Q22017/18 Q3 2017/18 Q4 2017/18 Q1 2018/19 Q2 2018/19 Q3 2018/19 Q4 2018/19

Assumptions and Enablers

Extended access services currently overlap and may duplicate some same day and out of hours
provision. Therefore all CCGs have either already aligned or have plans to align out of hours
provider contracts to integrate rather than duplicate extended access services.
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The key assumption is that extended access will generate capacity in primary care to meet the
needs of the population that will in turn reduce activity on A&E services to the same magnitude
evidenced in the PMCF evaluations.

Challenges

There are several challenges already encountered or foreseen with respect to commissioning
extended access services which include:

Procurement timeframes restrict those that could mobilise sooner

Contracts not in place with all providers

Provision in rural areas

Practice buy in to CCGs scheme

Ensuring there is a workforce to deliver across the whole STP is an unknown

Direct award of contracts as interim solution.

= =4 =4 =4 -8 4
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Component 2: Extended Access for Dental Eye-care and Pharmacy
Services

Ambitions within Dental Services

1 Increase general access to dental services both in and out of hours for patients

Urgent care support aligned with 7 day access in general practice

9 Additional capacity for primary dental services in areas of need and development of
specialist services closer to home in primary care for oral surgery, orthodontics and
endodontics.

=

Dental service supporting wider healthcare

1 Working with Morecambe and Fleetwood extended access services to support access to
dental care and shift activity from general practice where appropriate

1 Working in Fleetwood and East Lancs/Pennine Primary Care Networks to support the oral
health aspects of older and vulnerable adults pathways

Within Eye Care Services

Eye tests are readily available and bookable at optical practices across Lancashire and South
Cumbria during office hours including Saturday. In addition there are also range of providers that
offer evening and Sunday services enabling alignment and integration with extended access in
general practice within primary care networks.

Within Pharmacy Services

Community pharmacies are the nationds most -acces
utilised. 90% of the population live within 20 minutes walking distance of a pharmacy, and

pharmacies are open for longer hours than many other health services, including at evenings and
weekends. They manage the safe and efficient supply of medicines, provide a wide range of

clinical services, and have the potential to convey health messages, support and advice

opportunistically to 1.6 million people every day. This huge asset will be harnessed and used to

greater effect when aligned and integrated within Primary Care Networks through the pharmacy

integration fund enabling more GP based services to be delivered in pharmacy settings.
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8. Component 3: Growing the Workforce

Introduction

In Lancashire and South Cumbria, the challenges of recruiting and retaining a skilled primary
care workforce are a growing concern. There is an ageing workforce and simply put, not enough
younger replacements coming through. What's more, a growing ageing population with complex
needs, poor health outcomes and deprivation levels that place some localities at the top of the
Index of Multiple Deprivation rankings, underline the fact that "doing nothing" is not an option. In
this context, healthcare commissioners and providers have been actively considering
opportunities and plans to increase the workforce, create new roles, train staff and work more
effectively in partnership.

Although we have 3,000 more doctors and 5,000 more nurses than 3 years ago, and productivity
continues to improve, frontline staff face great personal and organisational pressures from rising
demand. As a crucial part of delivering the next steps of the Five Year Forward View, we
therefore set out in this document how we will continue to support the NHS frontline over the next
three years, with Health Education England expanding current routes to the frontline, and
opening innovative new ones to attract the best people into the health service, whatever stage of
their career they are at.

Nationally there is a commitment to increase the supply of doctors training to be a GP to 3250
per annum. However, current attrition rate of doctors leaving general practice is such that overall
increase in GP numbers (FTE) will not be achieved simply by this increased future supply.

The STP has therefore established a GP Forward View Workforce Steering Group and linked
with the Local Workforce Action Board (LWABS), has commenced reviewing data to understand
the current supply (availability of new GPs) and need (demand both to fill existing or expected
vacancies to meet future out-of-hospital provision) so as to be able to deliver an increase in
medical workforce working within general practice.

The following table and subsequent pages highlight the 10 workforce programmes that make up
component 3 of this delivery plan that when amalgamated present a set of milestones for growing
and retaining the primary care workforce required to deliver sustainable and transformed primary
care services across the STP footprint.
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Increasing the Primary Care Workforce Milestones

N.B These are best estimates available at the time of writing this report

2017/18 2019/20 2020/21

Baseline Final
Workstream Activity / initiative (at Sept Target Q1
2015) Deadline

Q2 Q3 Ql Q2 Q3 Q4 Q1 Q2 Q3 Q4 Q1 Q2 Q3 Q4

Total FTE GPs (all practitioners) 896 1011 Mar-21 814 829 814 799 784 801 787 773 759 781 767 754 742 766 754 742

Total of FTE GP registrars (taking 67 82 Mar-21 5 41 46 51 56 142 148 153 159 200 206 212 218 262 268 294
up employment)
Number of HC GPs recruited from

overseas into practices 0 140 0 0 0 0 0 0O 10 O 20 0 30 0 40 0 40 0
(international recruitment)

Number of HC GP returners (e.g.

via the induction and refresher 0 140 Mar-21 0 0 0 0 0 0 10 0 25 0 30 0 40 0 40 0
scheme)
Number of HC GPs on the 0 0 Ma21 O O O 8 O O O O O ©OoO ©OoO 0O O0 0 0 o
retention programme
Increase in Total FTE other clinical staff** 311 372 Mar-21 317 320 322 324 326 330 335 336 337 340 345 350 355 360 370 372
general practice otal other clinical stal ar
workforce
Total FTE all nurses* 541 615 Mar-21 527 535 540 545 550 555 560 565 570 575 580 585 590 600 605 615

Number of HC Clinical

: 16 53 0 0 0 24 0 0 0 31 0 0 0 42 0 0 0 53
pharmacists
Total FTE physician associates 0 28 0 0 0 2 12 0 0 0 22 0 0 0 28 0 0 0
Number of FTE mental health 0 83 O 0 o0 20 0O 0 0 4 0 0 O 6 0O 8 0 0
therapists
Total FTE physiotherapists 0 6 Mar-21 0 0 0 0 0 0 0 3 0 0 0 6 0 0 0 0

Number of HC general practice
assistants (referred to as medical 0 25
assistants)




Supply

Doctors
in general practice

HC = headcount

TERS

GP Retention Scheme
GP Career Plus

I&R Scheme

Total

Clinical Staff (norGP)
In general practice

Mental Health Therapists

General Practice Nurses**

Physiotherapists

2020 Target
FTE HC
12€ 14C

40 54
9 20
30 40
29 40
234 294
2020 Target
FTI HC
53 53
75 83
26 28
42 47
25 28
23 25
229 253

Delivery by Workstream
N.B These are best estimates available at the time of writing this report

2017/18 Q2
Plan (approved Suspensions Leavers In Post Variance +/- plan  Variance +/- in post
applications) (including maternity against target against target
leave)
FTE HC FTE HC FTE HC FTE HC FTE HC FTE HC
0 0 0 0 0 0 0 0 -126 -14C -12€ -14C
40 54 0 0 0 0 0 0 -40 -54 -40 -54
2.1t 5 0 0 0 0 0 0 -9 -20 -9 -20
0 0 0 0 0 0 0 0 -30 -40 -30 -40
3.55 5 0 0 0 0 3.5 5 -2545 -35 -25.4¢ -35
45.7 64 0 0 0 0 BEDE 5 -230.4¢ -286 -230.45 -289
Plan (approved Suspensions Leavers In Post Variance +/- plan  Variance +/- in post
applications) (including maternity against target against target
leave)
FTE HC FTE HC FTE HC FTE HC FTE HC FTE HC
8.1 9 0 0 0 0 0 0 -38 -42 -38 -42
18 20 0 0 0 0 0 0 -75 -83 -75 -83
0 0 1 1 0 0 0 0 -26 -28 -26 -28
5 5 0 0 0 0 5 5 -37 -42 -37 -42
0 0 0 0 0 0 0 0 -25 -28 -25 -28
0 0 0 0 0 0 0 0 -23 -25 -23 -25
31.1 34 1 1 0 0 5 5 -224 -248 -224 -24¢€
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3.1 Doctors in General Practice - International Recruitment (IR) - Requirement: Regional
target set at 161, commencing in 16/17 over a 4 year period, potentially set to increase with
additional NHS England funding (up to ¢580). Engagement with CCGs to develop at scale
proposals under a single International Recruitment (IR) provider. Utilisation of the IR framework,
embark on a rolling programme of work and ensure recruited GPs are fully supported as part of
the programme. The local recruitment target for Lancashire and South Cumbria is 140 GPs to be
recruited by 2020/21.

Progress to date

NHS Morecambe Bay CCG and its GP Federations, on behalf of L&SC STP, have agreed to be
the lead organisation for the International GP Recruitment scheme. A target to recruit 140 GPs
from abroad has been agreed through a phased approach from 2017 to 2020. A Project Group
has been established to oversee the initiative and the LMC is represented along with all the
CCGs, GP Federations, Health Education England North West and NHS England.

A detailed proposal has been drafted and agreed with stakeholders and will be submitted by 30"
November for consideration. A national centre (CSU) will be established by December 2017. It
will lead on national marketing & communications, management of the recruitment companies,
carrying out the interviews, language tests, qualification checks, visa, employment contracts and
the induction programme. The scheme will pay 36k per GP but it will be top sliced to support the
national centre work. Local work (at STP level) will now focus on engagement with practices and
local measures to support retention of International GPs.

The STP International Recruitment bid addresses each of the qualifying criteria including
providing supporting evidence:

Identifying Lead organisation (Morecambe Bay CCG to submit bid at STP level).

Engagement with practices: e.g. number of practices interested in international GP

recruitment, number of vacancies that will be filled by GPs recruited under the

programme.

1 Geography/promotional materials: consider why a GP would want to live and work
in the L&SC area.

1 Retention: consideration to local measures to support retention of recruited GPs.

T
T

A communications & engagement plan has been drafted and engagement with GP practices is
on-going. Early results from survey sent to practices highlight:

9 172 practices have responded (out of a total of 243)

9 Number of GPs retiring in next 5 years = 136

9 Number of GP vacancies = 60

9 Practices happy to recruit from abroad = 94 (8=Maybe, 19=No)

Discussions are ongoing with Health Education England North West with respect to practices and
their ability to train overseas doctors through the Induction and Refresher scheme.

Assumptions and Enablers:

A programme board specifically to oversee the implementation of the International Recruitment
programme has been established. Following the expected approval of the bid the programme
board will work closely with the appointed recruitment agency to consider the phased recruitment
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and pulling resources to showcase Lancashire and South Cumbria as a favourable locality to
work including identifying the support to be offered to the GPs including:

A Social environment is inviting i near seaside, holiday and retirement areas, nearby Lake

District, excellent transport services and can work close to home to improve work life
balance

Proactive CCGs that can offer varied clinical experiences with new models of care as a
Vanguard site and plenty of training/CPD opportunities, roles within CCG and Leadership
roles

Large proportion of training practices and Enhanced Training Practice (ETP) Hubs

In April 2018, pending due diligence process, an additional three GP Training Practices
aim to link to Morecombe Bay(from other local CCG footprints) thus further increasing
capacity

Challenges:

f

Quality of estates and room availability for training as some practices are in old buildings
in need of refurbishment.

Plan needs to be in place to retain doctors recruited so they want to remain in UK
including consideration for ongoing CPD.

Concerns regarding the cost in time and financially of administering the programme.

Past experience of International Recruitment schemes suggests the need to work hard to
obtain GP Practice buy in.

Cultural change needed for the IRs and therefore significant support on a daily basis is
required to help them adapt with ongoing mentorship/coaching/CPD/etc in addition to
addressing their social, environmental needs, relationship building and active networks
programme such as First Five etc.

Concerns on the demand and capacity on existing training practices to manage 140
recruits, which is hoped will be mitigated by developing training spoke practices which is
anticipated to release this pressure especially if adopting Primary care Network approach
and sign-up.

The risk of investment in this programme and the significant effort exerted for limited
positive outcome if the doctors decide to go back home early!

3.2 Doctors in General Practice i Targeted Enhanced Recruitment Scheme (TERS)
Requirement - Attract GP trainees to accepted posts in 5 hard to recruit areas (North East -
West Lakes & North West - South Cumbria (8), Yorkshire and the Humber Northern Lincolnshire
(Scunthorpe & Grimsby) (21), North East - East Cumbria (24), North West i Blackpool (16)
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Targets apply to 2017/18, North total equates to 69 and funded by NHS England. Demonstrate
close working links with HEE locally. The local recruitment target is 54 HC (40 FTEs) by 2020
which will be achieved with additional investment by HEE NW.

Progress to date

National TERS were agreed for Blackpool (16 ) and South Cumbria (8) in Round 1 i total 24. For
Round 2 there is local agreement to offer TERS to support recruitment to cover the 18 appointed
in Blackpool (there are no vacancies in Blackpool in Round 2) and for the vacancies in Lancaster
for Round 2.

There has not been a decision whether those appointed in round 1 in Lancaster will receive a
TERS, but the funding has been set aside for a maximum of 15.

Fylde Coast is reporting a marked increase in recruitment into the local area due to the hard to
reach additional 20K bursary scheme.

Assumptions and enablers:

The local recruitment campaigns within CCGs will continue to promote the area and be further
developed where required, with support from system wide communications plan. Trainee GPs
will continue to want to work within Primary care which will be reinforced through vast amount of
clinical experiences and CPD support on offer.

Challenges:

It is acknowledged that the STP must expand training practices capacity and capability to match
the increasing numbers of trainees and IRs expected to be recruited. However, equally the
model of primary care must change to one that represents an exciting and interesting vocation
but not at the expense of other professions such as psychiatry and neurology who are also
experiencing staff shortages.

The GP training pipeline has been developed to increase the training entry points over recent
years and evidence suggests that the L&SC supply will be sufficient to meet its target. However,
local modelling suggests that GP supply in particular will be insufficient if demand continues to
grow unchecked and doctors continue to work the way that they have always done; exacerbated
by changing profile of new GPs and perceived increase in the rate of GPs leaving general
practice. Therefore a comprehensive and joined up retention strategy across L&SC is required
to ensure doctors stay in the workforce 1 focusing on GPs being retained once recruited and GPs
taking substantive positions. The retention strategy will seek to foster culture change; enabling
GPs to develop other members of their teams and delegate effectively to the non-clinical
workforce; in particular through improving the resilience of general practice and freeing time for
GPs under significant pressure.

Plan to achieve regional requirement

Several steps will be undertaken to ensure that retention plans are achieved including:
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A Further local analysis and workforce modelling to refresh the profile and trajectory in
terms of recruitment plans, vacancies, long-term sick leave, attrition rates etc.

A A focus on productivity (informed by the ten high impact changes) to support both
organisational resilience; and clinical capacity and retention through delegation and smart
working

A Programme of personal resilience training for GPs and nurses and mental health
awareness training for managers in partnership with the Royal College

A Professional engagement activities to enabl e
Associates, HCAs, Medical Assistant and Care Navigators

A Establish adequate support and supervision of new roles, so as not to increase burden on
GPs and nurses in the early stages

A Consider establishing additional status for teaching practices i recognising/ rewarding the
effort of teaching, particularly at undergraduate level

A STP emerging Leadership and Talent Management programme to include GP portfolio
development to support recruitment and retention

3.3. Doctors in General Practice T GP Retention Scheme i Requirement aimed at
retaining doctors in general practice who are unable to work more than 4 sessions per week,
regional target set at 60 from 2017/18 over a 4 year period. Local target 20 (9 FTE)

Progress to date

A process has been developed to ensure the timely processing of applications which has been
agreed at the workforce steering group and ratified by CCGs and the local office of NHS
England.

To date, there have been 7 applications for the scheme of which 4 have been approved and the
remaining 3 due for committee determination in November. A quarterly review of applications is
to be overseen by the workforce steering group to track progress and understand any financial
pressures that may be experienced by CCGs which may need to be resolved.

Assumptions and enablers

A key enabler to the success of the scheme is to ensure that the programme is promoted by
CCGs and NHSE to create awareness amongst practices. This is being progressed through the
system wide communication teams.

Through the workforce steering group, consideration will be given to other incentives, for
example models that enable GPs to practice within their preferred specialty.

Challenges
If there are a significant number of applications in one CCG locality where there may be no GP

shortages there will be a challenge in funding and redistributing the workforce into CCG areas of
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greatest needed. To mitigate this, the workforce steering group will maintain an oversight of the
retention scheme in collaboration with CCGs primary care leads.

3.4 Doctors in General Practice i GP Career Plus i Requirement: Regional pilot for

2017/18 across 3 CCGs (Hull, Lancashire North and Vale Royal & South Cheshire), resulting in

the recruitment of approxi mately 2 ®iloGdviswduamtdt o 3 ¢
commence in October 2017 (interim report due December 2017) probability based on initial

feedback shows programme of work likely to be rolled out, STPs to start identifying where gaps

in GP provision exist and to commence conversations with CCGs. The local target for 2017/18 is

8 GPs.

Progress to date:

Lancashire North GP Federation has commenced recruiting a pool of GPs working across 12
practices within Lancashire North CCG area. The aim is for the federation to host eight GPs
undertaking a range of work (clinical, mentoring, leadership) to support these 12 practices and to
date 7 GPs have been recruited. Success to date includes:

T AGP recruitment fil m dedopes antl minchedUThéfiimhsas been
available on the website www.In-gpfed.org.uk and on twitter #comejoinus and #gp recruit
and #GP career+

1 Engagement with other providers/organisations; Monthly updates are provided to the
Better Care Together recruitment group and the STP workforce group.

1 Project manager support; a JD is being developed for a project manager 3 days/week to
run this project with oversight from members of the Federation Executive Board.

1 Admin support; this post will be jointly funded by this scheme and the Enhanced Training
Practice scheme and also from Federation funds.

1 The Federation is exploring access to group indemnity, access to mandatory training
software/systems and Red Whale (GP clinical update providers).

1 Pricing; The Federation has agreed a cap of £80 per hour with all GPs signed up to this
rate.

1 GP development sessions: the Federation has started discussions for cross locality based
Fellowship academic GP roles. These will be in partnership with the University and
research and workforce lead GPs are involved. The aim is to fund the academic training
for 3 years from the GP scheme start up monies. There is an expectation of 6 sessions of
GP clinical time per role and to agree repayment if the GP leaves before a further two
years within the locality. The posts will be part of the GP + scheme. Again, this relies on
the ability to access NHS Pensions and is reliant upon having an NHS contract.

1 The Federation has signed up to the Lantum on line sessional booking system. This
organisation operates an on-line agency system which enables GPs to register to provide
locum sessions and practices to advertise vacancies.

Assumptions and Enablers:

There have been questions regarding the APMS contract being classed as an NHS contract and
whether this affects the Federation& ability to pay into the NHS p e n s i sohendedor employed
GPs; thisist h e F e d egreatdstibarnete employing GPs who wish to access NHS

Pensions. As this contract ends in April and was for the duration of the pilot only, the Federation
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will be unable to access NHS pensions after April and this is causing a restriction on
employment. Therefore an assumption is made that this issue will be resolved.

It is also assumed that learning from this pilot will be shared and considered to enable the
development of similar initiatives to take place locally potentially funded through STP/LWAB
budgets.

Local enablers include:

9 Large number of training practices thus CPD portfolios can be developed for recruits with
them and a mentor/buddy for regular support

Reinstate First Five Workshops

Offer CCT Fellowships

CCG Leadership opportunities

Vanguard site i rotation opportunities throughout the different services for example.

= =4 =4 =4

3.5 Doctors in General Practice i Induction and Refresher (I+R) Scheme i
Requirement - To support GPs who have previously been in practice to introduce them back
into the workforce. The National target equates to 500, regionally this equates to 145, with NHS
England offering a package of financial support. The local target is 40 GPs by 2020/21.

Progress to date:

Numbers on [+R scheme is currently small (5) in Lancashire and south Cumbria. However, it is
envisaged that, provided the International GP Recruitment proposal is successful, all overseas
GPs to be recruited will go through the I&R scheme as part of their Induction and this will boost
the numbers on the I&R scheme. The target for the International GP Recruitment scheme whilst
initially set at 40 will increase to 140 GPs, hence, it is anticipated that 140 GPs will go through
the scheme.

In discussion with NHS England and the doctors returning to practice it was identified that GPs
were not_ aware of the scheme. Therefore a process be developed to ensure that the | + R
scheme is discussed at appraisals if any doctor is planning to leave UK or pursue a career break.

Assumptions and Enablers:

The International GP Recruitment proposal will be successful.
Challenges:

Potential to put more pressure on existing Training Practices
Plan to achieve regional requirement

The local target will be met through the successful recruitment of 140 overseas GPs.
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3.6 Clinical Pharmacists Programme i Requirement - From 2017/18 i 2019/20 (3 years)
an annual allocation of 144 clinical pharmacists (total 432) are expected to be recruited. Funding
from NHS England is tiered over a 3 year period, 60% contribution to the post in year 1, 40% in
year 2 and 20% in year 3 . The ambition is to have a pharmacist per 30,000 of the population.
Retaining CPs beyond the 3 year funding period (promotion of a sustainable model, where
pharmacists form part of the new footprints/models i.e. STPs, PACS models).The local target is
38 FTEs (42 HC) clinical pharmacists by 2020/21.

Progress to date

Lancashire and South Cumbria aims to meet and exceed its target allocation of 14 pharmacists
in wave two of the programme. Lancashire and South Cumbria DCOs local allocation for the
Clinical Pharmacists in General Practice scheme is 2.5 WTE Senior Clinical Pharmacists and 12
WTE Clinical Pharmacists.

To date there have been 3 successful applicants during wave 2 phases 1 and 2 of the scheme,
Bay Medical (Morecambe Bay CCG), Lancaster Medical Practice (Morecambe Bay CCG) and
LPC Federation (Blackburn with Darwen CCG). In total these applicants will recruit 2 WTE
Senior Clinical Pharmacists and 6 WTE Clinical Pharmacists.

Five applications have been submitted during wave 2, phase 3 and these applications were
considered by the local panel on 11" October 2017. The local panel have supported all 5
applications and if approved by the Regional panel a further 5 WTE Clinical Pharmacists will be
recruited. Lancashire and South Cumbria DCO will therefore have approved in total 8
applications and 2 WTE Senior Clinical Pharmacists and 11 WTE Clinical Pharmacists will be
recruited by those applicants.

The portal will re-open in early November 2017 and applicants will have until 19" January 2018
to submit their application to be considered for phase 4 of the scheme. It is likely therefore that
targets will be exceeded in Lancashire and South Cumbria. The success of the programme has
recently been highlighted in the Pharmaceutical Journal. iThe medicines management team: a
sustainable approach to pharmacist and GP collaborationo in which the employed clinical

pharmacist explains how pharmacists inBay Medi c al Groupbs Medi ci

have become instrumental in easing the burden of GP shortages in Lancashire.

Plan to achieve regional requirement

All CCGs either have a clinical pharmacy pilot in place and/ or are bidding for funding for clinical
pharmacists as part of the NHS England funding programme with measurable outcome
measures e.g. audit of unplanned admissions/ A&E attendances and GP consultations. To
ensure that the STP achieves its quota of 53 clinical pharmacists the transformation team will
support any future providers with their applications and cascade the evaluation of existing
schemes to share learning and ensure enhancing coverage of the pilots.

Regular meetings will be established between GPs; prescribing nurses and pharmacists to
further support and share learnings and consideration will be given to include pharmacists in
multi-professional learning events as part of ETPs.
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3.7 Mental Health Therapists i Requirement - National target set at 3000 for Improving
Access to Psychological Therapies (IAPT) MHT workforce. National aim is to have 800 MHT in
post by March 2018 and over 1500 by 2019, this equates to approximately 232 in 2017/18.
Patients to have access to mental health support (first point of contact for healthcare advice).The
local target is 75 MHTs FTEs (83 HC) by 2020.

Progress to date: National Programme

The 3,000 Mental Health therapists outlined in GPFV are included in the national IAPT
programme managed by NHS England. HEE have commissioned additional core provision on
top of the existing contracts to facilitate these additional numbers, and have commissioned Long-
Term Condition top-up training for IAPT staff.

East Lancashire and Blackburn with Darwen site

In 2016/17 East Lancashire and Blackburn with Darwen received IAPT expansion funding from

the national NHS England IAPT programme. East Lancashire and Bl ackbur
integrated mental and physical health care service working across NHS and Third Sector IAPT

providers. A clear pathway will be created, understood and owned by patients and providers. In

year 1 they will develop an integrated service for people with chronic obstructive pulmonary

disease. In year 2 this will be expanded to include diabetes, other respiratory problems and

cancer. These areas have the greatest numbers of unplanned admissions with no clear clinical

outcomes locally, this strongly indicates that the population would benefit from an integrated

IAPT intervention.

Assumptions and Enablers:

A HEE Mental Health workforce plan for England will help inform the local approach in
Lancashire and South Cumbria

A Increased availability and publicised access to on-line resources
A Timely response of mental health teams
A Early availability of intervention programmes
A Adequate skills and opportunities in current primary care teams to detect patients at risk
of serious mental health issues
A Provide 6real |l ifedb opportunities for front |

health interactions
Plan to achieve regional requirement
A Scope current provision/plans

A Support opportunities for all clinicians involved in mental healthcare in primary care
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A Simulation training for those with direct patient contact (e.g. as delivered by SLAM or
other trsuts in the country)

Introduction of mental health workers into primary care
Self-care programmes for patients - could be led by trained non-clinicians

Appropriate signposting and alert system (could be delivered through non-clinical
workforce (Care Navigator)

STP gap analysis of mental health training and development locally

Multi-professional placement pilot likely to enable placements for trainee mental health
therapists to be established

3.8 Physician Associates i Requirement - 1000 Physician Associates to be available to
work in general practice by 2020/21, this equates to approximately 290 as a regional target.
Demonstration of close working links with HEE. Enhance and utilise the capabilities of existing
staff e.g. other healthcare professionals. The local target for Lancashire and South Cumbria is 26
FTEs by 2020/21.

Progress to date:

As part of the area workforce transformation programme HEE NW have commissioned the
development of a Physician Associates training programme with ¢ 320 students on programme
across the region. The programme is delivered under the medical model within the partner
universities, Manchester, Liverpool and UCLan, and regionally managed by the School of
Physician Associates in the postgraduate medical directorate (PGMD)

PA students undertake a 2 year programme leading to a Postgraduate Diploma in Physician

Associate Studies;part ners are |l ooking to further devel op
future intakes.

There is high retention level on the programme:

Cohort 1 - 19 months into a 24 month programme = 96.6% retention

Cohort 2 - 9 months into a 24 month programme = 99.9%

When on clinical placements in GP Practices the students have personal indemnity and are
managed under a Partnership Agreement. A placement tariff of £250 per student per week is
paid directly to the placement on completion of each placement rotation.

The Physician Associate Programme is included in Quality Monitoring Visits and HEE NW is
currently awaiting confirmation of funding for the programme in cohort 3 (January 2018).

Fylde and Wyre CCG has supported four trainee PAs across the ETP Hub with excellent
feedback to date and the CCG have formed good working links with the local university.

Assumptions and Enablers:
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A More focus on Primary care required throughout their training and to be able to increase
posts within general medical services asap

Increase training places/spokes

General Practice to employ directly after Jan 2018

p SIS S

A National media campaign would be very helpful
A Adequate supervision to be in place
Challenges:

There is still some resistance from general practice to embrace the role of Physician Associates
with confusion about what PAs can and cannot do in primary care. If is also recognised that PAs
place increased pressure on training practices as they must be supervised by a Doctor.

Plan to achieve regional requirement
A Link with Enhanced Training Practices (ETPs) to promote placements

A Utilise media tools (developed to meet PC needs specifically) in order to promote interest
in the role in addition to a recruitment campaign post Jan 2018

A Workshop and targeted communications for general practice to build understanding of
and confidence in the role

A Use of existing Federation Networks to explore supervision and possible employment at
Federation level for consistency and scale and enabling PAs to work across practices
who are struggling to recruit clinicians.

Possible practice incent ithe @>Rethimer/ Betumar Sadheme h e r

Linked to the above, identify key measurable outcomes in terms of reduced workload for
clinicians and test using modelling tools already developed

A Establish level of autonomy and level of competency - also consider a career pathway to
sustain the people in their roles

A Clarify indemnity directly with practices

3.9 General Practice Nurses i Requirement - Practice nurse programme delivery
timeframe and numbers yet to confirmed, £15m of national investment to be made available.
General practice to be promoted as the first career choice for newly qualified nurses. Focus on
encouraging nurses to return to practice. The local target is 42 FTEs by 2020.
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Progress to date:

Enhanced Training Practices (ETPs) in the North West have increased clinical placement

capacity by 84% in two years. Work is underway to encourage nurses to choose general

practiceasf i r st post destination fromofumho velracememther
third year. A mapping exercise is underway to review General Practice Nursing 10 Point Plan
(GPN10PP)andHe al t h Educati on Engl an d¥okforGeenvelopmént Pr a ct
Plan mapped against ETP activity to determine activity and deliverables for ETPs going forwards

during autumn 2017, in line with Regional GPN 10 PP Delivery Board.

Supported nurse-led group consultations across the North West initiatives are also ongoing
https://www.hee.nhs.uk/hee-your-area/north-west/our-work/attracting-developing-our-
workforce/workforce-transformation/nurse-led-group-consultations

Assumptions and Enablers:

Continue to expand Practice Nurse Mentorship and NMP and Increase student nurses and other
roles within ETP. The assumption is to continue to expand ETPs to accommodate new roles and
increase in numbers

A HEE launched the general practice nursing workforce development plan:
https://www.hee.nhs.uk/our-work/hospitals-primary-community-care/primary-community-
care/general-practice-nursing-workforce-development-plan

A NHSE General Practice Nursing 10 Point Plan - https://www.england.nhs.uk/wp-
content/uploads/2017/07/general-practice-nursing-ten-point-plan.pdf

Challenges:

The fundamental challenge is the capacity in Primary Care to engage with GPN strategies
including establishing more Nurse Mentors. There is also more information required on Return to
Practice for nurses which will delay implementation.

Plan to achieve regional requirement:

A 1dentify new ways to incentivise nurses to train and stay in L&SC - sponsorship model
through CCGs or federations, flexible working, career development opportunities

A Draw together local work to foster adoption and spread and support collaboration/at scale
delivery, for example, CCGs working with GP Federations and ETPs using GPFV monies
to

Promote nurse mentoring, including support and backfill to support retention

Develop a nurse preceptorship between primary care and acute trusts to offer diversity of
roles and dual experience

Increase undergraduate nurse placements
Establish a GP/nurse/admin staff locum bank

Previously federations have commissioned to establish a GP/ Nurse bank and STP to
explore with CCGs / Federations the possible establishment of a L&SC GP/nurse bank
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https://www.hee.nhs.uk/hee-your-area/north-west/our-work/attracting-developing-our-workforce/workforce-transformation/nurse-led-group-consultations
https://www.hee.nhs.uk/hee-your-area/north-west/our-work/attracting-developing-our-workforce/workforce-transformation/nurse-led-group-consultations
https://www.hee.nhs.uk/our-work/hospitals-primary-community-care/primary-community-care/general-practice-nursing-workforce-development-plan
https://www.hee.nhs.uk/our-work/hospitals-primary-community-care/primary-community-care/general-practice-nursing-workforce-development-plan
https://www.england.nhs.uk/wp-content/uploads/2017/07/general-practice-nursing-ten-point-plan.pdf
https://www.england.nhs.uk/wp-content/uploads/2017/07/general-practice-nursing-ten-point-plan.pdf

3.10 Physiotherapists i Requirement - Increase the number of general practice
physiotherapists providing MSK services in primary care. Direct patient access - self referral into
physiotherapy services within a GP practice. No planned national investment, local funding to be
utilised to reduce GP appointments and workload alongside practice costs. The local target is 6
HC by 2020.

Progress to date:

The Health Select Committee has recommended the local development of multi-disciplinary
teams, including physiotherapists, in general practice. Also, that NHS England and the
government should set out a timetable for introducing self-referral to physiotherapy. On the same
day that was announced, NHS England published its GP Forward View. This commits NHS
England and Health Education England to pilot the role of primary care physiotherapy services
and includes physiotherapists in the wider workforce necessary to improve general practice. It
highlights the need for better MSK treatment pathways to reduce sickness absence and says that
professions other than just doctors might issue fit notes. The Prime Minister has also said that
general practice teams should include physiotherapists.

General practice physios are newer roles where patients with MSK problems have a choice of

seeing their GP or the physiotherapist. iThey use
assessing, advising and if necessary ordering investigations and ensuring that the patient is on

the right pathway. The emerging evidence from these is that around half of all the patients they

see need expert advice and exercise, and can then be discharged. This means a great service

for patients T getting high level specialist advice quickly.

A successful pilot has been delivered in Cheshire and now 36 GP surgeries in West Cheshire
give their patients the choice of seeing a physiotherapist when they first contact their practice
with MSK symptoms. Lessons learned are being reviewed and HEE NW will invest on additional
pilots across the region to include Lancashire and South Cumbria to commence early in 2018.

Assumptions and Enablers:
A Assume this role can also be part of the ETP roll out

A Assume Neighbourhoods will consider large scale workforce plans for the future

Challenges:
A Service model for physiotherapy in primary care

Plan to achieve regional requirement

Through HEE funded pilots to be supported by local ETPs.
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3.11 Other workforce requirements

In addition the 10 defined workforce programmes list above there are also several other workforce programmes being progressed both
nationally and locally the table below described each in more detail.

Description (EX/STP progress STP pl an

To introduce the MA role into practices, initially looking at workflow
optimization and removal of administrative workload from clinical staff,
and also to look at care coordination for patients with complex care nes
in the community.
HEE have commissioned the desigy Pilot sites will p looking to demonstrate freeing of clinical time and
and delivery of a GP Assistant smoother and speedier communication between agencies to both impr|
Introduction of pilots of new medical programme across the North West | the patient experience and reduce errors and omissions in care, using
assistant roles that help support doctorg delivered by one of the NW ETPS in - . 2 ity and workloads modelling tools developed
collaboration with the University of -~ . L

as recommended by the RCGP. Chester and Sysco. To test the validity of the career pathway that will enable nolmicians to

progress through this role into management or clinical roles
To enable culture change within general practice to embed new roles
which will enable clinicians to take on greater responigjtibr patient
care in the community
To reduce workload stress amongst clinicians which currently has an
adverse effect on recruitment and retention
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Descri

ption

=

STP

progress

STPs to facilitate the development of
carenavigators, who will relieve pressur
on GPs by signposting patients to the
most appropriate solution for their
needs.

A
A

NHSE care
navigator
programme

A competency
framework for the
care navigator role
has been published
by HEE.

4 CCGs have
currently trained
care navigators in
their areas, with
Fylde and Wyre
CCG training over
200 delegates and
placing them in
practice. The
remaining 4 CCGs
have plans in place
to train care
navigators.

Case for continued investment to embed the career pathway ani$ s
development of the norelinical workforce STRide

To see consistent training and standards within the care navigator
workforce that can be relied upon to deliver effective signposting fo
patients and people generally in the community

To enable traind staff to move employment between different
providers taking generic skills with them, thus giving opportunities f
career choices

To develop skills that will enable the Care Navigators to progress t(
more senior levels in management or clinical rofedhey choose

To support the clinical workforce by ensuring that patients access t
most appropriate services and to facilitate this for patients where
necessary

To enable Care Navigators to manage administrative tasks within
organisation of care sengs, under supervision

To develop locality networks between different providers at a practi
level to make best use of limited resources

To promote sekcare through providing personalised health promotig
advice.
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Description (EX/STBrogress

Practice Manager Development
including £6m of national funding for
practice manager development and
access for practice managers to the
new national development
programme. LMC to receive £962,500
to fund 3 specific national initiatives,
NHSE to meet with LMC to see how
they will deliver the three national
initiatives.

A Practice Manager and
practice nurse programme
attended by 22 delegates
A National leadership and
development programme
offered directly practices

STP pl an

Planning training for practice managers in personal resilience and
mental health support

Engaging with Federation Network to discuss practice (business)
manager development at scale

National investment of £45 million
benefiting every practice to support
the training of current reception and
clerical staff to play a greater role in
navigation of patients and handling
clinical paperwork to free up GP time.

A Workflow optimisation
training attended by 23
delegates.

See care navigator and medical assistants above
Coordination and delivery of repeat prescribing training at STP
level
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Leadership, culture and behaviour
change support to facilitate the
delivery of patient-centred care with
MDTs.

Plan co-created with the
NHS West Leadership
Academy

Workforce team to engage with PC clinical programme leads at scheduls
workforce planning workshop to explore areas for collaboration and supy
associated with team development and culture and behaviour change.
Next phase of the STmclinical staff development programme to
develop the level 4 supervisors to support the programmes and ensure t
clinicians are not burdened with this function

Description (EX/STP progress

Workforce planning to ensure a safe
supply of the workforce.

NHSE and HEE have funded
the roll out of the PA
Consulting workforce
management/demand tool.

Wave 1 was successfully
completed in July 2017 and
wave 2 will commence in
autumn 2017. A total of 73
practices will benefit from the
tool.

STP pl an

Development of workforce modelling work to include STP wide workforce
analysis and skills gap identification. HEE to support with workforce plannin
expertise.

Developing career pathways for new and existingsohther than stand alone
jobs (e.g. care navigator and medical assistant projects)

We will need to use the appraisal system more effectively to identify potenti
and monitor progress.

We will also need to look at developing learning portfolios foN&IS staff, not
just doctors and nurses, which will help develop and refine competencies al
curricula, which education providers will need in order to deliver consistent
standards in training. The same needs to be done for pharmacy staff and th
new Physiian® Associate
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Delivering and implementing change
including provider support, digital
support, and federation development.

STP Federation Network event to scope areas for collaboration and suppor
Task and finish workstreams to develop agile workirggiples; define worker
types; identify and priortise digital requirements (Wi remote technology and
apps) and training

Changing hearts and minds of established practition¢insough support and
engagement

resilience training for managers as wetls clinical staff

Support to federations to explore new roles and facilitate their introduction g
supervision in the early stages at scale

Encouraging and supporting fedgions to facilitate cross practice and inter
agency working
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Component 3 Workforce: Dental, Eye-care and Pharmacy

Oral Health
Increasing the primary care workforce within Dentistry

1 Dental Education Centres in 3 areas producing Dentists and Dental therapists through the
Dental Undergraduate Programme at the University of Central Lancashire (UCLan)

9 Activities with University of Central Lancashire to support developing skills such as
Endodontics and Oral Surgery

1 Smile4Life training to extend dental nurses skills and increase workforce capability and
thus capacity

Supporting wider healthcare

T Through the AStarting Well d and the ASmil edlLi

oral health literacy of the wider health and social care workforce

Eye Care

The eye health service workforce in Lancashire and South Cumbria is diverse with involvement
from optometrists, dispensing opticians, orthoptists, ophthalmologists and ophthalmic nurses,
(although not all work within primary care) along with support from non-clinical staff, voluntary
services and rehabilitation services.

I't is important to make t he mosettotehealtharedicayeo ne 0 s
system, both the formal and informal workforce to deliver new models of care and services

There is some ongoing work with Health Education England North West (HEENW) to develop the
workforce, namely the development of the Independent Prescribers programme. Further
education and training needs may be identified as Primary Eye Care Services are rolled out
across the STP area.

In the future the patient contact during the eye examinations and Primary Eye Care Services
could be used to maximise public health benefits such as signposting to smoking cessation or
eye screening for diabetic patients, then additional training and development around wider health
and wellbeing will need to be made available. Training regarding dementia patients for
optometrists in primary care and to support the development of dementia friendly practices could
be implemented across the STP area, together with working with third sector organisations to
better understand the needs of those suffering with sight loss

Pharmacy

Lancashire and South Cumbria LWAB are supporting NHSE with the Healthy Living Pharmacy
roll out programme across Lancashire and HEE is working in partnership with NHS England to
support and develop community pharmacists and pharmacy technicians, with the aim of enabling
them to work in a wider range of settings and to deliver more clinical services for patients. To
ensure the plan reflects future investment in education commissioning effectively, HEE are
carrying out a national online survey of the current workforce.
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HEE is working in partnership with NHS Pharmacy Integration Fund (PhiF) programme to deliver
its priorities for pharmacy workforce development over the next four years. The aim is to support
the integration of clinical pharmacy practice in a wider range of settings and pathways.
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9. Component 4: Primary Care Investment

Introduction - National perspective

NHS England has a national commitment to increase the annual expenditure in Primary Care by
£2.4bn or 25% by 2020/21 from a baseline position in 2015/16. This commitment will result in a
total £12bn spend on Primary Care in 2020/21 at a National level, and will represent
approximately 10% of the total NHS spend.

There are 4 funding elements identified within the baseline position:-

1) NHSE GP Contract funding

2) NHSE earmarked investment through GPFV funds
3) CCG investment in Primary Medical Services such as Local Enhanced Services, Out of
Hours Services and other discretionary investments.
4) Other investment made by other organisations such as NHS Digital, Health Education
England and Department of Health.

In additionitisant i ci pated

over the next few years.

The table below details the National trajectories for Primary Care resources for 2020/21.:-

Table 1:

t hat CCG©o6s

and

-@durredt sesowrceks |
to pump-prime investments in order to achieve the transformation of primary medical services

pro

(1) NHSE i Local Primary Care GP PC Revenue £8,337 £1,271 18%
Allocation

(2) NHSE i Centrally distributed GP PC Revenue £784 £509 185%
Allocation

(3) Other Centrally distributed funds PC Revenue £307 £307

(4) CCG Funding to General Practice PC Revenue £1,844 £234 14.5%

(5) Public Health Immunisations PH £260 £27 11.6%

Immunisations
@)Funding for Trai|Trainin £201 £18 10%
(7) DH Funding for Technology DH £67 £20 42.5%
Technology

Total Revenue expenditure £11,976 £2,386 25%

(8) Capital Expenditure Capital £203 £16 8.5%

Grand Total Expenditure £12,160 £2,402 25%

Progress to date:

In col |l abor at i onLancashite & Sduth CuBnbri@ &f@ldeviewi ohPrimary Care
revenue allocations and expenditure has been performed.
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The revenue review excluded certain elements of funding from table 1 above which are currently

not within the COCn@ety:-fi nanci al contr ol
1 (5) Public Health Immunisation,
T (6) Funding for Training GPG6s

1 (7) DH Funding for Technology
1 (8) Capital Expenditure

The boundary change of the South Cumbria area from the Cumbria CCG to Morecambe Bay
CCG with effective from 1% April 2017 has caused challenges with the production of comparative
financial information for 2016/17. Analysis will therefore highlight investments from 2017/18 to
2020/21.

CCG Financial plans demonstrate a £26.4m or 8.8% increase in spend between 2017/18 to
2020/21 to a total projected expenditure on Primary Care services of £327m. T h e
confirmed their intentions to:-

1 Utilise in full 100% of their Delegated Co-Commissioning budgets including the annual
projected growth within Primary Care.

9 Utilise in full 200% of their GPFV allocations in accordance with the National directive.

1 Investin full 100% of the £3 per head for General Practice Transformational Support
within 2017/18 and 2018/19 financial years.

1 Continue to invest CCG Core resource in Primary Care services.

Table 2 below summaries the 2017/18 and 2020/21 expenditure profiles firstly by expenditure
categories and by the categories detailed in table 1 above

CCG©os

Delegated Co-Commissioning £227,921 | £247,380 £19,459 8.5%
Local Enhanced Services £28,651 £32,134 £3,483 12.2%
Out of Hours Services £19,150 £17,959 (£1,191) (6.2%)
GPIT Revenue £6,934 £7,083 £149 2.1%
Other Primary Care £8,371 £11,681 £3,310 39.5%
GPFV Allocation £9,537 £10,707 £1,170 12.3%
Total £300,564 | £326,944 £26,380 8.8%
(1) NHSE i Local Primary Care GP £227,921 | £247,380 £19,459 8.5%
Allocation
(2) NHSE i Centrally distributed GP £9,537 £10,707 £1,170 12.3%
Allocation
(4) CCG Funding to General Practice £63,106 £68,857 £5,751 9.1%
Total £300,564 | £320,924 £20,380 8.8%

Table 2 highlights a small reduction in the investment of CCG Core funding in Out of Hours
Services this is entirely offset by the increased spend on Other Primary Care and due solely to a
change in the contracts within a specific CCG.
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Challenges

The CCG6s growth in Primary Care revenue expendi
allocations projected for Primary Care GP Contract (Delegated Co-Commissioning budgets). The
CCG6s are also investing additional resouihees fr

financial plans do, however, fail to recognise the extent and scope of investments in various
schemes across the STP footprint designed to transform the Primary Care Services.

Plans to implement and transfer services into a primary care setting for various services currently
provided within the Acute / Secondary setting are under development within all the CCGs. The
information above includes some financial implications of transferring two services within one
CCG area only, this reflects a primary care investment of nearly £2m in 2020/21 and is by no
means the full impact expected across the STP footprint.

Within CCGs plans there are ambitions to recommission numerous specific services which will
transfer some activity into a primary setting including:- Pain Services, Dermatology, MSK, ENT,
Audiology, Ophthalmology and Respiratory services, but plans are in their infancy and their
financial impact cannot be accurately modelled.

New Models of Care developments in the Fylde Coast LDP area for example are being
commissioned via a Community Services contract, extensive care and enhanced primary care
covering various primary care services and out of hospital services.

The East Lancashire CCG area plans to implement an Integrated Community Care pathway
model to deliver a wider range of services designed to deliver services within the Primary and
Community sector, reducing the demands upon the Acute sector.

Conclusion

The forecast spend on primary care across the STP and individually as CCGs will meet and
exceed in certain localities the required levels of investment to meet the requirements outlined in
the 5 year forward view and GP Forward view.

The National team& projected proportion of total NHS spend on Primary Care is 10%. Based on
the CCG6s total allocations, the total spend on

The National budgeted spend on Primary Care in 2020/21 is £12,160m, if we focus on the

revenue spend controllable and forecasted by the CCG the total in 2020/21 equates to

Al11,272m. This revised total excludes Public Hes
DH Funding for Technology and Capital spend.

The estimated Lancashire and SC STP share of the National spend is approximately 2.85%

based on information shared by the National team as part of the GPFV Allocations, this would

imply the L&SC STP CCG based revenue spend on Primary Care in 2020/21 should be

approximately £321m, the forecasted spend in 2020/21 is estimated at £327m. Investment in
Primary Care (revenue) by CCGO6s in L&SC is there
expected.
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When reviewed against the two alternative measures L&SC projected expenditure is higher in
both areas. Itis expected that once investments in Primary Care relating to the Out of Hospital
and Primary Care Transformation are recorded the STP spend on Primary Care would be much
greater than the Nationally advised values.

Other Considerations:

9 Public Health Immunisations

The National expectation is that spend will increase by approx. 11.6% between 2015/15
and 2020/21.

Public Health expenditure in Lancashire and South Cumbria is profiled to increase by
approx. 12% slightly in excess of the National expectations.

f Funding for Training GPO6s

Al | i nvest ments f or t his el ement ar e not
comments included within this report.

1 Primary Care DH funded Technology

L&SC CCGs have received £819k allocations in 2017/18 for the rollout of WiFi across
Primary Care settings.

L&SC CCGs have received £104k allocation in 2017/18 to facilitate the move to a new
National network standard, this allocation is expected to be over a three year period,
£104k 17/18, 75% in 18/19 and 50% in 19/20.

Detailed allocations have yet to be notified or developed beyond the two mentioned
above, it is therefore difficult to confirm the L&SC anticipated expenditure in 2020/21.

9 Capital Expenditure

The National expectation is that spend on Primary Care capital will increase by 8.56%
between 2015/16 and 2020/21. The L&SC estimated share of the National spend at
2.85% would be c£6m.

Capital expenditure plans are confirmed by the regional office on an annual basis based
on the North Region capital allocations, the allocations to Lancashire & South Cumbria
will be based upon a fair share of the North Region capital allocation. It is, therefore,
difficult to assess whether the current estimated Capital plans for Lancashire & South
Cumbria are affordable.

L&SC currently holds budget plans of approx. £5.5m for Capital expenditure in 2020/21,
this plan excludes investments utilising Estates and Technology Transformation Fund
capital.
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Estates and Technology Transformation Fund
Introduction:

A comprehensive NHSE Governance structure has been implemented across Lancashire &

Sout h Cumbri a, ensuring al/l stakehol ders (NHSE, N
NHSPS/CHP (Strategic Estates Advisors), PMO and STP) are part of the decision making

process regarding the approval and progression of premises capital schemes CCGs.

The Governance structure includes two distinct committees:- the Capital Working Group and the
Capital Oversight Group. The Capi tal Working Groupds member sh
stakeholders above. The group is chaired by the NHSE L&SC Transformation Finance Manager.

The Capital Oversight Groupds membership include
Care from Lancashire & South Cumbria, the Capital Working Group chair, Project Appraisal Unit
representatives (Finance and Estates) and NHSPS/CHP Strategic Estates Advisors and NHSPS

Senior Construction advisor. It is the Capital Oversight Group who ultimately approves

applications at the local level, some schemes require the approval of the regional and national

directors of finance.

The Capital Working Group meets on a monthly basis to discuss all Capital developments across
the STP footprint. The developments will include applications for ETTF New Build projects, ETTF
Improvement Grants, ETTF Technology, Business as Usual (BAU) Improvement Grants,
Learning Disability Transformation Grants, Grants to Local Authorities and GPIT

The Capital Working Group ensures all applications for Premises developments are assessed
against the following core criteria:-

- Enabling extending access to effective primary Care, facilitation of 7 day access

- Increase the capacity of clinical services out of hospital

- Enabling access to wider services as set out in commissioning intentions to reduce
unplanned admissions to hospital

- Integration, Collaboration or Co-Location of GP Practices, in order to develop practice
operating at 30,000 to 50,000 practice populations.

- Increased training capacity.

- Strategic Estates need i Consistency with the STP Estates Vision.

- Deliverable within the programme timeline.

- Sustainable in the long term, ensuring the full revenue implications of the schemes are
assessed and that CCG6s have included within

The Capital Working Group also ensures applications adhere to the Premises Cost directions,
of fer value for money and align to the CCGb&6s Str

All Technology developments are presented under the recommendation of the STP Digital Lead
and/or NHSE L&SC Head of Digital Technology. Only schemes / developments which are fully
aligned across the STP footprint are considered for approval, this includes all the ETTF
Technology PIDs and all the GPIT PIDs, this ensures that technology systems and software
across L&SC is aligned and the Digital Road Map is delivered in an equitable and fair manner
across the STP footprint as a whole.
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The Capital Working Group when it has reviewed an application and finds the documentation and
scheme to be acceptable will make a recommendation to the Capital Oversight Group to approve
the application. The Capital Oversight Group also meets on a monthly basis, its primary function

is to set the strategic direction for Capital investments across L&SC. The group will review the

Capital Working Groups activities, review its recommendations and when it feels the schemes
warrant the investment will approve applications.

Progress to Date:

Lancashire and South Cumbria STP has approved and invested substantial Capital resources
over the past few years. The following table provides the details:-

Capital 2016/17 2017/18 2018/19 2019/20 2020/21

Category Forecast Forecast Forecast Forecast
A6000 A6000 A6000 AB6000 AB0O00O

GPIT Technology £1,567 £2,537 £1,881 £2,216

PCIF Premises £2,934 £515

BAU Premises £145 £769 £1,925 £1,925

ETTF Technology £3,344 £798

ETTF Premises £158 £893 £11,578 £31,115

ETTF Other £291 0 0 0

ETTF

TOTAL £8,439 £5,512 £15,384 £35,256

Please note that until further notice and guidance is received the deadline for the completion of

ETTF schemes is 31% March 2020.

The ETTEF

programme rece-qi ved the following
No of PIDs Type of PID NHSE Original NHSE Current
Contributi Expected
Contributi
16 New Build £42,309 £39,907
18 Improvements to £5,579 £3,828
Existing Premises
8 Technology £3,456 £4,151
2 Other ETTF £291 £291
44 £51,635 £48,177
Currently
Profiled
2016/17 £3,793
2017/18 £1,461
2018/19 £11,808
2019/20 £31,115

The ETTF Premises developments are currently governed and controlled by the NHS GMS
Premises Costs Direction 2013. These directions are under review and are expected to be
released within the final quarter of 2017/18. Under the current Premises Cost Direction 2013
Paragraph 9 (b) advises that NHSE cannot agree to provide funding (grants) for the construction
of new buildings. It must be noted therefore that all the new build premises schemes within the

Pl
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ETTF programme cannot be fully approved and authorised until the new Premises Direction are
published.

Authorisation for two new builds has been received, permitting the scheme to progress to the
Outline Business Case stage of the approvals process, this has secured from the regional capital
allocation £2,378k for 2017/18 and £1,346k for 2018/19.

L&SC are currently under-going due-diligence checks across the remaining schemes for
technology, new builds and improvement to existing premises.

In all cases all financing options are considered as part of the due-diligence process, this will
include ETTF, Third party developerds finance, L

In all cases CCGs must explicitly identify and confirm any future revenue costs are fully accepted
and financed using the existing CCG baseline funding and are fully sustainable.

As part of the due-diligence process all future revenue implications to the practice are also
investigated / identified and fully accepted by the practice, this will include where feasible
additional utility costs, and the notional rent abatements.

Assumptions and Enablers

GPIT Capital forecasts are based upon approved 2017/18 and 2018/19, 2 year PID documents,
the 2019/20 estimated value is included within the approval PIDs but not approved and will
require a submitted GPIT PID for 2019/20 and 2020/21.

PCIF Premises schemes are expected to be completed within the current financial year.

ETTF Technology and Premises forecasts for 2018/19 onwards includes a number of schemes
which are yet to receive full approval.

For Premises schemes:- Support is offered to practices who submit applications. The sponsoring
CCG and the NHSE lead for ETTF assist and advise practices regarding the content of the
applications, providing technical support were necessary.

Support is, also, offered by the PMO who regularly meets with the practices and provides support
and guidance as part of their due diligence remit. Additional support is being offered by releasing
revenue resources to assist to the production of PID applications and Outline Business Cases.

For Technology schemes:- All developments are co-ordinated by the STP Digital Lead or the

NHSE Head of Digital Technology in coll aborati on
providers, these being Midlands and Lancashire CSU, Blackpool Teaching Hospitals and

University Hospitals of Morecambe Bay. This ensures developments and schemes are

developed and implemented across Lancashire and South Cumbria in a fair and equitable

manner.

Challenges

The initial risk for each of the premises schemes is borne by the GP Practice, bidding practice
are required to incur large amounts of costs before the PID can be reviewed and recommended
for approval to the Capital Oversight Group, in some cases this has meant that schemes have
not progressed in a reasonable timeframe because approval CCG , Every month the Capital
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Working Group, whose membership is drawn from the stakeholders noted above, meets to
review ETTF / BAU PIDs

Plan to achieve regional requirement
The intention of L&SC is to implement and progress as many ETTF Schemes as possible.

The ETTF Technology schemes are intended to be authorised and completed within the current
financial year.

The initial intention regarding ETTF Premises schemes is to progress through to completion the
two new build schemes which have received regional approval. At this stage the schemes have
received an approval to progress to the Outline Business Case stage, however the regional office
has allocated the Capital resources required by the two schemes in the next two financial years.

Further to the two approved schemes the due diligence process continues on the remaining
schemes and there is a clear intention to progress as far as possible as many of the other
schemes as possible, as long as they continue to fulfil the ETTF criteria detailed above and the
Strategic Estates Vision. In L&SC we are determined to ensure the Capital is spent only on the
highest priority schemes delivering the greatest opportunity for transformation.

There are however constraints to the above ambition. NHS England North Regional office holds
the budget for ETTF Capital and approves the allocation of the funding on a scheme by scheme
basis on a first come first served basis; there is therefore no guaranteed allocation of ETTF
Capital for the L&SC STP footprint on an annual basis. This methodology adopted by the
regional team provides pressure to produce and approve schemes in an efficient and effective
manner. There is a risk therefore that the North Regional office receives and approves schemes
from other STP areas in the North and fully utilises its ETTF capital allocation in future years
without L&SC being able to acquire approval on any other schemes it is currently processing
through due diligence.
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10. Component 4. Investment, Dental Eye Care and Pharmacy

Investment within Oral Health

T Additional resources for AStarting Well o
targeted in areas where the oral health of under 5 year olds suggests greatest need
(Blackpool and Blackburn with Darwen) and a further £400K recurrent to improve dental
access for under 5 year olds in those areas.

9 Additional routine care capacity commissioned in areas of poor access :

o North of Lancashire £350K recurrent
o North of Lancashire new practice £525K recurrent
o0 Blackpool £247K recurrent
o Blackburn with Darwen £326K recurrent
0 Preston £417K recurrent
0 Pan-Lancashire £950K non-recurrent
1 Additional Orthodontic treatments
o Pan Lancashire £1.1m non-recurrent
1 Widening access to Minor Oral Surgery in the community

1 Increased capacity from 8 treatment sites to 14 covering the whole of Lancashire

Investment within Eye Care

Patients accessing eye health services would benefit if IT systems were created to improve the
way information is shared between health professionals in the STP area.

Shared information and ability of all staff to understand the needs of patients is fundamental to
the successful delivery of Primary Care Eye Services across the whole of Lancashire and South
Cumbria

Appropriate information technology will enable the minimisation of manual processes by
delivering secure electronic data and messaging flows. Investment in technology will also open
new ways for patients and primary care professionals to communicate

Robust controls around consent, information governance (IG) and data sharing are critical
cornerstones to increasing the exchange of information to support care pathways that will enable
increased information exchange to support care pathways.

There is a lack of connectivity to health and social care IT systems, particularly for primary care
optometry. The majority of referrals and communications across the eye health system are paper
based and often via the General Practice.

Connectivity to the NHS spine system across the optical sector will help to address some of
these challenges. This project is critical to developing the capability in primary care optometry for
more integrated services with hospital eye services and the rest of primary care.
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An ability to refer patients directly to secondary care from optical practices without involving the
GP would also free up capacity within the GP practices. The GP, however, has a key role for
holding patient information and should receive notification every time patient care is transferred
from one setting to another.

Integrated Summary Care Records (SCR) provides the opportunity to work with other disciplines
to use and develop existing services. They ensure care in all settings is safer, by sharing data
such as current medication and long-term conditions, which can be accessed instantly.
Unfortunately, optical practices are not currently part of the national programme for SCR roll-out.
An aspiration for Lancashire and South Cumbria could be to pilot access to Summary Care
Record for primary care optometry.

Investment in Pharmacy Services

NHS England has previously announced a £42m Pharmacy Integration Fund (PhlIF) to support
pharmacy to transform how it operates across the NHS for the benefit of patients over the next
two years.

The Pharmacy Integration Fund will support community pharmacy as it develops new clinical
pharmacy services, working practicesanddi gi t al pl atf orms to meet the
modern NHS community pharmacy service.

It foll ows the announcement of the Department of
Contractual Framework and associated funding, and comprises a package of proposals for 2016-

2018. The aim of the PhIF is to support the development of clinical pharmacy practice in a wider

range of primary care settings, resulting in more integrated and effective NHS primary care for

patients.

In particular, the fund will drive the greater use of community pharmacists and pharmacy
technicians in new, integrated local care models. This will improve access for patients, relieve the
pressure on GPs and accident and emergency departments, ensure best use of medicines, drive
better value and improve patient outcomes.
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11. Component 5: Primary Care at Scale

Introduction

General practices have grown in size and are providing a much wider range of services to their
patients than at the inception of the NHS. Primary care is now usually delivered by practices
comprising groups of GPs instead of the single-handed and smaller practices that were the norm
in 1948. GPs deliver care with the support of nurses and other members of the primary care
team. Most practices today provide responsive care when patients present with medical needs,
as well as much of the routine chronic disease management that previously would have been
delivered in hospitals, and preventive services like vaccinations and immunisations. Some
practices include GPs with special interests and undertake minor surgical procedures.

A priority in all STPs is to achieve greater integration of care by building on innovations already
under way, such as the work by vanguards involved in the new care models programme. This is
linked to an ambition to develop services in the community. STPs also set out proposals to
reduce reliance on hospitals and to give greater priority.

The Next Steps on the 5 Year Forward View, published in March 2017, describes the ambition to
encourage practices to work together in hubs or networks with a combined patient population of
approximately 30,000 to 50,000. This population size will allow practices to better integrate

service provision with community nursing, mental health, the third sector and wider primary care

such as pharmacy, dental and eye care teams, expand diagnostic facilities and pool

responsibility for the urgent care and extended access to prevention. Through investment in

community services and the development of new care models, the plans seek to moderate

demand for hospital care and d@Hefirst stap inthis jowneyc ar e |
is considered to be the establishment of Primary Care Networks.

Aim and Objectives

The aim of establishing Primary Care at scale is to achieve three things, which are central to the
success of accountable care systems:

1. A new model of primary care

A A new way of delivering primary care for today and into the future

A GPs and other staff have a manageable and appropriate workload, and teams are
resilient to fluctuations in demand

A Primary care can attract and retain the staff it needs

2. Improved population health

A People receive new models of primary care, targeted to their specific needs, including
improved prevention and self-care.
A People can access care from an appropriate service when they need it

3. Better use of the health systembbs resources
A Systems are able to move investment from acute to out of hospital care

A Primary care, integrated with community provision, can better deploy its resources
effectively to achieve the best possible outcomes for patients
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The aims will be delivered through 5 elements:

1. Right scale

A Working in primary care networks serving 30-50,000 people, which in turn collaborate at
the system level

A Greater resilience and expanded capabilities through sharing of interoperable assets at
the network and system level, including workforce, estates, data and IT

2. Integrated working

A Across all of primary care, with teams including general practice, community services,
social care and the third sector.

A Ilndividual s6 work is appropriate to their ski
members

3. Understanding population need & targeted care

A Data driven popul ation segment at ca@needsandunder
new models of care to optimally meet those needs. Increased focus on high quality
preventative and proactive care, engaging and activating the community to better support
population care

4. Managing resources and reducing variation

A Visibility of the resources available to the system, variation between practices, and the
impact of decisions made in primary care.
A Operational efficiency through scaled working and reduction in variation. Over time, a

A

share in risks and rewards for resourcesinpr i mary carebs contr ol

5. Empowered primary care.

A Equal partnership in system-l e v e | decision making, reflectin
accountable care.
A Not top down change but enabling continuous i

Progress to date:

Lancashire and South Cumbria has invested £1.75m equivalent to £1 per head to support
practices establish primary care networks across the STP footprint with the ambition to have 75%
established by march 2018 and 100% by October 18.

To ensure primarycarenet wor ks align with CCG6s and LDP6s p
corresponding new models of care, the Primary Care SRO and Programme Director have held

meetings with each LDP/CCG Accountable Officer to ensure the available investment to meet the
principles of Primary Care Networks to ensure:

A Buy in from GP practices and providers including alignment of Community Services

A Ensure everyone moves forward in terms of primary care transformation, recognising that
some practices are already working in localities/networks. Funding is intended to support
further progression and innovation and not based on the current position or achievements
to date.
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The £1 per head allocation has been transferred to each CCG in August and CCGs were asked
to complete and return a pro-forma by 31st October clearly describing:

A The geographical boundary of each Primary Care Network, ideally on a map, with a
registered list size between 30-50,000 population (approx.)

A list of the practices included in each of the Primary Care Networks

A signed partnership agreement for each Primary Care Network signed by each practice
within the network and corresponding agreement from the community provider (an
example practice partnership agreement template is attached for consideration)

A An agreed outcome that each Primary Care Network wants to prioritise

A Actual spend per Primary Care Network

A Forecast spend per Primary Care Network

The table below describes progress in establishing Primary Care Networks reported by CCGs as
of 31st October 17.

CCG Number of Progress to Datd Outstanding Actions
PCNs
BwD 4 Returned Pre 1 Signed MOUs to be shared with NHS Englar
forma and 1 Confirmation practices happy for funding to
signed MOUs flow through federation
Blackpool 4 Returned Pre [ 1 SignedVOUs to be shared with NHS Englang
forma 1 Confirm timescales for 5 neighbourhoods
moving into 4 PCNs
9 Joint practice event with Fylde and Wyre
Central TBC TBC TBC
East 9 Returned Pre [ 1 Determine timelines for incorporating
Lancashire forma and practices that haven
Signed MOUs
Fyldeand |4 Returned 1 Signed MOUs to be shared with NHS Englar]
Wyre 9 Joint practice event with Fylde and Wyre
Morecambe | 9 Returned Pre | 1 Signed MOUs to be shared with NHS Englar
Bay forma {1 Carnforth PCN appears to be joste practice
can this be merged with another PCN or see
commitment from the practice to work
towards being incorporated in another PCN |
a set date?
West 3 Returned Pre | 1 Secure signature from Virgin as community
Lancashire forma and providerin each MOU
signed MOUs | 1 Determine timelines for incorporating
practices that haven
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Challenges

For practice and practice staff to engage and truly deliver integrated service provision as outlined
in the ambition of a Primary Care Network, considerable OD support is required. There are plans
in place to establish a Network of Primary Care Networks either at LDP level or across the STP
and utilise the support of LMC, Federations NHS Collaborate and various funding streams
including the PM development fund to support emergent leaders leading the Primary Care
Networks.

A Further challenge in future months is the potential to devolve budgets to Primary Care
Networks to provide some autonomy for the Networks to determine where investments are made
in primary care.

Assumptions and Next Steps

The fundamental assumption is that all practices across the STP will engage and work within a
Primary Care Network and these Networks will form the delivery unit that when clustered
together will in affect become an MCP and ultimately an Accountable Care System and thereby
support delivery of the STP.

Links have already been established with the STP Mental Health work programme and a
commitment received from community providers to align mental health services to Primary Care
Networks to support the integration agenda and the delivery of population health outcomes.

Similar conversations will be held with Cancer, Urgent and Emergency Care STP work
programmes to further support and align PCNs within the emerging Accountable Care Systems
across the STP.

In alignment with the national developments around Primary Care Networks and Accountable
Care Systems an assessment of each LDP will be undertaken against the criteria outlined in the
table below, with the ambition that 75% of practices will be in step 2 by 17/18 and 100% by
October 18.
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A Maturlty Model assessment of PCN progress

Each Primary Care Network will go on a journey of develnpment - with |t5 :own unlque

Stamng point Foundations for

Plan: There is a plan in
place articulating a clear
end state vision and

- - steps to getting thare,
including actions:
required at team;
network and system
level

Engagement: GPs,
local primary carg
leaders and othet

.. stakeholders.believein. ... . :
the vision and the plan
to get there. Community
activation to enable
sustainable self-care

Targeting

Time: Primary care, in
particular generai
practice, has the!

.- headroom to make
change

Managing
resources

Trar:lsformationf
.................. resource: Thereaare -
: people available with the
I;:jmpi:?::g right skills to make

change happen. ;

- Basic populalmﬂ
- segmentation is in pla-::e

- with understanding of needs
: of key groups and the|r

. resource use.

transformation - S tep? ......... S tep?

 Practices hdentlfy partners
- for network:level working

- and develop shared plar for
- realisation..

- Integrated teams, whlch

- may not yet include social

- care, are working in parts of

" the systemi........ Tl

. Analysis on variation -
. between practices is readily
- available and acted upon.

. Standardised end state :

- models of care defined for

- all populatien groups, with

- clear gap analysisto -

- achieve them: Prototypes - - - -
- in place for highest rlsk

. groups.

. Steps taken to ensure

. operational efficiency of
. primary care delivery. .

- Primary care has a seatat
- the table for all systern—l;evel

Pra{:tlces have deﬁned futurP
buginess model and have
early componen'ts in place.

between practices, |nc|ud|ng
read/write access to records:
Data sharing ag reements in -

Integrated teams formalised
to include socia care, the
voluntary sector and easy
access to secondary care
expertise:

The system can track data in
real time, including visibility of
patient movement across the
system and betiveen
sedments, and information dn
variability.

Neiw models of care in place
for most population segments

reactive mudels with
standardised prt_}tt}cols in usé
across the system Evidence
of active sign posting to
cormunity assets.

Networks have sight of

resource use for their
patients and can pilut new :

Englanﬂ

Network business model fully
operational. Intefoperable
systems Integrated clinical
records. Workforce shared - - - -
across network. Rationalisation
of primary care with np‘umum
estaLe usage.

team. Systerrﬂtlc populatlon :
segmentation including risk -
stratification. Care plans for all
r'eférla'l'ﬁr:}cesses in place.” -
Routine peer review of metrlcs
per huh

Stratification of appointments: . ..
with T day working. Upper
decile public health targets and
patiefnt and staff éuwey metric}s.
F-'nmarycare ﬂetw:}rks take - - -
collective na.-s[:v»c:n_nmI::nlrt;.f for -
available funding. Clinical
pathway change jeading to care
closér to home. Data being used

bestuse of resources.

Prll‘l‘iﬂr]f care network full

Ieadershlp
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COMPONENT 5: Dental, Eye Care and Pharmacy At Scale
Oral Health

For those not directly involved in the commissioning or delivery of dental services, it is often

difficult to see how dental care providers can support the wider healthcare economy. However,

when considering that almost 60% of the population of Lancashire and South Cumbria will have

had an NHS Dental appointment in the last 2 years it becomes easier to see how the dental team

can play a role in delivering and promoting healthcare aligned to oral health. Seeing beyond the

dental team as a group of clinicians primarily concerned with teeth is something that the Chief

Dental Officerf or Engl and has put at the centre of her
mouth back in the bodyo.

Primary prevention schemes such as smoking cessation, obesity (sugar consumption), and

alcohol and substance misuse have a direct impact on oral health as well as general health.

Primary care NHS Dental Service Providers, routinely screen for oral cancer during an

examination too. The prevention message is delivered daily, and should be aligned to the wider

healthcare system. In reciprocation there are opportunities for the wider healthcare economy to

ensure that patients signposted to the central help line for care navigation and where appropriate

to reinforce the oral health promotion messages,
implications are prescribed, during weight management clinics discussing sugar consumption or

at infant vaccination and immunisation appointments where a discuss about accessing dental

care for infants can be had.

At the heart of the development and co-ordination the health oriented initiatives delivered by the
dental teams in Lancashire and South Cumbria, is the Local Dental Network supported by dental
specialty focussed Managed Clinical Networks.

Supporting wider healthcare

9 At scale working in managed clinical networks, supporting the integration of both primary
prevention initiatives such as smoking cessation, diet and alcohol advice and also
supporting other healthcare professionals in their understanding of oral health promotion
for example the AAobt baohedsidohbatcueeand t |
helpline for oral health care navigation.

In the wider health system

9 Testing the potential integration of oral health and dental services within the Primary Care
Home model in Fleetwood and the Vanguard site in East Lancashire, in relation to
supporting access to services for the elderly.

f The AStarting Well o0 scheme is integrating wi
the oral health of the under 5 years olds in Blackpool and Blackburn with Darwen.
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Eye Care

The commissioning and delivery of eye health services can be complex; pathways frequently cut
across boundaries and involve many providers in a network of care. A more co-ordinated
approach is necessary to support the integration between services and pathways

An STP footprint provides the opportunity for groups of CCGs to work with providers to agree
consistent pathways, to develop truly transformed and sustainable services i and deliver the
ambitions of the Five Year Forward View.

By working together at a greater scale with clear responsibilities and objectives, there are
opportunities for greater efficiency in the commissioning, procurement and delivery of the same
service specification by reducing the duplication of effort and the waste of resources.

For example, a glaucoma repeat measures pathway is a NICE quality standard, specifically
designed to reduce unnecessary referrals to the HES. To have maximum impact, it needs to be
available and followed over as wide an area as possible.

In Lancashire and South Cumbria greater integration of Primary Eye Care Services has been
achieved in Morecambe Bay with the Better Care Together Vanguard and in Pennine Lancashire
with the Integrated Eye Services.

The Integrated Eye Services has been in place since 2015. The Primary Eye Care Services
provided within the IES are Minor Eye conditions, Repeat Glaucoma Measures IOP & VF, Ocular
Hypertension monitoring, Cataract Pre Op Assessment, Cataract Post Op Assessment and Low
Vision Aid Assessment.

Minor Eye Conditions Service (MECS) provides:

A Safe, effective management of suitable eye conditions in the community with faster
access than routine referral to hospital

A Differential diagnosis and appropriate referral when needed for patients with potentially
urgent symptoms

A Released capacity in Secondary Care
A Reduced use of GP appointments for minor eye conditions
A Reduced antibiotic prescribing

In year 2016-17 99.49% of patients were extremely likely or likely to recommend the service to
friends or family. 75% of patients were treated/managed by the service and only 15% of patients
were referred to secondary care

If the MECS in IES had not been available 12% of patients would have gone to A&E and 71% to
the GP.

In Better Care Together, the Primary Eye Care Services provided are Minor Eye conditions,
Repeat Glaucoma Measures IOP & VF, Ocular Hypertension monitoring, Cataract Pre Op
Assessment, Cataract Post Op Assessment and child post vision screening eye tests.
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Both of these models of Primary Care Services are suitable to be used in Primary Care Networks
or commissioned at STP level.

The Lancashire and South Cumbria Eye Health Network has been working with several
stakeholders to establish a Child Vision Pathway. Part of this is utilising the skills of primary care
optometrists to deliver a post-screening pathway for the majority of the children who will fail the
school vision screening test. This is a good example of what could be commissioned on an STP
wide footprint to ensure that all children can benefit from the pathway that is in place in the
Morecambe Bay area

Working with the wider primary care team there will help ensure that the workforce is engaged
with proposed new ways of working and models of care.

The Lancashire and South Cumbria Eye Health Network will encourage and support the
development of new organisations in which providers collaborate to deliver eye health services at
scale, both within localities and across the STP area, to support the different emerging models of
care.

It will help existing as well as new collaborative provider organisations to identify the challenges
and identify solutions. It will support the development of associations that bring together
representative organisations and provider arms to ensure a collaborative approach and shared
learning.

Sight Loss

Sight is the sense that 86% of working age adults say they value the most. The Vision of Britain
report found that 81% of British adults worry about protecting their eyesight, but nearly half (44%)
do not attend regular eye tests every two years as recommended by the College of Optometrists.

General Ophthalmic Services and privately funded eye tests together with the Primary Eye Care
Services can be seen as part of the Prevention Agenda, targeting avoidable sight loss.

At least 50% of this visual impairment may be avoided or cured by suitable intervention. Good
management of the remaining cases can minimise the visual loss and disability that is related to
chronic eye disease thus enabling people to remain independent.

The Royal College of Ophthalmologists recently outlined the challenge in their Three Step Plan:

6The hospital eye service is overwhel med, and pa
treatment due to postponed or delayed hospitaleyes er vi ce appoi nt mentsoé, ar
need to take action to reduce the risk of patients coming to harm.

However, there will be some patients for whom sight loss is unavoidable. Good management of
cases and appropriate support (clinical and non-clinical) thereafter should reduce the
dependency of this group on social care intervention.

Sight Loss affects every aspect of someonebs | if
friendsd faces to the accur atgdothe cequiremensforr at i on of
additional support. Older people with sight loss are more likely to be depressed and to fall.

Approximately half of the population with sight loss experience problems outside the home and
are three times more likely to have difficulty accessing health care services. People with sight
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loss are also less likely than the rest of the working age population to be in employment, all of
which significantly affects their independence and wellbeing

Many people with sight loss never go out because the social care system does not meet their
needs. Cost of transport and access difficulties reduces mobility. Public buildings are often not
designed to be accessible, leading to the isolation and social exclusion of blind and partially
sighted people.

People with sight loss report lower wellbeing, higher levels of depression and poorer satisfaction
with their life overall. However, some important causes of vision impairment, such as glaucoma,

are treatable if detected early. Prevention of sightlosscan have a significant

guality of life.

Sight loss services across the STP area are not consistent. There are however, some excellent
sight loss services in the voluntary sector. The STP is a vehicle to enable organisations to
collaborate and learn from each other to ensure better outcomes for visually impaired people.

The transformation of sight loss services in a more co-ordinate manner across Lancashire and
South Cumbria will support greater independence for those with sight loss

Low vision services can be delivered by community practices, HES, social care or by voluntary
sector providers. These need to be better integrated so that other primary care practitioners can
refer directly to and have improved links with rehabilitation services.

Pharmacy

Community pharmacists and their teams will support people with long-term conditions and their
carers by providing a one-stop hub for advice, treatment and coordination of care related to
medicines. This will include support following diagnosis, monitoring and adjusting treatment

according to outcomes defined in an individual
medi cinebs related aspects of care are managed

circumstances change, for example when admitted to or leaving hospital.

To achieve this vision, community pharmacists and their teams will work in partnership with their
colleagues across the wider health and care system. In some areas, people will be able to
register with a community pharmacy to coordinate their care and support them with management
of their long-term condition, where this is agreed as appropriate between the individual, their GP
and pharmacist.
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12. COMPONENT 6: Communication

Introduction

Effective communications and engagement with staff, key stakeholders and patients will be
essential to the success of investment in and transformation of primary care services.

Its role is to ensure widespread awareness and buy-in to the vision of future primary care
services, ensure stakeholders have the opportunity to be involved in the development of new
models of care and provide public assurance about the long-term sustainability of services.

The primary care workforce needs to be aware of opportunities for investment and initiatives to
increase the workforce and reduce workload and be assured that positive change is happening.
Communicating good practice will help to share learning across the STP footprint.

Wider stakeholders, including MPs, councillors and other key opinion formers, needs to be
reassured that action is being taken to address challenges in primary care and to improve patient
outcomes.

Patients want to more involved and informed about the changes that may affect them and
understand the benefits, including: extended GP access; delivery of primary care at scale and
changing workforce roles. The way services are currently configured is confusing to patients we
need to communicate in new ways and simplify the message about how to use primary care
services.

The STP, CCGs and localities are collectively responsible for the long-term strategic
development of local primary care services and determining locally which models of care will
support this. All organisations and systems therefore share responsibility for the delivery of
communications and engagement to support initiatives to sustain and transform primary care.

NHS England and STP communications leads are working together to plan and deliver
communications and engagement activity to support activity taking place at STP level. This
includes supporting local delivery of national communications handling plans for initiatives
including Return to Practice and GP retention.

Delivery of communications and engagement activity reflects the approach being taken by the
STP to co-ordinate and oversee communications and engagement activity, with much of it
delivered by local teams through the five local areas, making use of shared resources, toolkits
and templates where possible.

Areas of best practice and achievement will be demonstrated through the Healthier Lancashire
and South Cumbria digital platforms and encourage public, stakeholders, democratic officials and
patient representatives to get involved with their local programmes.

Progress to date

A communications strategy has been developed to support the local implementation of the
General Practice Forward View. It is underpinned by the NHS England North GPFV
communications and engagement strategy and the Lancashire & South Cumbria Sustainability
and Transformation Partnership (STP) communications and engagement strategy. Local
communications activity is aligned to a national primary care communications planner, which sets
out monthly themes to March 2018.
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A stakeholder mapping workshop involving NHS England, CCG, GP practice, GP Federation and
Local Pharmaceutical Network representatives took place to identify key stakeholder groups and
the best channels to reach them. This group will continue as a communications reference group
to test messaging and materials.

An overarching narrative that describes the vision for primary care in Lancashire and South
Cumbiria is in development. This will help to inform and support all communications and
engagement activity by partners.

It has been agreed that the STP communications and engagement workstream, which brings
together communications leads from CCGs, Trusts and localities, will be forum for planning and
sharing primary care communications activity.

Promoting the expanding general practice workforce has been identified as one of the first

communications priorities. The aims are to: raise awareness among GPs and practice managers

of opportunities and investment to expand the wo
changing roles and their expectations of what will happen when they visit their surgery.

A workforce communications plan is in place and a comprehensive package of digital and print
resources has been put together. This will be launched in November to align with the national
communications theme The changing and expanding general practice workforce. It includes

- Video case studies featuring interviews with clinical pharmacists, a trainee physician
associate and paramedic practitioner

- stakeholder briefing, with links to video case studies

- general practice briefing, with links to video case studies

- communications toolkit for CCGs and general practice, featuring written content for
websites, social media posts and template posters to put up on practice noticeboards

- Media release and social media activity to promote key messages and video case studies
to patients and the wider public

Work is also underway to support:

International GP Recruitment

Extended GP access

Promoting the pharmacy offer

How innovative practices are manging workforce/workload

O O O o

Assumptions and enablers

NHS England, STP, CCG and locality communications leads will need to work in partnership to
ensure activity is:
1 Consistently messaged and branded
co-ordinated across the area where it is possible and appropriate to do so
aligned with the national announcements, milestones and themes
makes best use of available local and national resources

1
1
1
T 6done onced wherever possible to prevent dupl
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It is assumed that we will be able to harness the expertise, capacity and resources of
communications teams to effectively deliver primary care communications across the STP

footprint.

Challenges

The main challenge is the logistics of co-ordinating large pieces of work across the footprint,
where we are relying on local teams for delivery or cascade of communications activity. We will
be able to mitigate this through working via the STP communications and engagement
workstream.
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13. Local Dental Network Vision

Current position

The Lancashire and South Cumbria LDN comprises of a core group of local NHS dentists, NHS
commissioners and associated Consultants in Dental Public Health from PHE. The Postgraduate
Dental Dean from HEE is also represented to ensure that workforce development needs flowing
from innovative and transformational projects are supported.

In 2015 a number of NHS Dental Commissioning Guides were published by NHS England,
setting out new care pathways for the dental specialties which run across primary, intermediate
and secondary care. The guides promoted the establishment of local managed clinical networks
(MCNSs) and these have been established and linked to the LDN.

The LDNs has over the last few years successfully led commissioning and delivery work which is
contributing towards addressing the 3 gaps identified in the FYFV, namely Prevention, Quality
and Efficiency. Examples includes

T Leading the devel opment of Astarting well o el
and Blackburn with Darwen
1 Leading the audit of antibiotic prescribing to promote higher quality prescribing and
reduction in inappropriate antibiotic use
1 Redesigning oral surgery pathways, resulting in reduction in waiting time breaches, a
50% redirection of patients to primary care dental services and a reduction in tariff
payments to acute Trusts.

Vision

As a component of the Sustainability and Transformation Partnership (STP), our vision for the
LDN is for it to be recognised as the accountable body for the commissioning, transformation and
delivery of dental services that integrate with the developing primary care networks and new
models of care that are developing across the STP.
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We are keen to ensure that oral health is seen as an important part of general health and to
exploit the opportunities for dentists and their teams to contribute towards general health
improvement, for example, reductions in alcohol consumption and smoking behaviours. These
activities have benefits to general as well as oral health, but could be more effective if integrated
with the work of the Primary Care Networks or Homes,

Through better integration with the local delivery approaches and care navigation we want to
reduce patients journeys and support reduction in inappropriate dental presentations to General
Practice and A and E, and provide more appropriate care for these patients in the dental surgery.

Through developing local leadership in our LDN we want to play into the developing primary care
network priorities and delivery, for example oral health for children, and contribution to the overall
offer and pathways for adults in care homes have been identified in our test site in the
Fleetwood Primary Care Home.

Through our managed clinical networks for the dental specialties we want to improve the
pat i purrteys for specialty dental services, using the evidence base for the care delivered
and working together across primary and secondary care to deliver faster and more locally
accessible services.

To support these approaches, we want to work with our local Education providers we want to
develop the skills of dental teams to enable them to make better use of the use of their scope of
practice as set out by the General Dental Council. We also want to work with the information and
digital workstream within the STP as working within the primary care network approach requires
read and write access to the digital patient record.
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14. Local Eye Health Networks Vison

Consideration of eye health in the design of multi-professional services, such as those aimed at
reducing falls, Stopping Smoking, improving the health of people who have a learning disability or
Dementia, for example, should be considered.

With an ambitious strategy come a number of challenges. Such challenges are present in the
transformation of any element of the health and social care system and a plan to address each of
these will be critical to enable the implementation of this transformation plan.

Effective local clinical leadership is essential to support the Primary Eye Care Service with
appropriate clinical governance and clinical accountability arrangements. There should be a
clinical lead in primary care whose role is to liaise with lead colleagues in community and hospital
services, promoting a more joined-up approach and better communication across the pathways.

Governance arrangements should not only include having appropriate procedures to
demonstrate information and financial governance, but also procedures for prospective
evaluation of the design and delivery of new care pathways which show:

i Effective outcomes

More appropriate and effective patient management
Patient safety

Clinical audit

Competence of the workforce

High levels of patient experience

Appropriate infrastructure (equipment, premises etc.)

= =4 =4 -4 -4 -4

It should also be noted that due to significant variations in the way patients access services there
are significant cross border issues potentially resulting in reduced patient experience. Patients
may choose to attend an optical practice which is not in the same locality as their GP practice i.e.
nearer to work, family or shopping centres.

Having a more consistent approach to eye care pathways will lead to earlier detection of eye
problems, and quicker access to appropriate services and treatment which are so important to
achieve better outcomes for patients. Working at STP level will lead to better management of
limited NHS resources.

All local eye care providers should be able to collaborate to deliver a Primary Eye Care Service
and there are benefits in administering one contract with a regional provider while still offering
patients a wide choice of practices for eye health services. At the same time, optometrists and
opticians will be attracted by the efficiency of the approach, as it eases the administrative burden
and allows practices of all sizes to patrticipate in pathways.

The model should be at sufficient scale to deliver maximum efficiencies for commissioners,
providers and patients.
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15. Local Pharmacy Networks Vision

Below is an outline of a potenti al 6day in the |
a shapshot of the activities they might be undertaking on a daily basis working within a
transformed primary care service in Lancashire and South Cumbria.

The focus reflects the three core domains for community pharmacy acting as :

A The facilitator of personalised care for people with long-term conditions
A The trusted, convenient first port of call for episodic healthcare advice and treatment
A The neighbourhood health and wellbeing hub

All of the activities described might already be happening routinely in all or some parts of the
community pharmacy netwo r k . I n f i theampitomis te dbsetvé these, ways of
working embedded across the system as a whole - happening frequently, and across Lancashire
and South Cumbria. Helping to bring this about will be a key aim of the LPN plan to support the
STP.

The vision

All pharmacies across Lancashire to be a Healthy Living Pharmacy with a workforce engaged in
proactive delivery of a health and well-being approach which provides a sustainable platform for
delivery of the new model of integrated care. This model reflects Primary Care Home principles
through a shared commissioning of services to meet local need alongside the NHS Pharmacy
Contract.

The team arrives for their regular morning catch up before the pharmacy opens. The pharmacist
actingasteam | eader that day runs through a | ist of &
planned admissions to hospital coming up and those who are soon due to be discharged using

the Refer 2 Pharmacy interface.

The team agrees the medicines optimisation priorities for each person; liaising with their carers,
primary care clinical pharmacist and hospital pharmacists, as needed to make sure they have the
right medicines before, during and after their admission. The team also reviews the list of regular
patients who have appointments later that day for an individual review as part of their long-term
conditions management service. Some of these people will also be joining the Type 2 Diabetes
peer support group that meets on a monthly basis in the dedicated health education space at the
back of the pharmacy, which is designed to help participants understand more about their
condition and support each other with managing their medicines and implement lifestyle
changes. A diabetes specialist nurse and dietician from the local community team will attend the
session along with the 2nd pharmacist working in the pharmacy that day.

The pre-registration trainee pharmacist reminds the team that later in the week they will be

starting their practice-based audit to review appropriate and inappropriate prescribing of

antimicrobial therapies and to facilitate the development of local action plans with the wider

health team and local GP practices to help combat antimicrobial resistance. Lastly, the lead

pharmacy techniciansh ar es f eedback with the team from | ast
where members had raised ideas for how the pharmacy could improve their NHS e Repeat

Dispensing service by allowing patients to select which medicines they have enough of using an

online form which automatically updates their prescription. The pharmacy technician agreed that

he would ask the pharmacist to discuss how this could work with the localities Primary Care

Home forum.
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Once open, local residents, and regular patients begin to stream into the pharmacy as usual.
Prescriptions are safely dispensed to patients, expert advice is provided and self care
medications purchased. As each prescription is assembled in the dispensary, a pharmacist
clinically assesses it for safety and appropriateness and an accuracy checking technician
carefully checks all items for accuracy before these are handed out or delivered to patients in
their homes.

The pharmacy staff take the opportunity to ask each person how they or their family members
are getting on with their medicines and whether they have any questions or have noticed
changes in their health that they want to discuss. One of the pharmacists uses her clinical
knowledge and medicine procurement skills to determine whether any medicines on the incoming
prescriptions could be substituted for a more cost-effective equivalent where clinically
appropriate.

One of the first people to come in that morning is a father with his son, who asks for some
medi cine for the toddl ehad®come aqutofwor& tm poect sghe chiide . He

from nursery as heisunwel. Whi | st they are talking, the fathel
is getting increasingly hot and distressed. The
Invitingthemint o t he consulting area, the pharmaci st e

including the rash. Determining that the rash does not blanche and the toddler has refused fluids
in the last few hours, the pharmacist contacts the patients nearby GP practice who are able to
provide parenteral penicillin and support whilst an ambulance arrives.

Mid-morning, one of the pharmacists leaves the pharmacy to make a home visit to an older
gentleman who was discharged from hospital previous evening. She explains his new medicines
to him and they agree to make some changes to his care and support plan, including removing
the medicines that are no longer needed. With his permission, she accesses his online health
record from her mobile device and makes a note of these changes. He shares some concerns
about getting around the house by himself as he is still feeling unwell after his stay in hospital
and is worried about falling. The pharmacist searches the Directory of Services (DOS) to find
contact details for his local community services team, sends through an electronic referral and
books a home visit for him the next day.

On her way back to the pharmacy, the pharmacist stops at one of the local GP practices to join

the team there for their lunchtime practice meeting. They review the latest evaluation data for the

COPD support service the pharmacy provides, which indicates that people using the service are

reducing their visits to both the GP practice and A&E. They talk through ideas for encouraging

more people to use the service and follow through with their care and support plans. She also

takes the opportunity to have a brief conversat:i
changes to his medicines and the referral she has made to the community services team for him.

Back at the pharmacy, a Medicines Counter Assi st
gualified Health Living Champions (HLC), responds to a request from a middle-aged man who

has come in complaining of a headache. He has recently started taking tablets to help manage

his high blood pressure, and candt get an appoin
pharmacy provides the locally commissioned BP monitoring and AF screening service; the MCA

offers to take his blood pressure for him and notifies the pharmacist that it is quite high but with

normal rate and rhythm. The pharmacist discusses this with the gentleman, and asks about his

general health and any other medicines he is taking. Having reviewed his online health record, as

an independent prescriber, she makes the decision to change his medication and advises the

man to return in a few daysd time for a review.
manés shared electronic health record &isd uses N
episode of care.
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The patients arriving for the locally commissioned Type 2 diabetes outreach clinic indicate their
arrival using the computer terminals at the entrance to the pharmacy. Whilst waiting for the
session to begin, one of the patients uses the terminal to access online information about her
new insulin and asks the pharmacist during the clinic to help explain why her medicine has been
changed and what difference she should expect.

Later in the afternoon, someone the MCA sees regularly comes into the pharmacy. The woman

has set herself a goal to lose weight, and as her health coach, the MCA is helping her with her

plan. The woman tells the MCA that she feels like giving up becauseshe hasnoét | ost an
for a few weeks. The MCA asks if she has been tracking the sugar in the juices and smoothies

she has been drinking and together they revise her healthy eating plan and arrange for another

catch up in a few weelsdd tihme. t hliee wd@ANsw gy UuSi I
app that might help with her monitoring.

One of the pharmacists uses the private consultation room after the MCA has finished to hold a
brief e video consultation with one of her regular patients who is unable to leave their home due
to a recent injury. The pharmacist checks that the patient is managing the high dose pain
medication they have been prescribed without any adverse effects, and adds a note to their
shared electronic health record.

Once the pharmacy has closed to the public, the team meet for their weekly debrief. They review
any near-misses that have occurred that week and discuss how these could have been avoided.
The lead pharmacy technician talks the team through the alerts that have popped up on their IT
system for registered patients who have been prescribed new medicines. The team set out a
plan for contacting these patients to arrange for their New Medicine Service (NMS) consultation
and also run a search to identify any other registered patients who need contacting because their
monitoring consultations are due soon.

After the team meeting, one of the pharmacists gets ready to head to the village hall for a

meeting of a | ocal carersodo group. TJriey pidahemacy h
wants to hear about any changes they could make to improve their support for carers. Just as

she is locking up she hears the phone ringing; it is the father from this morning. He thanks the

pharmacist for spotting the rash and prompt referral to GP. He explains that his son is now doing

well, following admission, but if things had been left any longer, it could have been a lot more

serious.
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16. Conclusion

Primary Care and in particular General practice is at the heart of the care provided by the NHS.
The need to invest in primary care and general practice has never felt more important for the long
term sustainability of the NHS.

This plan acknowledges and recognises the pressures faced in primary care, but also highlights
the improvements that are already underway due to the coordinated work being progressed by
Lancashire and South Cumbria Sustainability Transformation Partnership (STP).

With the funding and resources afforded the STP through the GP Forward View, allied with
additional local resource across the system, the challenge is now to build on the foundations laid
in the formation of Primary Care Networks and deliver a transformed primary care service as
outlined in this plan. In doing so, we will retain and grow the primary care workforce to deliver
improved patient care, with less variance, within a sustainable resource.
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Appendix 1: Accountable Care System

Primary Care MOU:

1. Deliver extended access to general practice for 100% of the local population by March
2018 for both NHS Blackpool CCG and NHS Fylde & Wyre CCG.

2. Support comprehensive local delivery of the General Practice Forward View, including
boosting local GP numbers and taking concrete actions to improve retention in 2017/18.

3. Catalyse the formation of primary care networks that:
4. Serve registered populations of at least 30-50,000.

5. Are beginning to share workforce, infrastructure and to pool responsibility for urgent care
and extended access.

6. Are demonstrably moving towards integrated, multidisciplinary teams together with local
community, mental health and social care providers. This should include deploying the
ACSds share of <clinical pherapists) asovellas physiciamd me nt
associates and more nurses in general practice beginning in 2017/18.

7. Offer an attractive career model and working environment for new GPs as well as
incentives for existing GPs to continue practising.

8. Analyse and segment their population to identify people at risk of becoming seriously ill or
requiring hospitalisation and take proactive action to prevent this. The most advanced
practices may test ways of sharing risk and rewards with hospitals.

9. Deploy capital and premises investments to support team-based and proactive care as
well as to invest in additional facilities (e.g. diagnostics) that expand services provided
outside of hospital.

10. All CCGs should have delegated commissioning arrangements for primary medical
services from 1 April 2018. For those CCGs who h
commissioning, we will need to work through the specifics with you.
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Appendix 2

Project Plan for Transforming Primary Care

Ql Q2 Q3 Q4 Q1 Q2 Q3 Q4 Q1 Q2 Q3 Q4

Co R 1171 100% Mar-2
% of CCGs Implementé&@ high impact initiatives Q 8 00% ar-20 é"CGs
EL BP BWD
% of practices who have active care navigatior Q11718 |100% Mar-20 FW MB GP
CSR WI
EL BP BwD
% of practices with active clinical assistants Q11718 |100% Mar-20 FW MB GP
CSR WL
% of practices who have an online consultatior] BP All
Sustainable system in use Q11718 |95% Mar-20 FW CCGs
and resilient
practices
% population able to access online consultatio Q11718 |95% Mar-20 E\',DV éI(I:GS
% practices who have implemented the online o All
GPIT digital assurance tool Q11718 | 100% Mar-20 CCGs
% of CCGs who have a validated and prioritise o All
pipeline of achievable schemes in place Q11718 | 100% Mar-21 CCGs|
% CCGs who have a profile of affordable ETTH o All
spend across the programme life Q11718 | 100% Mar-21 CCGs
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Ql Q2 Q3 Q4 Q1 Q2 Q3 Q4 Ql Q2 Q3 Q4

0, 0, —

Blackburn with Darwen 01/04/2017 100% 100% Mar-19
Blackpool 30/09/2017 | 100% 100% Mar-19
Fylde and Wyre 30/09/2017 | 100% 100% Mar-19

Extended 0

Accessto Morecambe Bay 01/12/2017 | 37% 100% Mar-19

meet national

7 core

requirements | gast Lancashire 01/10/2018 | 21% 100% Mar-19
West Lancashire 01/10/2018 | 0% 100% Mar-19
Chorley South Ribble 31/10/2017 | 81% 100% Mar-19
Greater Preston 31/10/2017 | 94% 100% Mar-19
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2017/18 2018/19 2019/20 2020/21

Component 3 Baseline Final
work Aty Hinitatve (at Sept OB 01 Q2 Q3 Q4 Q1 Q2 Q3 Q4 QL Q2 Q3 Q4 QL Q2 Q3 Q4
orkstream .

2015) Deadline

Total FTE GPs (all practitioners) 896 1011 Mar-21 814 829 814 799 784 801 787 773 759 781 767 754 742 766 754 742

Total of FTE GP registrars (taking

67 82 Mar-21 5 41 46 51 56 142 148 153 159 200 206 212 218 262 268 294
up employment)

Number of HC GPs recruited from
overseas into practices 0 140
(international recruitment)

Number of HC GP returners (e.g.

via the induction and refresher 0 140 Mar-21 0 0 0 0 0 0 10 0 25 0 30 0 40 0 40 0
scheme)

Number of HC GPs on the

' 0 0  Mar22 0 O O 8 O O O O O O O O O O 0 O
retention programme
Increase in Total FTE other clinical staff** 311 372 Mar-21 317 320 322 324 326 330 335 336 337 340 345 350 355 360 370 372
general practice ' 0@ other chinical sta ar
workforce
Total FTE all nurses** 541 615 Mar-21 527 535 540 545 550 555 560 565 570 575 580 585 590 600 605 615

Number of HC Clinical

: 16 53 0 0 0 24 0 0 0 31 0 0 0 42 0 0 0 53
pharmacists
Total FTE physician associates 0 28 0 0 0 2 12 0 0 0 22 0 0 0 28 0 0 0
Number of FTE mental health 0 83 O 0 o0 20 0O 0 0 4 0 0 O 6 0O 8 0 0
therapists
Total FTE physiotherapists 0 6 Mar-21 0 0 0 0 0 0 0 3 0 0 0 6 0 0 0 0

Number of HC general practice
assistants (referred to as medical 0 25
assistants)




Ql Q2 Q3 Q4 Q1 Q2 Q3 Q4 Q1 Q2 Q3 Q4

1 i ithi i 0, 0,
All Practice to be included within a Primary Ca 01/04/2017 10% 100% Oct 18
Network
Network of Networks established to support P¢ 01/02/2018 | 0% 100% April 18

Primary Care | Investment secured to support delivery of

0, 0,
at Scale population outcomes through PCN 01/04/2018 | 0% 100% Oct 18

Communication into the system of the footprint

0,
of PCNs to enable system wide alignment 01/04/2018 | 0% 100% Oct18

Consideration of Business Intelligence and

0, -
Notional budgets 01/04/2018 | 20% 100% Oct-18
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