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1. [bookmark: _Toc6910549][bookmark: _Toc11925681]Executive Summary
Responsive, proactive and accessible primary care needs to be led by general practice.  It must be delivered in partnership with a wide range of professionals who are supported to better understand the health and wellbeing needs of the local communities they serve. In BLMK, we see this being achieved through an enhanced delivery model which, in design and operating model, draws inspiration from the Primary Care Home (PCH) model.  The integration of community health, mental health and social care services with primary care clinicians is crucial. However, this integration will be effective and sustainable only if services are co-designed with GPs and communities, to be wrapped around a strengthened and scaled primary care delivery model.
We are co-designing a resilient, multi-disciplinary and high quality primary care system in the heart of our local communities across BLMK.  GPs will be at the centre of patient care, supporting and directing the provision and co-ordination of high quality medical care and treatment for those that are ill, but also in bringing about improved health and well-being for our population as a whole.
We have continued to grow and develop as a system in the last year, building on our track record of delivery and collaborative working.
Our Single System Operating plan acts as an umbrella for the plans developed and owned by each of our four place-based Transformation Boards and the operational plans for each of BLMK’s partner organisations.
All 15 statutory organisations, and other essential partners, comprising the BLMK ICS recognise this and are committed to supporting new models of working with and alongside general practice.
Using tried and tested PCH methodology across BLMK we have co-designed and tested an approach for developing fully integrated community-based healthcare through expanded community teams focused on identified and agreed priority patient population cohorts in 7 out of the 22 emerging BLMK PCNs with another 5 set to quickly achieve step 1 as described in NHSE PCN maturity matrix.
Please see Appendix A for the BLMK PCN Development Checklist.
The six elements outlined below provide the underpinning principles and a framework to assessing need and understanding how best to utilise resources to maximise potential to achieving mature PCNs across BLMK:
· Understand need (current and future)
· Agree care functions 
· Develop skill mix and pool of existing staff
· Build and embed team based culture
· Deliver the education and training required
· Develop the plan for future supply
The new model of care ‘a complete care community’ is built around patients and for patients, ensuring they receive the Right Care in the Right Place at the Right Time.  
The GP remains central to patient care and care planning, supported by the multi-disciplinary team to coordinate care across all elements of their physical/ mental health and social care needs.
Patients will benefit by being able to access services quickly and will be helped to be more independent and manage their own health needs, understanding when and who to call for assistance if their condition exacerbates.
Like many areas BLMK faces challenges around access to primary care services. In order to respond to this:
· We are now delivering extended access to 100% of patients across the ICS and will be supporting the implementation of extended hours via PCNs in 2019/20, preparing them for the access specification to be published by NHS England later this year. 
· BLMK CCGs have been working with practices, 111 providers, extended access services and IM&T providers to roll out direct booking from 111. This is being utilised in all extended access services and the vast majority of practices in BLMK with the rest set to come online during 2019/20.

The longer term sustainable solution to improving access is to continue to ensure the delivery of the Primary Care Home model underpinned by a population health management approach. 

In order to achieve transformation we will need to continue to invest in workforce development.

The BLMK Training Hub will continue to build on the work already underway by supporting Primary Care Networks to develop workforce plans.

We have undertaken system level workforce modelling.  This facilitates a more accurate assessment of future workforce capability and capacity to ensure the workforce profile for PCNs across BLMK meet the current needs of the local population and forecasted demand over the next 5 years.   

Social prescribing is in place across BLMK and we are committed to further expanding the offer, to incorporate Social Prescribing Link Workers in line with NHS England’s role reimbursement scheme. This will enable people to be linked to local groups, activities and new hobbies. Individuals will have support tailored to their needs, ranging from very regular, intensive support to single-contact interventions.

High Intensity User Programmes are an integral element of providing enhanced support to people with complex needs across BLMK. Each place has initially prioritised different cohorts – and ‘place’ models will evolve and be developed through shared learning across primary care networks, place and at ICS level.

BLMK has developed and is now adopting a ‘house of care’ approach, which provides a standardised framework for each ‘place’ to develop local models of care; ensuring key components of care feature in all models and are aligned to the aspirations of our Primary Care Networks.
Work is underway to align care and nursing homes with emerging PCNs. Primary Care Investment Scheme funding has been used to provide care home visiting/elderly frail visiting services in many areas of BLMK.  
A programme is underway to develop information sharing with care homes across BLMK, including the piloting of SystmOne access to allow access to the same record as primary care/community services/local hospices. A remote monitoring solution has been successfully piloted across a number of BLMK care homes with support from the community-based Complex Care Team and GPs, this has helped reduce the number of ambulance call outs and admissions from these care homes. Further rollout of remote monitoring across BLMK is now planned.
An End of life transformation programme is currently underway, which includes:

· Focus on advanced care planning in Primary Care – training and education around good conversations with people
· To identify more people who are in last year of life (with long term conditions)
· Implementing EPaCCS (Electronic Palliative Care Co-ordination system)

BLMK will continue to deliver the Personalisation programme ensuring people have choice and control over decisions that affect their own health and wellbeing within a system that harnesses the expertise, capacity and potential of people, families and communities in delivering better outcomes and reducing health inequalities. Shared Decision making training will be rolled-out to include primary care as we seek to ensure the approach is business as usual going forward.
Digital, workforce and estates strategies are our key enablers to support delivery of the new model of primary care sustainably for our changing and growing population. 

All of the GP Forward View initiatives currently ongoing across BLMK, as described within this document, will support the delivery of our wider primary care strategy:
· Practice resilience
· GP retention
· Reception and clerical training (to increase time for care)
· Online consultations
· Practice nursing development




[bookmark: _Toc11925682][bookmark: _Toc5188826]Vision
0. [bookmark: _Toc11925683]Context 
Definition of primary care 
‘Primary care is the day-to-day healthcare available in every local area and the first place people go when they need health advice or treatment. Primary care services are much broader than just GP practice services (Primary Medical Care). An effective primary care system requires close working with community, mental, secondary, social and voluntary care services. Throughout this document when we refer to primary care we mean the whole system as described above’. 
This document sets out the local vision for Primary Care across the Bedfordshire, Luton & Milton Keynes Integrated Care System (BLMK:ICS).  It includes details of the local delivery plans, framed at the CCG level, by which we want to realise this vision. It describes how the CCGs will commission services and work with providers to promote illness prevention and to deliver, safe, high quality and sustainable care in the context of the ambitions and commitments outlined within the recently published NHS Long Term Plan (LTP) and other publications including the DHSC mandate.
The strategy covers the period 2019/20 to 2023/24 and sets out how we will implement specific LTP priorities, ensuring sustainability of and providing support to general practice whilst fulfilling our wider ambition to help our residents to stay well for longer, to direct them to effective sources of support sitting outside the statutory sector and to offer a joined-up service when they receive care from us in community and home settings.  
Our vision sets out how we will work with and support GPs to address the challenges facing primary and Out of Hospital Care. This will ensure we co-design a resilient, multi-disciplinary and high quality primary care platform to be front and centre in our local communities across BLMK.  GPs will be at the centre of patient care, supporting and directing the provision and co-ordination of high quality medical care and treatment for those that are ill, but also in bringing about improved health and well-being for our population as a whole. Our local plans underpin broader BLMK ICS goals. These goals see local partners commissioning and providing more care in community and home settings, along streamlined care pathways, by making better use of the resources available to us.  
[bookmark: _Toc11925684]Our Vision for BLMK Primary Care
‘That every person in Bedfordshire, Luton and Milton Keynes can live healthy lives for as long as possible’.
Responsive, proactive and accessible primary care delivered in partnership with a wide range of professionals who are supported to better understand the health and wellbeing needs of the local communities they serve. In BLMK, we see this being achieved through an enhanced delivery model which, in design and operating model, draws inspiration from the Primary Care Home (PCH) model.  The integration of community health, mental health and social care services with primary care clinicians is crucial. However, this integration will be effective and sustainable only if services are co-designed with GPs and communities, to be wrapped around a strengthened and scaled primary care delivery model.
We know that this will happen only if we do more with what we already have. As a result, we will need to facilitate transformation through:- 
· Continued multidisciplinary leadership development supporting our clinical and management leaders to drive the required system change and delivery 
· Freeing up time for our senior primary and community clinicians to provide clinical leadership for delivery of delegated care across community settings, ensuring they can focus their scarce clinical capacity on people with the most complex needs 
· Maximising the contributions that the wider primary and community services workforce can make to deliver safe and effective care in community settings. This includes developing 111 to be the first ‘port of call’ with primary and community care responding to patients that previous would have used blue light services
· Harnessing technology that enables primary care to in-reach into people’s homes and gives a peripatetic workforce the digital tools it needs to work effectively and efficiently 
· Supporting those individuals (and their family carers) who have the appetite and capacity to take more control of their own care. Focus on preventing ill health where possible.

At the heart of the NHS Long Term Plan is the principle that prevention is better than cure; and when illness cannot be prevented, it should (where clinically appropriate) be treated in primary and community care. Integrated primary and community care, and personalised care, are at the forefront of the Plan – and primary care networks will have a key role in achieving the Plan's aims.  Across BLMK ICS we will continue investment and commitment to integrated primary and community care, including the development of its Primary Care Home (PCH) model and establishment of primary care networks.  [image: ]
[bookmark: _Toc11852442]Figure 1 Primary Care Home Model
[bookmark: _Toc11925685]Primary Care Home within BLMK
We believe that, scaled at the 30-50,000 population level as described within Investment and Evolution, community, mental health and appropriate secondary care services can be effectively and efficiently integrated with primary care. Across BLMK we have Networks that range from 30,000-70,000, these are based on natural geographies and long-standing relationships. In addition, we can align ourselves closely with Council services, where there is direct interplay with health services, such as social care, and those, such as housing, that make such a significant contribution in determining the health and well-being of our residents. We intend to use the PCH model as the common design template across BLMK by which our vision for primary care will be achieved. The PCH solution will, of course, manifest itself in different ways in different parts of the footprint. However, general practices will be supported to create coherent and cohesive networks to manage the health and well-being, and deliver “out of hospital” care, to their localities numbering between 30-50,000 through:-
· Strengthening  primary care services - enabling sustainability and transformation
· Empowering communities and individuals through community support
· Improving population health and maximising self-care and prevention
· Boosting ‘out of hospital’ care to enable greater shift appropriate activity from acute settings into the community
· Expanding & reforming urgent & emergency care services – increasing the accessibility of urgent care “on the day” services reducing reliance on A&E
· Integration of health and social care services, to include community and mental health services across clusters of 30-50,000 populations
· Integration of physical and mental health services and achievement of parity of esteem
· Integration of the workforce & service delivery
· Digitally enabled primary and outpatient care – shared care records and increasing interoperability of information management technology 
· Expanding the choices and control people have over their own care - increasing personalised care
· Greater focus on population health – maturing the Integrated Care System
[bookmark: _Toc11925686]Population Health 
The NHS England Long-term Plan for the NHS sets out an enhanced role for ICSs as the future for the NHS.  This includes:
· ICSs will have a key role in working with Local Authorities at ‘place’ level and through ICSs, commissioners will make shared decisions with providers on how to use resources, design services and improve population health.
· Each ICS will be required to implement integral services that prevent avoidable hospitalisation and tackle the wider determinants of mental and physical ill-health.
· ICSs will agree system-wide objectives with the relevant NHS England/NHS Improvement regional director and be accountable for their performance against these objectives. This will be a combination of national and local priorities for care quality and health outcomes, reductions in inequalities, implementation of integrated care models and improvements in financial and operational performance. ICSs will then have the opportunity to earn greater authority as they develop and perform.
· As ICSs take hold, we will support organisations to take on greater collaborative responsibility. There will be a clear expectation that strong, successful organisations not only provide high-quality care and financial stewardship from an institutional perspective, but also take on responsibility, with system providers, for wider objectives in relation to the use of NHS resources and population health. This will mean that neither trusts nor CCGs will pursue actions which, whilst potentially improving their institutional financial position, would result in a worse position for the system overall. This will be supported by a system oversight approach which reviews organisational and system objectives alongside the performance of individual organisations, whereby our regions seek to understand the drivers of challenges facing organisations and ensure that solutions reflect the wider system changes required.

Our Sustainability and Transformation Partnership (STP) is one of the ten first wave Integrated Care Systems (ICSs) and our Single System Operating plan reflects this, bringing together our individual organisational plans to support our work as one system.  We have continued to grow and develop as a system in the last year, building on our track record of delivery and collaborative working.

Our Single System Operating plan acts as an umbrella for the plans developed and owned by each of our four place-based Transformation Boards and the operational plans for each of BLMK’s partner organisations. It has been developed in the context of national policy and local needs, illustrated below:
National 
NHS long Term Plan
ICS Memorandum of Understanding
BLMK Footprint
BLMK Sustainability and 
Transformation Plan and Single 
System Operating Plan 18/19
Place
Central Bedfordshire Health & 
Wellbeing Strategy
Bedford Borough Health & 
Wellbeing Strategy
Luton Health & Wellbeing Strategy
Milton Keynes Health & Wellbeing 
Strategy

[bookmark: _Toc11852443]Figure 2 Strategies and associated footprints
What does our System Look Like Now
· There are 15 statutory organisations, with many other essential partners, within the ICS who are responsible for delivering or organising the delivery of health and care services in Bedfordshire, Luton and Milton Keynes alongside many other provider partners. These include local councils (for social care, public health and other services that impact on health and wellbeing including education, housing, transport and the environment), hospitals, clinical commissioning groups (led by GPs and responsible for the planning and buying of NHS healthcare), and organisations providing community and mental health services. There are also many, many charities, voluntary carers and community groups providing help, care and support to residents.
· There are many ongoing initiatives across BLMK that are really starting to make a difference to patient care. Examples include the significant cross-sector progress being made to ensure: 

· care is personalised and based on the needs of the individual. See key element 3.
· High Intensity Users are well supported to manage their care with better access to appropriate services, See key element 2.

· However, we also know that there is still much work to do. Many organisations work independently and provide the care and services that is within the scope of their contract. This means that people who need those services from multiple organisations have to work out how and where to get them. Sometimes that’s simple – most of us know who our GP is, or how to call 111, how to get emergency care at A&E or by calling 999. But sometimes it’s very complicated – many of us wouldn’t know who to contact if our elderly relative was about to be discharged from hospital and needed transport, community care support and care from a district nurse.
· When getting care and support is difficult, we tend to use those services that are familiar – our GP, A&E and the ambulance service. That may mean we don’t get the right care and support at the right time, in the right place. It also means that there is a greater pressure on these services.
· Organisations working separately mean that patients and residents are not at the centre of services – institutions are. Care starts and stops at the door of the organisations responsible for providing it. This means people – often at their most vulnerable – have the challenging task of navigating a complex health and care system.
What do we want the future to look like?
· That every person in Bedfordshire, Luton and Milton Keynes can live healthy lives for as long as possible. People will have the knowledge and support to live healthy lives and to manage their long-term conditions and are able to participate in their communities.  Evidence shows that healthcare accounts for between 15% and 43% of our health outcomes. We recognise the need to address the underlying social, environmental and behavioural factors that influence our physical and mental wellbeing.
· That every resident has access to community, mental health, primary and social care that is personalised and organised around the individual. Integrated Health and Care Hubs, Primary care hubs, where GPs work hand-in-hand with specialists across community, mental health and social care, pharmacy and therapies are established for every community.
· That there is parity between mental and physical health for mental health and learning disability services, with services built around the needs of residents.
· That staff working across BLMK are well supported and have fulfilling and rewarding roles offering excellent integrated care for the population they serve  
· That the three acute hospitals provide services for their populations, with every resident having access to world-class specialist care as close to home as possible. Reduce variations in quality of care received by those who use services outside of the BLMK footprint. 
· That care records are shared so there is real continuity of care, and data is used to predict and plan health care interventions and proactively meet the demand for services.
· For Bedford, Central Bedfordshire, Luton and Milton Keynes to develop as an Integrated Care System with shared goals and targets focussed on improving health outcomes and services for local people with local democratic legitimacy and the support of statutory boards.
The interactions with, and influence of, other organisations and stakeholders has an impact on the pace and scope of the primary care transformation programme. PCNs have needed to reframe their relationships with key stakeholders in order to move forwards. For example, some PCN leaders have had to ensure they involve community provider organisations currently working at place level (e.g. 250k population) in the redesign of services for their local populations of 30- 50k.

[bookmark: _Toc11925687]Introduction
0. [bookmark: _Toc11925688]Bedfordshire, Luton & Milton Keynes  
Almost one million people live in Bedford, Central Bedfordshire, Luton and Milton Keynes (BLMK). These are four very different places that are also diverse within themselves. These differences affect what local people need from their health and social care services.  BLMK has a combined population of nearly 930,000 which is projected to grow to 1,081,400 (ONS, 2016) by 2035. The number of people aged 85 and over is projected to double by 2035 and there will be higher than average growth the number of adults aged 65 to 84. 
Luton is the most urban, most deprived and most ethnically diverse of the four local authority areas; Bedford Borough and Milton Keynes are urban with significant ethnic minority communities with some rural areas; Central Bedfordshire is the most rural, least deprived and least diverse of the four areas. It does however have pockets of deprivation and around 30% of its residents use acute hospitals outside of the BLMK footprint.
BLMK is included within the Oxford – Milton Keynes – Cambridge Arc, which is expected to have 1 million new homes by 2050. BLMK partners are working together to ensure appropriate health and social care infrastructure is in place to meet the challenges of this significant growth in BLMK population.  There are also significant differences in demographics, ethnic diversity and deprivation within the footprint which our plans need to be alive to.  
Across the BLMK geography we have some significant variances in health and wellbeing outcomes.  For example, healthy life expectancy, an estimate of the average number of years lived in good health, varies from 61.3 years for men in Luton to 67.6 years for women in Central Bedfordshire.  
In some parts of BLMK there is an 11 year difference in life expectancy between the least and most deprived areas and demand for our health services is increasing at a faster rate than ever before – around 10% more people every year come to our A&E departments and more than people than ever are being admitted to hospital. We focus much of our resource on treating rather than preventing ill health.
There are 102 GP practices within the BLMK footprint, employing c. 419 WTE GPs (March 2019), with a system vacancy rate of 55 GPs. At 2837 the average list size per GP compares unfavourably with England as a whole (with Luton a particular outlier at 3336 patients per GP). The legacy infrastructure with which general practice in BLMK is wrestling dictates the need for radical transformation, designed to develop capabilities, to re-purpose existing capacity and to deepen the multi-disciplinary resource base that can be drawn upon. All 15 partner organisations comprising the BLMK ICS recognise this and are committed to supporting new models of working with and alongside general practice. 
We need to do more to recruit and retain doctors, nurses and other health and care professionals.  Around 28% of the GPs in Bedfordshire, Luton and Milton Keynes are eligible for retirement in the next five years. Recruiting specialist consultants is becoming increasingly challenging. Changes in how nurse training is funded, and the uncertainty created by Brexit, means fewer nurses are coming into the profession. 
 [image: ]
[bookmark: _Toc11852444]Figure 3 Map of BLMK ICS
[bookmark: _Toc11925689]Primary Care Networks & Practices
BLMK has been working with the National Association of Primary Care (NAPC) since April 2018 to develop Primary Care Homes (PCH) as part of its Primary Care development strategy. The core characteristics of a PCH align with NHS England’s Primary Care Networks (PCN) that is described in the LTP as the building blocks of system transformation. There are 102 GP practices, 22 PCNs (NB this number could change prior to July 1st 2019 deadline).
In BLMK we have followed the Primary Care Home model and methodology to support PCN development.  BLMK have adopted the NAPC’s Primary Care Home model because:
· In a world of different models of care, PCH was a well-established, tested and evaluated model that was being backed nationally
· It gave BLMK access to a PCH community of practice of over 200 PCHs nationally, PCH consultancy advice and expertise
· NAPC was willing to act as an ‘embedded’ partner, working alongside BLMK colleagues to enable delivery of local primary care transformation plans
· There were a number of PCHs (GP Clusters) already registered with NAPC across each CCG area

The diagram in Appendix B provides an overview of the core elements of a PCH (which align to NHSE’s PCN maturity matrix). Using this as a guide BLMK commissioners and PCN providers are able to track PCN maturity
[bookmark: _Toc11925690]Primary care workforce statistics
Across BLMK ICS;
· 28% of our GPs are aged 55 and over, slightly higher than the East of England figure of 27.5%
· 34% of our GPNs are aged 55 and over, lower than the East of England figure of 35%
· GP locum rates remain low at 4% a reduction from 11% (local workforce profile Oct 18)
· GP vacancy rates remain at 10% lower than the national average of 15.8%
· GPN vacancy rates sit at 6% lower than the national average of 11.8%
Between March 2018-2019
· GP WTE numbers have remained relatively static decreasing slightly by 1.9% higher than the national figure of 1.5%
· GPN WTE numbers have increased by 2.9% higher than the national figure of 1.9%
· Direct patient care staff have increased by 3.4% and admin and clerical staff by 2.8%, higher than the national figure of 2%

[bookmark: _Toc11925691]
The case for change
0. [bookmark: _Toc11925692]Demographic profile and health inequalities
Bedfordshire, Luton and Milton Keynes has a combined population of 932,121 (ONS Mid-Year Estimate, 2017), which is projected to grow by 16% to 1,081,400 by 2035 if recent trends continue (ONS Population Projections for Local Authorities, 2016-based). 
The number of people aged 85 and over is projected to double by 2035 and there will be higher than average growth in the number of adults aged 65 to 84 years (Figure 4). The number of children and young people is projected to peak in the next 10 years. Place-specific population growth projections are given in Figure 5. 
These projections do not factor in the population growth that is expected to accompany the development of the Oxford-Cambridge Arc, which is yet to be agreed locally, but would lead to significant additional population growth across the age spectrum.

	Age group
	2017 ONS mid-year estimate
	2025 ONS projection
	2035 ONS projection
	% change,
 2017 to 2035

	0-4
	66,198
	64,400
	63,200
	-5%

	5-19
	178,545
	203,800
	201,500
	13%

	20-64
	545,730
	574,700
	595,600
	9%

	65-84
	123,649
	149,400
	184,200
	49%

	85+
	17,999
	23,200
	36,700
	104%

	All ages
	932,121
	1,015,100
	1,081,400
	16%


[bookmark: _Toc11852445]Figure 4 Projected population growth in BLMK, 2017-2035.

[bookmark: _Toc11852446]Figure 5 Projected populations by place and age-group, 2017-2035.
Diversity and inequalities in BLMK
Luton is the most urban, most deprived and most ethnically diverse of the four local authority areas. Bedford Borough and Milton Keynes are mostly urban with large ethnic minority communities and some rural areas. Central Bedfordshire is the most rural, least deprived and least ethnically diverse of the four areas (Figure 6), although there are still pockets of deprivation in some of the towns.
Across BLMK total of 3,965 people are registered blind and partially sighted (NHS Digital, 2016). A total of 1,970 were registered as deaf or hard of hearing in 2009/10 (NHS Digital). 
The proportion of children with learning disabilities known to schools ranges from 3.4% in Central Bedfordshire to 5.2% in Luton (Department for Education, 2017). 4,206 people in BLMK (all ages) have a learning disability that is recorded by their GP (QOF, 2017/18) – this is equivalent to 0.4% of the registered population. Fewer than half receive an annual learning disability health check (QOF, 2016/17).







	
	Bedford Borough
	Central Bedfordshire
	Luton
	Milton Keynes

	% of population from Black, Asian and Minority Ethnic groups (non-White British) (Census 2011)
	28.5%
	10.3%
	55.4%
	26.1%

	Number (%) of children under 16 from low income families (2016)
	4,960
(14.9%)
	5,765
(11.3%)
	9,960
(19.0%)
	8,680
(15.1%)

	Index of Multiple Deprivation score (national rank, 1=most deprived) (2015) 
	19.2
(95/152)
	12.2
(137/152)
	27.7
(47/152)
	18.0
(106/152)


[bookmark: _Toc11852447]Figure 6 Ethnicity and deprivation in BLMK.
Life expectancy across BLMK has been rising for decades but in the last couple of years this rise has slowed or halted. Male life expectancy at birth ranges from 78.3 years in Luton to 81.4 years in Central Bedfordshire; female life expectancy at birth ranges from 82.3 years in Luton to 84.4 years in Central Bedfordshire (PHOF, 2015-17).
Healthy life expectancy for men ranges from 61.3 years in Luton to 66.4 years in Central Bedfordshire. For women it ranges from 62.7 in Luton to 67.6 in Central Bedfordshire (PHOF, 2015-17).
There are significant health inequalities within each local authority area, for example, the life expectancy gap for men living in the least and most deprived areas is largest in Bedford Borough (11.4 years); whilst for women is largest in Milton Keynes (7.4 years) (PHOF, 2015-17).
Prevention in primary care
The NHS Long Term Plan acknowledges the role of the NHS in prevention working closely with our partners in local government. Primary care has an important part to play in all levels of prevention:

[bookmark: _Toc11852448]Figure 7 Levels of prevention
In Luton in 2018/19 1 in 3 children aged 2 and 3 received a seasonal flu vaccination whilst in the other BLMK CCG areas more than the children were vaccinated (NHS England). None of the BLMK CCG areas are currently achieving the 95% targets for second dose DTaP/IV and MMR vaccination targets for 5 year olds (PHE COVER statistics, Q3 2018/19).
None of the BLMK CCG areas are currently achieving the cervical screening coverage target of 80%. This reflects a national performance challenge.
Across BLMK in 2017/18 20,020 adults aged 40-74 years received an NHS Health Check. This ranged from 5.8% of the eligible population in Bedford Borough to 9.4% in Central Bedfordshire.
Long term condition management in primary care
In 2017/18 across BLMK there were 40 atrial fibrillation-related strokes where a patient had known AF but wasn’t on anticoagulation medication.  Across BLMK only 52% of patients under 79 with known high blood pressure and on GP hypertension registers are recorded as being managed to the NICE target of 140/90 mmHg.
There are very significant proportions of people living with undiagnosed Chronic Obstructive Pulmonary Disease (COPD) in BLMK. Almost a third of people admitted to hospital with an acute exacerbation of COPD have not been previously diagnosed. Additionally, there are high levels of respiratory related admissions in the under 5s and opportunities to improve asthma management in all ages. There are opportunities to improve proactive case finding and diagnostics for COPD, support for smoking cessation, uptake of flu vaccination in vulnerable groups, access to pulmonary rehabilitation and improved asthma management.
There are 53,051 people aged 17 and over in BLMK with a diagnosis of diabetes, and has grown by approximately 3% a year over the past 9 years (QOF, 2017/18). The prevalence OF diabetes is highest in Luton (8.0%) and lowest in Milton Keynes (6.1%). The proportion of type 2 diabetes patients receiving all eight recommended care processes ranges from 53.5% for Luton CCG to 66.8% for Milton Keynes CCG, while the proportion achieving the three treatment targets (blood pressure, blood cholesterol and blood sugar) ranges from 35.4% for Bedfordshire CCG to 40.6% for Milton Keynes CCG (National Diabetes Audit, 2017/18).
There are 72,008 adults in BLMK with a diagnosis of depression, ranging from 7.5% of the population in Luton to 11.0% in Bedford Borough (QOF, 2018/19). There are a further 8,619 adults with diagnosed serious mental illness, ranging from 0.7% of the population in Central Bedfordshire to 1.1% of the population in Bedford Borough.
There are 5,764 people in BLMK aged 65 and over with a diagnosis of dementia, ranging from 3.4% of the population in Central Bedfordshire to 4.2% in Luton (NHS Digital, December 2018). The dementia diagnosis rate in BLMK, 61.7%, is below the England average (67.8%) (Rightcare, August 2018).
[bookmark: _Toc11925693]Workforce profile
The figure below illustrates the current Primary Care Workforce profile extracted from practice systems as of 31st March 2019.  The time series of baseline figures for GPs and the Wider Workforce from Sept 15 to March 2019 is included in Appendix C. (NB GP registrar figures are inaccurate prior to June 18)
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[bookmark: _Toc11852449]Figure 8 BLMK Primary Care workforce profile
Challenges
Across BLMK we continue to face the following challenges;
· GP recruitment and retention
· GP, GPN and PM retirement profile
· Capacity (Educational and Estate) to support and supervise new roles and learners to ensure they are ‘general practice ready’
· Demographic growth & ageing population with multiple co-morbidities
· Capacity to effectively workforce plan to meet population health needs & increased demand
· Capacity to effectively workforce plan to enhance and expand skill mix and succession plan
· Capacity & willingness to share staff across providers / organisational boundaries
· Workload demands effecting staff morale & wellbeing

The following figure outlines the actual baseline WTE figures for GPs (excl registrars), Nurses, Direct Patient Care and Admin/non-clerical from March 2018 – March 2019 and planned trajectories.  The final column illustrates positive growth against each of the staff groups, with the exception of GP numbers.  All baseline figures include retirements and leavers.  Whilst the figures indicate annual growth, with the exception of Nurses, there is negative variance from planned trajectories.  Our workforce strategy is focussed on growth of these WTE numbers.

[image: ]
[bookmark: _Toc11852450]Figure 9 Workforce trajectories
Opportunities 
The development of Primary Care Networks provides us with the opportunity to address many of these challenges by;
· Expanding training and supervisory capacity by sharing expertise and space across the network
· Developing PCN career frameworks for all staff, boosting retention and enhancing morale
· Enabling PCN portfolio career options for all staff
· Developing rotational placement options across providers to enhance skills and create hybrid roles focussed on population health needs 
· Maximising opportunities to train and learn together and reduce duplication
· Creating a PCN culture of a supportive work environment where staff learn and grow together
Culture and Leadership
The BLMK ICS Leadership and OD Plan (Appendix D) is targeted at all staff groups, at all levels, across all organisations and sectors. It supports the development of relationships and culture that underpins systems working. We recognise the need for an on-going focus on Primary Care Network Leadership and organisational development support to enhance practice and network based teams and galvanise energy and pace of change.  

The Primary Care Workforce Development Programme has supported our Clinical and Practice Managers leads to undertake a number of leadership / development programmes over the course of the past year;

· Leading Transformation in Primary Care Programme – Robert Varnam
· Next Generation GP – RCGP
· Confident Practice Manager Programme – PCC
· GP Business Fundamentals – Beds & Herts LMC
· Coaching for resilience
· Coaching for career development

Developing our Practice Nurses and engaging them to lead service change

We are cognisant of the important role our Practice Nurses can play in the development and leadership of Primary Care Networks and the need to empower them to do so.  In order to understand the potential barriers to this, a number of commission and CCG nurse leads are being supported by NAPC to identify and actively coach a cohort of 13 General Practice Nurses who had expressed an interest in Primary Care Network development.  The finding of this approach will help inform our GPN Leadership strategy and development plans.

Following on from this initiative BLMK have since been sponsored by NHSE to be the first ICS to run a targeted programme of work to identify and develop 10 GPNs to become future PCN leaders.
GPN Fellowships
Following this piece of work we have been selected as 1/2 national test bed sites for the GPN Fellowship scheme and shaping the national work on development of GP Fellowships described in the Long Term Plan.
BLMK ICS Local workforce plan
The BLMK ICS General Practice Workforce Strategy and Development Plan (2017-2020) (Appendix E) was finalised in April 2018.  The plan is focussed on attraction, recruitment and retention of all staff groups while simultaneously expanding skill mix, portfolio, rotational and apprenticeship opportunities.
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BLMK ICS Local workforce plan
The BLMK ICS General Practice Workforce Strategy and Development Plan (2017-2020) (Appendix E) was finalised in April 2018.  The plan is focussed on attraction, recruitment and retention of all staff groups while simultaneously expanding skill mix, portfolio, rotational and apprenticeship opportunities.
The figure below is a high level summary of the current projects and initiatives already underway;[image: ]
[bookmark: _Toc11852451]Figure 10 Workforce strategy and development plan summary
The BLMK ICS Primary Care Workforce Programme has coalesced delivery of the NHS England GPFV Workforce priorities and Health Education England Training Hub priorities to focus on the following; 

· increasing resilience through new ways of working 
· providing education and development to create a system-wide energised and sustainable workforce 
· motivating, valuing and engaging existing teams
· creating vibrant organisations, interesting roles, career structures and supported development opportunities
· attracting more people to want a career in BLMK through targeted marketing campaigns
· working in partnership with our provider organisations to develop a flexible workforce made up of skill mixed teams and extended teams that reflect the needs of the population
· supporting the implementation of new approaches to the delivery and organisation of care such as integration, extended roles in risk stratification, care planning and case management.
Delivery of this plan is driven by the BLMK ICS Primary Care Workforce Education & Development Network BLMK Training Hub (previously CEPN).  The diagram below illustrates the governance framework surrounding the Network and Hub, the strategic priorities and current work streams.
[image: ]
[bookmark: _Toc11852452]Figure 11 BLMK training hub governance
BLMK ICS Training Hub
Informed by a recent maturity assessment, the BLMK Training Hub has established a development plan to work towards ‘mature/advanced’ status by March 2020, subject to sufficient infrastructure funding.  The BLMK Training Hub will continue to build on the work already underway by supporting Primary Care Networks to develop workforce plans that;
· Identify what workforce Practices will share and for what purpose
· Identify what workforce Networks will share and for what purpose
· Sustains general practice / provide core services
· Successfully embed new roles, where needed e.g. social prescribers, clinical pharmacists
· Establishes and grows its training, supervisory and mentorship capacity
· Establishes and grows a shared PCN Educator resource
· Establishes a PCN approach to hosting students, supervision & mentorship of new roles
· Offer Portfolio career options, career development, preceptorships and rotational placements for all staff
· Promotes staff wellbeing and welfare
· Attracts, recruits and retains staff

March 2020 Ambition - The Core Functions of the Primary & Community Care Training Hub will include; 
· Workforce planning 
· Develop and manage - existing and expansion of placement capacity
· Recruitment - Develop, expand and enhance the recruitment and development of the capabilities of multi-professional educators that supports the delivery of high-quality clinical learning placements 
· Support the development and realisation of educational programmes to develop the primary / community care workforce at scale to address identified population health needs, support service re-design and delivery of integrated care for example through rotational placements / programmes and integrated educational programmes 
· New roles – to enable, support and embed “new roles” within primary care 
· Retention - to support retention of the primary care workforce across all key transitions including promoting primary care as an employment destination to students, through schools and higher education institutions 
· Clinical Placement Tariff - enable both workforce planning intentions, placement co-ordination through active management of clinical placement tariffs including “place based” tariffs 

	 
	2019-20
	2020-21

	Ambition
	Q1
	Q2
	Q3
	Q4
	Q1
	Q2
	Q3
	Q4

	Primary Care Network Workforce Planning
	 
	 
	 
	 
	 
	 
	 
	 

	Develop expert resources to support practices / networks to successfully embed new roles enabling them to thrive
 
	 
	 
	 
	 
	 
	 
	 
	 

	Primary Care Network collaborative approach to hosting students / embedding new roles
	 
	 
	 
	 
	 
	 
	 
	 

	Evolution of BLMK Training Hub to March 2020 vision
 
	 
	 
	 
	 
	 
	 
	 
	 



[bookmark: _Toc11852453]Figure 12 Training hub timeline
10 High Impact Actions

The following figure outlines the % coverage of the 10 High Impact Actions across the practices within BLMK ICS as at June 2019;



	10 High Impact Actions
	BLMK Practices % coverage 2019-20
	Future Plan 

	1. Active Signposting
	81% of practices have undergone training.  
	There is variation across the three CCGs in the training provider used and depth of training.  Assessment underway of uptake and gaps

	2. New Consultation Types
	Circa 50% of practices have online consultations mobilised (Engage Consult and Footfall)
	3 PCNs piloting Group Consultations

	3. Reduce DNAs
	16% of practices have focussed on reducing DNAs
	Learning to be shared across PCNs

	4. Develop the team
	85% of practices have accessed an initiative via the PC Workforce Programme
	Ongoing monitoring

	5. Productive Workflows
	50% of practices have undergone training
	There is variation across the three CCGs in the training provider used and depth of training.  Assessment underway of uptake and gaps

	6. Personal Productivity
	30% of practices report that staff have worked on their personal productivity
	Support PCNs to increase

	7. Partnership Working
	75% of practices are undertaking partnership working / network MDT
	Increase to 100%

	8. Social Prescribing
	In Luton and Milton Keynes all practices have access to Social Prescribing services at place.
8 GP practices in Central Bedfordshire and 3 Practices in Bedford Borough with access to social prescribing.
	Plans are in place to ensure the implementation of Additional Role Reimbursment scheme for Social Prescribers 2019-20

	9. Support self-care
	23% of practices are utilising the Footfall website
	Support PCNs to increase

	10. Develop QI expertise
	10% of practices have undertaken QI training
	Planned roll out of further Time for Care workshops and 10 HIA conference


[bookmark: _Toc11852454]Figure 13 10 High Impact Actions
[bookmark: _Toc11925694]Estates 
In some parts of BLMK, primary care teams are hindered in their delivery of care and in developing new ways of working by the limitations of the buildings they operate from. Many GP practices across Bedfordshire and Luton are struggling with space, and this can make it harder to deliver the levels of access that their patients expect, and can prevent the development of new services to be offered in primary care. The current configuration of premises can also restrict services from working more closely together, even in some of the areas in Milton Keynes with less capacity restrictions. 
Significant housing growth and demographic changes are likely to result in additional demand for services which may compound these issues. The delivery of local aspirations for improving primary care services will therefore be dependent in part on a corresponding transformation of the estate. 
Current Position

A large proportion of the estate across Luton and Bedfordshire comprises former residential properties which are increasingly becoming unfit for purpose, and a number of temporary surgery buildings. The current status of the estate has repercussions for the delivery of primary care services, not least the ability of many practices to retain and recruit new staff, or the ability to introduce new services. 

BLMK has a diverse population, which brings a range of challenges and requirements for health and care. In line with the population health management approach, a different range of services may be required across each community to help maximise the wellbeing of local people, and this is being factored into local estates planning. 

Estates Planning 

As the challenges of a growing and ageing population intensify, and the face of health and care across BLMK changes in response, the primary care estate (including community care) will come under increasing pressure. It is vital that the estate adapts to support the delivery of new models of integrated services. 

The greater emphasis on education, patient engagement, prevention, earlier intervention and delivering a greater range of diagnosis, treatment, advice and support in community (‘out of hospital’) settings, means that in some cases, buildings will need to be larger and more flexible - and open to use by a range of service delivery partners. Facilities will need to be focussed in core locations accessible to those who need to access the services. The currently disparate pattern of health and care facilities across BLMK will need to align and consolidate to meet service integration objectives. 

Both nationally and locally, it is recognised there can be value in bringing a range of services together into “Hub” facilities, enabling close integration between a range of teams and professionals, including the wider community, where this is geographically and demographically appropriate, and where this can be achieved cost-effectively.  

Each of the three CCGs in BLMK are working closely with providers and Local Authority partners to develop detailed Primary Care Estates plans under an umbrella BLMK framework. Where this planning is further progressed, priority estates schemes are being brought forward, including a number of integrated Hub schemes where national capital or Local Authority funding has been secured. 


Estates Planning Principles

The CCGs have developed the following principles to underpin estates planning, to support delivery of the Primary Care Strategy:

· Primary Care Networks (PCNs) will be based on 30,000 – 50,000 people, however, exceptions maybe considered if they have appropriate critical mass to be cost effective.
· Primary Care Networks will be enabled through a range of virtual and physical Hub arrangements, depending on local circumstances.
· Will work towards establishing a minimum core service offer across all Primary Care Networks, which will align with the proposed Hub service model.
· Services to be delivered within each Hub (over and above minimum service offer) will be based on local population health need.
· Estates/Hub solutions need to be cost effective, will need to maximise existing premises, and maximise opportunities to work with other public sector partners under the principles of “One Public Estate”
· Estates and digital developments will be progressed in tandem, in particular Primary Care Networks will be supported to develop online digital consultations.
· Estates solutions will support the development of integrated teams of GPs/community health and social care staff, and the development of expanded community health teams to provide fast support to people in their own homes as an alternative to hospitalisation.
· Opportunities will be maximised to integrate health and social care services with other community-based services that can positively impact on health and well-being of patients, e.g. via social prescribing, and voluntary sector. 

The service model for any Hubs (virtual or physical) will necessarily vary according to the needs of the communities they serve, but to ensure a consistency and equity of approach, the CCGs have developed a Hub service model framework (Appendix F) which sets out the CCGs’ expectations for Hub developments.  

Priority Schemes

As part of the Strategy development work, a number of core locations have been identified across BLMK where additional capacity to support health and care services will be needed in the future reflecting population growth areas, clinical need and the provision of equal access to services.

Whilst each of the proposals is subject to the development of a detailed business case and affordability considerations (and patient engagement/consultation as required), the priority primary care estates schemes already in planning/delivery are shown in Appendix G. 
Further schemes have been highlighted as priorities for the next few years, a number of which are at the early planning stage, including further proposed Hubs in Central Bedfordshire. Work is also underway to develop detailed estates plans across Luton and Milton Keynes, to complement work already completed in Bedfordshire. This will ensure a robust pipeline of schemes, and will support the CCGs and practices in accessing external funding opportunities as and when they become available, e.g. ETTF, national ICS capital bidding opportunities, One Public Estate. 
In addition, all three CCGs work closely with Local Authority Planning teams to maximise access to Section 106 / Community Infrastructure Levy contributions. 
Governance
Please refer to the governance diagram in Element 5.
Resources
As the three CCGs are working more closely together, the level of capacity and expertise to support delivery of priority estates schemes will be assessed. Expertise is regularly accessed from external consultants to support the development of business cases, and closer working across BLMK may provide opportunities to refine the procurement approach for this expert support. 
A range of financial resources have been secured by each of the CCGs to support delivery of the estates strategy. These include ETTF funding, Section 106, Local Authority capital, One Public Estate pump priming and national capital secured via the ICS. 

[bookmark: _Toc5188828][bookmark: _Toc5188829]

1. [bookmark: _Toc5193110][bookmark: _Toc11925695]Key element 1 - We will boost ‘out-of-hospital’ care, and finally dissolve the historic divide between primary and community health services
[bookmark: _Toc11925696][bookmark: _Toc5188830]BLMK’s six enabler approach to developing mature Primary Care Network (PCN) integrated teams
Using tried and tested PCH methodology across BLMK we have co-designed and tested an approach for developing fully integrated community-based healthcare through expanded community teams focused on identified and agreed priority patient population cohorts in 7 out of the 22 emerging BLMK PCNs. 
The 7 (accelerator) sites highlighted in the map in Appendix H were on track to achieve step 2 on the NHSE maturity matrix, with another 5 set to achieve step 1 (see Appendix I, for more detail on the NHSE maturity matrix).  These were the BLMK Clusters prior to the introduction of Primary Care Networks.
All BLMK PCNs will be supported to develop in line with the NHS maturity matrix, with many being encouraged in future to go further faster utilising opportunities including those outlined in the national PCN development prospectus, as listed in (Section 13).
The six elements outlined below provide the underpinning principles and a framework to assessing need and understanding how best to utilise resources to maximise potential to achieving mature PCNs across BLMK:

· Understand need (current and future)
· Agree care functions 
· Develop skill mix and pool of existing staff
· Build and embed team based culture
· Deliver the education and training required
· Develop the plan for future supply

The NAPC Primary Care Home approach being made available to support our PCNs across BLMK is set out visually in figure 14 below:

[image: ]
[bookmark: _Toc11852455]Figure 14 Primary Care Home approach
The nature of the programme requires a combination of a ‘core team' approach working through the 6 enablers and more ‘fluid’ team members who support the work as and when required. This can be a hard balance to achieve and requires a constant focus on the understanding of language and the model, the direction of travel and agile resource planning. For example, Population Health Management expertise will be needed during the early planning stages, but once priorities have been agreed, service model redesign expertise is required.
Appendix J provides an example of how this methodology is being practically implemented within a local PCN to support the re-design and integration of health, care and support services for children with very complex needs.
BLMK ICS will utilise the PCNs and their core groups to facilitate enthusiastic like-minded practices with the will and vision to formalise the ‘Primary Care Home’ model of care which can be described as:
· Provision of care to a defined, registered population of approximately 50,000. 
· An integrated workforce, with a strong focus on partnerships spanning primary, secondary and social care
· A combined focus on personalisation of care with improvements in population health outcomes-(shared decision making and supported self-care)
· Aligned clinical and financial drivers through a unified, capitated budget with appropriate shared risks and rewards
The new model of care ‘a complete care community’ as depicted above is built around patients and for patients, ensuring they receive the Right Care in the Right Place at the Right Time.  This will ensure:
· Integrated working across the wider health, social care and voluntary community ensuring that our residents and patients receive care from the appropriate service or professional  
· Patients are provided with personalised, coordinated and responsive care nearer to their home
· The GP  remains central to patient care and care planning, supported by the multi-disciplinary team to coordinate care across all elements of their physical/ mental health and social care needs 
· GP shared decision making and involvement during transitions between sites of care,  e.g. when patients are being discharged from the hospital;  
· Clear and timely communication and information flows between health and social care professionals, patients and their families.
· The needs of the registered population are better analysed to inform, workforce development, early detection, prevention and improved health screening.
Through implementation of this approach with our 7 PCN accelerator sites we now know there is a need for at least 6 emerging integrated care models (Prevention, Acute Care, long term conditions management, children and young people with complex needs, working age adults with complex needs and older people with complex needs) as detailed in figure 8 below:
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[bookmark: _Toc11852456]Figure 15 Six emerging care models

It is envisaged that specialists from the local acute trusts will align with PCNs to support the PCH agenda, offering clinical advice for complex patients within a multidisciplinary environment. This process will enable the continued professional development of community and practice based clinicians across the ICS.
Patients will benefit by being able to access services quickly and will be helped to be more independent and manage their own health needs, understanding when and who to call for assistance if their condition exacerbates.  
There are a number of different integrated multidisciplinary team models currently being co- designed at CCG/place and PCN level across BLMK.  In section 1 we discussed the emerging integrated ‘delivery’ models of care. The diagram below provides a visual aide to start to describe a PCN model to manage the acute needs and demands of the generally well, or those with just 1 or 2 LTCs (referred to in figure 9 as care model 2):
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[bookmark: _Toc11852457]Figure 16 Care models
Currently 7 of the PCNs are embedding the NAPC PCH methodology and it is envisaged that, over time, other PCNs will see the benefits and gravitate towards this model. The approach of innovative practices demonstrating the benefits   to others offers the ICS the best opportunity to achieve higher levels of resilience through scale. Participating in PCNs will encourage practices to forge partnership working with organisations that have the skills not traditionally found in general practice to be able to manage at scale services and resources successfully, learning from these new partnerships.
Another example model well embedded within BLMK is an intensive case management model for older complex patients with strengthened General Practice jointly providing coordinated joined -up care, community integrated health (including mental health) and social care. These multidisciplinary teams will provide intensive case management and rapid response services. 
The diagram below shows how an approach like this builds a holistic ‘Anticipatory Care Plan’ that enables the patient and carers to access appropriate support services and information, and to escalate if their health needs urgent assessment and treatment in order to remain at home.
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[bookmark: _Toc11852458]Figure 17 Anticipatory care plan approach
BLMK’s strategy, informed by research 1, is to encourage PCNs to create the right environment to develop truly integrated PCN teams operating as  ‘real teams’-  not  a ‘pseudo team’ working remotely and in a way  that is less effective than individual staff members working in silo2. 
To allow true MDT integration the following three enablers are critical:
· The team have clear objectives
· They are able to work closely with all team members to achieve the team’s objectives
· The team meet regularly to discuss its effectiveness and how it could be improved
We know by encouraging this approach as a system the likely benefits will be:
· Reduced hospitalisation and costs
· Increased effectiveness and innovation
· Increased well-being of team members
· Inter-disciplinary teams deliver higher quality patient care and implement more innovations
· Lower patient mortality
· Reduced error rates
· Reduced turnover and sickness absence
· Increased staff engagement

1) West, M.A. (2004). Effective Teamwork: Practical lessons from organizational research. Oxford: Blackwell/British Psychological Society
2) Aston Organisation Development Ltd (2017)


[bookmark: _Toc11925697]Workforce Configuration
Underpinning the Primary, Community and Social care model within BLMK are the primary care home principles of a single integrated and multidisciplinary team, working to provide comprehensive and personalised care to individuals.
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This will be delivered through new ways of working within general practice and primary care, providing strengthened, enhanced GP services and also supported through a wider health and social care workforce, wrapped around GP services, to offer coordinated, joined up, place-based care .







. 



[bookmark: _Toc11852459]Figure 18 New Models of Care


This approach enables us to think differently about how teams of staff support general practice workload and consider what aspects of GP care could be delivered by a range of other staff groups

New Ways of Working in Primary Care  

The Primary Care Home initiative in Luton provides a test bed for new ways of working in General Practice that will be rolled out across BLMK to develop strengthened, enhanced GP services.


Since May 2016 Lea Vale Medical Group in Luton have revolutionised the general practice team, introducing new ways of working and new roles with significant results:
· GP capacity increase by 44%
· DNA rate reduced from 8% to 2%
· Patients seen by most appropriate clinician = 16% of GP work moved to nursing team, ECP and practice  pharmacist
· Team based working = reduced stress of whole team




[bookmark: _Toc11852460]Figure 19 New Ways of Working within Primary Care

Enhanced Primary Care Services at the heart of Community Integrated Health and Social Care Teams
Wrapped around enhanced, strengthened Primary Care and jointly providing coordinated, joined -up care, community integrated health (including mental health) and social care multidisciplinary teams will provide intensive case management and rapid response services.  Our focus for this multidisciplinary team (MDT) development is at Primary Care Network Level.
[bookmark: _Toc9005659][bookmark: _Toc9845366]Adoption of MDT approach for enhanced primary care support 
It is well known that a Multi-Disciplinary Team (MDT) approach, comprising of primary care staff and health professionals from various disciplines, is an effective way to improve the quality of care and outcomes for patients requiring an enhanced level of input and support from health and social care services. 
Successful implementation requires at a minimum:
· An identified MDT coordinator who oversees and facilitates the work of the whole team
· Regular joint meetings attended by the core MDT team 
· Effective sharing of electronic patient records and data
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[bookmark: _Toc11852461]Figure 20 - Components of the MDT model
Strategic Workforce Modelling to support integrated MDT Development
Whilst our programme of support has enabled focus upon population health need and subsequent service/workforce redesign at PCN level, we have also undertaken system level workforce modelling.  This facilitates a more accurate assessment of future workforce capability and capacity to ensure the workforce profile for PCNs across BLMK meet the current needs of the local population and forecasted demand over the next 5 years.   To achieve this, by adopting a co-design approach with clinicians and managers/service leads from Primary Care, Community health (including mental health) and social care, we developed a single MDT PCN model for the purposes of workforce planning. The aims of this work have been to:
· Identify workforce options to meet future demand on core general practice services
· Identify workforce requirements to deliver a MDT model across BLMK 
· Estimate the costs associated with employment of the additional workforce

[bookmark: _Toc9005673][bookmark: _Toc9845380]Identifying the optimal workforce profile for a primary care MDT
Alongside review of the evidence regarding the most effective components of an MDT model, we adopted a population health approach (figure 14) to define a workforce model that will best support MDT components that meet care needs/interventions. We identified that people over 65 years of age, with complex care needs would gain the most improved outcomes from an MDT approach.  
[image: ]
[bookmark: _Toc11852462]Figure 21 Population Health Approach to Workforce Modelling for MDT

It was agreed that the MDT workforce profile to be adopted for modelling purposes should comprise of a core team, supported by additional resources available on a case by case basis.  The workforce types comprising the MDT are outlined in figure 15 below.
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[bookmark: _Toc11852463]Figure 22 Integrated health and Care MDT Configuration
We have then quantified this workforce configuration at BLMK system level and also for each of our four places for the core team; 
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[bookmark: _Toc11852464]Figure 23 Workforce requirements to deliver the MDT model (Core team)

And for case specific input; 
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[bookmark: _Toc11852465]Figure 24  Workforce requirements to deliver the MDT model (Extended team)

Benefits to care professionals 
· Care professionals are enabled to broaden their skills and capabilities by engaging with a wider team of professionals, always working to the top of their licence to deliver the most impactful care
· Care professionals feel more supported to deliver the best possible care, more engaged with their work, and supported to continuously improve the care they provide
· Increase motivation and enthusiasm 
Implementation Timeframe
The implementation timeframe for delivery of this workforce model will be influenced by two factors:
1. The pace of maturity development of our PCNs within BLMK
2. The level of variation between the ‘on the ground’ development occurring within each PCN to the strategic modelling outputs
3. The flow if relevant funding to support role implementation through the new Primary Care  contracts:


	Role
	Overview
	Reimbursement

	Physician Associate (PA)
	Taking on defined areas of clinical responsibility with ability to assess, diagnose and manage various medical problems as a self-assured, confident medical professions to free up GP’s time to provide more specialist input
	70% reimbursement (2020/21)

	Clinical Pharmacist 
	Providing proactive input into people’s care, running own clinics and focusing on disease management as well as medicines optimisation and managing polypharmacy.  In-reach to residential/nursing homes and those who are housebound 
	70% reimbursement (from 2019/20)

	First contact physiotherapists
	Safely and effectively managing a musculoskeletal (MSK) caseload, enhancing patient experience and freeing up GP time to provide care to other patients 
	70% reimbursement (2020/21)

	Community paramedics
	Providing home visiting (including residential/care homes) and urgent response and initial assessment e.g. following a 111 disposition, fall etc.  
	70% reimbursement (2021/22)

	Social prescribing link worker (new role)
	Working with people to develop tailored plans and connect them to local groups and support services.
	100% reimbursement (from 2019/20)


[bookmark: _Toc11852466]Figure 25 National timeframes for funding new roles within Primary Care
We will work with regional and national leads to align local delivery to timescales to implement new workforce models by 2024. 
[bookmark: _Toc11925698]GP resilience programmes across BLMK 
Bedfordshire, Luton and Milton Keynes (BLMK) CCGs primary care infrastructure is fragmented and lacking resilience. An ageing GP workforce is a particular issue, and recruitment challenges for new GPs and practice-attached nurses in BLMK remain stubbornly difficult to resolve, even when incentive schemes are on offer.
The capacity, scale and resilience of the prevailing operational and business model in primary care across BLMK was acknowledged as unfit to respond effectively to future challenges prior to the introduction of the Primary Care Home model implemented by Primary Care Networks.  
There is now considerable interest amongst local GPs to examine the benefits that may arise from introducing the new model(s) of care and realising the benefits of working at scale.  
In order to proactively manage general practice risks The Primary Medical Care Information Sharing Group’s/ risk groups have been established at CCG level and report to the Primary Care Commissioning Committee to ensure a robust governance structure is in place. 
These groups have been established to:
· Share intelligence between partners (NHS England, CQC, CCG and Healthwatch) in relation to any identified moderate risk which could impact on the quality and/or safety of care being provided within Primary Medical Services
· Ensure effective communication and dialog between partner organisations to ensure consistency of approach and to eliminate duplication of effort
· To agree responsibilities and actions to be taken to mitigate any identified risk
· To ensure continued focus until any issues of concern are resolved 
A Risk Log has been developed by the PMCISG with appropriate data populated by each of the member organisations. This log is an iterative document, with agreed actions reported back to the group by the responsible organisation. These groups ensure proactive identification of practices facing challenges and requiring support for resilience and sustainability. 
GP resilience programme 1:
A group of practices across BLMK have been identified as struggling to engage with local primary care development initiatives. They see no natural meeting place or purpose.
A number of these practices are verging on becoming financially unviable, but there is little business planning along with significant workforce and recruitment issues due to the practice not being an attractive proposition.
There is the real possibility of significant disruption to general practice e.g. in one area three practices are located within the same neighbourhood.
Clinical quality outcomes and clinical variation needs to improve, which will in turn improve overall variation and performance (e.g. GP Access and unplanned care activity).
BLMK ICS has identified and is now supporting a number of vulnerable practices. They are characterised by poor engagement and being disparately spread with poor connections. At its core, the ICS is putting in place a mechanism for coaching and mentoring whereby those practices are helped to see what changes would benefit the future sustainability of their businesses. This plan is being strongly supported by the LMC and has already commenced in all three CCG areas utilising the GPRP funding received in 2017/18 – 2018/19. Future funding will continue to support this model, and the second resilience programme as outlined below. 10 practices across BLMK have already been supported through this process.
We intend to use the Primary Care Home (PCH) model as the common design template across BLMK by which our vision for primary care will be achieved.  The PCH solution will, of course, manifest itself in different ways in different parts of the footprint.  However, we do expect some elements of the PCH solution to be common.  For example, general practices will be supported to create coherent and cohesive collaboratives, to manage the health and well-being, and deliver “out of hospital” care, to their networks numbering between 30-50,000 people. 
Since the identified struggling practices have neither existing meeting place nor purpose, the first phase involves working within individual high-risk practices to help them review their businesses: to include their income and expenditure, workload and quality, workforce and affordability. There is more in-depth work with practices that become fragile in this time and are at imminent risk of collapse. It needs to be a trusted, credible individual able to provide consultancy-style advice to Partners about the future of their business.
The second phase facilitates bringing the group of practices together by presenting common themes and options appraisals for ways to address those challenges. The outcome will be an agreed, co-designed, collaborative service model.
The third phase helps the group of practices to become more self-supporting by providing peer-to-peer support. Establishing buddying arrangements, the service model will be implemented as stronger practices are resourced to work alongside weaker ones, developing confidence. For example practices may identify workforce issues and where they want to share such resource. 
The CCGs with the support of the LMC are using a specialist team consisting of experts with skills in successful primary care commissioning , business transformation and  management in order to provide a structured work programme including;
· Brokering and business consultancy
· Identifying common themes and co-designing a service model
· Commercial advice and buddying
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[bookmark: _Toc11852467]Figure 26 GP Resilience Programme Process


	Stage 1
	Brokering and business consultancy
· A trusted individual to review high-risk practices’ viability and help partners gain insight into their business 
· Working within each practice to identify their problems, develop insight, and plan for the future
· To undertake modelling to help partners see the future course of different scenarios
· To reduce any perceived threat by involving the LMC to broker and add credibility/trust
· Convincing practices that this is to help them and to share their information with the consultant

	Stage 2
	Identifying common themes and co-designing a service model
· From the review of individual practices, to identify personalised high-impact actions and options appraisal
· Getting unity of purpose by deciding upon an area to work on: for example this may be demand management, workforce, and estates.
· Facilitation to bring practices together to see the commonalities, to agree to work together, and to choose which high-impact action to focus upon
· Facilitation to provide practices with a reason to meet together and develop relationships
· Facilitation to co-design a service model to develop collaboratively

	Stage 3
	Commercial advice and buddying
· Workshop(s) providing specialist commercial advice about commercial models by which the practices can have an identity together
· Facilitating the conversation for the group of practices to decide upon a model
· Aligning their decision with Primary Care Home and the ICS
· Integrating the locality with the existing PCH work across the ICS
· Coaching and mentorship through practices buddying
· Buddies to help put into practice use of use of transformation funds, incentives, workforce development funds to pump-prime initiatives: building confidence
· Peer-to-peer support to improve clinical quality/QOF
· Implementation of the Primary Care Home collaborative model 









GP resilience programme 2:
In order to accelerate the BLMK ambition the focus for this initiative is to select a handful of the most resilient, forward thinking and engaged practices across BLMK, investing expertise and resource here (as opposed to continually funding the least resilient and seeing only marginal return  on investment) with the view that these practices will engage with most vulnerable practices within their Network and across BLMK helping them to share best practice and resource – and where acceptable looking at joint agreement or even contract mergers to ensure future sustainability.
This approach, over time, will allow many elements of the PCH solution to become common practice even for populations served by the most vulnerable practices, ensuring an iterative and sustainable model led by a number of primary care leaders.  General practices will be supported to create coherent and cohesive collaboratives, to manage the health and well-being, and deliver comprehensive care, to their networks
The goal of this project is to help stable practices in BLMK to understand the potential impact of an ICS, not only to build their resilience so they are able to thrive within the new framework, but also to understand the opportunities of working collaboratively as primary medical service providers alongside and in partnership with the other health and social care providers – supporting the aims to implement Primary Care Home across the ICS.  It will also put these practices into a strong position to support the resilience of their neighbourhood and, potentially, merge with weaker practices when appropriate.
The project aims:
· To develop an understanding of what being part of an ICS means for local GPs and their practices’, and how they will need to adapt to deliver services in this new environment.
· To develop and deliver a resilience programme geared towards strengthening stable practices and preparing them for the ICS. 
· To identify further support for the practices to help deliver the action plans developed as part of the resilience programme.
· To facilitate collaboration between practices and other health and social care providers.
Project costs:
The total cost (c.£67k) is based on delivering this programme to eight practices within BLMK.
Proposed Timeline:
[image: ]
[bookmark: _Toc11852468]Figure 27 GP Resilience programme timeline
Some of the anticipated benefits from the GP resilience programme(s) are to enable the following improvements in primary care:
· Relationships and Regulations – working with other practices, internal partnership agreements, practice agreements 
· Workforce – diversifying clinical workforce, reviewing administration staff roles, support for practice managers, recruitment, cross covering of workload, possible developments to look at shared back office systems, clinical and non-clinical staff
· Finance and Premises – understanding financial opportunities to working at scale, premises planning, collaboration 
· Demand, Quality and Safety - workflow optimisation, management of care homes and home visiting, establishing demand, emergency/on the day demand management.  
· Information sharing to enable Population Health management  - data and information around complex/chronic conditions
[bookmark: _Toc11925699]BLMK governance for PCN development including GPFV initiatives
As depicted in figure 21 the BLMK primary care leads meeting currently acts as the working group to oversee PCN development initiatives including the ongoing GPFV work-streams. This is a non-decision making group that will have PCN representation. When required this group makes recommendations to the primary care strategy group, and CCG respective Primary Care Commissioning Committees. 
 
[bookmark: _Toc11852469]Figure 28 Governance for PCN development
Please see section 11 [governance] for the overarching BLMK ICS governance structure. Many of the working groups included in the diagram above link in with BLMK ICS Priority 1 – 5 boards. 

Primary Care Commissioning Committees
Each BLMK CCG has a Primary Care Commissioning Committee to manage functions delegated from NHS England:
· GMS and APMS contracts (including the design of APMS contracts, monitoring of contracts, taking contractual action such as issuing branch/remedial notices , and removing a contract)
· Newly designed enhanced services 
· Design of local incentive schemes as an alternative to the Quality Outcomes Framework (QOF)
· Decision making on whether to establish new GP practices
· Approving practice mergers
· Making decisions on discretionary payment
In addition, key responsibilities of the committee include:
· Utilise local knowledge from CCG GP members  to influence the development of and investment in general practice to improve access to services and patient outcomes 
· Develop and commission end to end care and increased autonomy to shape future Primary Care services
· Take an active role in driving forward the NHS Long Term Plan and Five Year Forward View agenda, including supporting the continued development of Primary Care Networks
· To manage the budget for commissioning of primary (medical) care services in Bedfordshire
· Plan, including needs assessment, primary medical care services in the CCG area
· Undertake reviews of primary medical care services in the CCG area
· Co-ordinate a common approach to the commissioning of primary care services generally
· Ensure collaborative working on monitoring and addressing issues of quality in primary care
· Support the development and implementation of a joint strategy for the enablers; primary care estates and premises, workforce development and IM&T infrastructure, which meets current and future needs
· Quality assurance of primary care services

Each CCG PCCC is accountable to the respective CCG governing Body.

























[bookmark: _Toc5193112][bookmark: _Toc11925700][bookmark: _Toc5193113]Key element 2 - The NHS will reduce pressure on emergency hospital services
1. [bookmark: _Toc11925701][bookmark: _Toc5188831]Emergency hospital services: current situation
There are 3 Acute Hospitals within the BLMK ICS: Bedford Hospital NHS Trust, Milton Keynes University Hospital NHS Foundation Trust and Luton and Dunstable University Hospital NHS Foundation Trust, all operating Type 1 A&E Departments.

Demand for our health services is increasing at a faster rate than ever before –around 10% more people every year come to our A&E departments, and more people than ever are being admitted to hospital. 

Recent trends in A&E attendances at BLMK hospitals are depicted in the graphs below.
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[bookmark: _Toc11852470]Figure 29 Bedford Hospital A&E attendances
Total attendances into BHT in 2018/19 increased by 2.95% over 2017/18.
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[bookmark: _Toc11852471]Figure 30 Milton Keynes Hospital A&E attendances
Total attendances into MKUHFT in 2018/19 increased by 0.05% over 2017/18 numbers, against a population increase of 1.5% (GP Registered Population figures). A&E attendances for MK patients reduced by 0.36% whilst Out of Area numbers increased by 1.53%.
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[bookmark: _Toc11852472]Figure 31 Luton and Dunstable Hospital A&E attendances
Average Total attendances at the Luton and Dunstable Hospital have increased by 3.81% between 2017/18 and 2018/19.  The number of attendances for patients registered with a Luton CCG member practice has increased by 2.25% over the same period.  This is against a population growth of 1.26%.

The NHS Long Term plan envisages Primary Care Networks joining up the delivery of urgent care in the community to reduce unnecessary attendances at A&E. Funding and responsibility for providing enhanced access services will transfer to each PCN by April 2021.  Nationally, in the coming months, there will be an Access Review to establish a more coherent set of access arrangements to be implemented from 2020. When the model is published, ahead of PCN delivery from April 2020, CCGs will work with PCNs to implement. 

In anticipation of the publication of the national specification, BLMK ICS is increasingly integrating primary and urgent care pathways as described in the sections below. This work will continue to develop, feeding into the range of anticipatory care models being used across BLMK are outlined in the previous chapter. 

BLMK CCGs will be developing and publishing an urgent care strategy in 2019/20 to further develop what is outlined in this chapter.

[bookmark: _Toc11925702]Investment and Impact Fund
The Investment and Impact Fund is a new fund which Primary Care Networks will have access to and will help support implementation of the NHS Long Term Plan. It will help PCNs plan and achieve better performance against set metrics. 

Funding will rise from £75 million in 2020/21 to £300 million in 2023/4. 

PCNs and CCGs expect more information on the fund later in 2019/20, with ICSs expected to oversee schemes. It is anticipated that it is likely to cover five elements:

1. Avoidable A&E attendances
2. Avoidable emergency admissions
3. Timely hospital discharge
4. Outpatient redesign
5. Prescribing costs

[bookmark: _Toc11925703]Improving access to primary care
Patient surveys
The 2018 GP Patient Survey revealed that were a significant number of patients who were dissatisfied with appointments times (just under a quarter of patients surveyed across BLMK). 
A quarter of respondents stated that they had contacted another NHS service when they wanted to see their GP but were unable to as they were closed. Around a third of these people used A&E when this had occurred “considering all services contacted”.
	As far as you are aware, what general practice appointment times are available to you?

	Before 8am on at least one weekday
	Weekdays between 8am and 6.30pm

	BCCG
	LCCG
	MKCCG
	National
	BCCG
	LCCG
	MKCCG
	National

	11%
	11%
	13%
	10%
	72%
	68%
	71%
	70%

	After 6.30pm on a weekday
	On a Saturday

	BCCG
	LCCG
	MKCCG
	National
	BCCG
	LCCG
	MKCCG
	National

	11%
	13%
	11%
	13%
	10%
	9%
	14%
	10%

	On a Sunday
	Don’t know

	BCCG
	LCCG
	MKCCG
	National
	BCCG
	LCCG
	MKCCG
	National

	1%
	1%
	3%
	2%
	24%
	23%
	23%
	24%



	How satisfied are you with the general practice appointment times available to you?

	Very satisfied
	Fairly satisfied

	BCCG
	LCCG
	MKCCG
	National
	BCCG
	LCCG
	MKCCG
	National

	21%
	18%
	19%
	24%
	40%
	38%
	42%
	41%

	Fairly dissatisfied
	Very dissatisfied

	BCCG
	LCCG
	MKCCG
	National
	BCCG
	LCCG
	MKCCG
	National

	13%
	10%
	11%
	10%
	8%
	14%
	9%
	7%


[bookmark: _Toc11852473]Figure 32 Patient survey data
Surveys undertaken by CCGs in 2018 ahead of commissioning extended access services also demonstrated significant patient interest in additional appointments on weekday evenings and weekends with the majority of responses indicating a willingness to travel to a practice other than their own.
Extended access
Since September 2018 patients in BLMK have had access to appointments 6:30-8:00pm on weekdays and at weekends (morning-lunchtime). Between ten and twelve bases are open during these hours. The service is available to all registered patients and appointments are accessed through their registered practice. 
	CCG area
	Hours delivered weekly

	Bedfordshire
	226.25

	Luton
	117

	Milton Keynes
	82


A summary of the hours delivered by extended access providers each week:






[bookmark: _Toc11852474]Figure 33 Summary of weekly extended access hours delivered
From March 2019 all services have met the seven core requirements published by NHS England, this includes: number of appointments (30 minutes per 1,000 patients), 100% population coverage and adequate promotion of the service.   
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[bookmark: _Toc11852475]Figure 34 Extended access core requirements
All three CCGs are compliant with the pre-bookable and ‘on the day’ requirement outlined above with same-day appointments available in all BLMK services. In addition these appointments are available to be booked directly through 111 for all patients. 
Extended hours DES
The Primary Care Networks DES includes the requirement for PCNs to deliver extended hours covering 100% of their patients outside of core hours (8:00am-18:30 on weekdays). The requirement is 30 minutes per 1,000 patients per week. The emerging Primary Care Networks are preparing to deliver extended hours from 1st July 2019. Learning from the delivery of extended access is feeding into mobilisation plans, this includes lessons around key enablers such as IM&T and information governance.
Below is a summary comparing the weekly DES hours delivered by practices (by CCG) for their own patients prior to delivery of the PCN DES along with the new requirement.  
	CCG area
	Current extended hours DES activity per week
	Requirement per week under PCN DES

	Bedfordshire
	146
	243

	Luton
	114
	118

	Milton Keynes
	95
	149


[bookmark: _Toc11852476]Figure 35 Current DES activity and PCN requirement
Access going forward
As extended access contracts come up for renewal across the three BLMK CCG areas in the next few years, arrangements for commissioning will be reviewed as per PCN DES guidance. 
111/direct booking
BLMK CCGs have been working with practices, 111 providers, extended access services and IM&T providers to roll out direct booking from 111. This is being utilised in all extended access services and the vast majority of practices in BLMK with the rest set to come online during 2019/20. 
An increasing number of alternate direct booking options are available to patients including: 
· Urgent Treatment Centres 
· Pharmacists 
· Children’s Rapid Response Clinics. 
· A 24/7 Clinical Advisory Service (CAS) within 111 provision is available across BLMK with plans to integrate with 999 to create a seamless patient pathway
From 1st July 2019 Primary Care Networks will delivery additional extended hours appointments (30 minutes per 1,000 population), the ambition is to make ‘on the day’ appointments accessible to patients via 111 direct booking during 2019/20. 
We aim to deliver a consistent offer and access points to care – no matter which Primary Care Network patients are registered with.
[bookmark: _Toc11925704]Complex Care/Care homes
In 2020/21 PCNs will be required to implement the Enhanced Health in Care Homes model tested by Vanguard sites in other areas. The exact requirements of this element of the contract will not be published until later in 2019/20 but guidance states that: The aim of this service will be to enable all care homes to be supported by a consistent multi-disciplinary team of healthcare professionals, delivering proactive and reactive care. This team will be led by named GP and nurse practitioners, organised by PCNs.  
In anticipation of this, work is underway in BLMK to align care and nursing homes with emerging PCNs. Primary Care Investment Scheme funding has been used to provide care home visiting/elderly frail visiting services in many areas of BLMK.  
BLMK has developed and is now adopting a house of care approach, which provides a standardised framework for each ‘place’ to develop local models of care; ensuring key components of care feature in all models and are aligned to the aspirations of our Primary Care Networks.
High Intensity User Programmes are an integral element of providing enhanced support to people with complex needs across BLMK. Each place has initially prioritised different cohorts – and ‘place’ models will evolve and be developed through shared learning across primary care networks, place and at ICS level.
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[bookmark: _Toc11852477]Figure 36 BLMK House of Care
BLMK has undertaken self-assessment against ‘NHSE Enhanced Health in Care Homes Framework’ and identified and agreed ten ‘system-wide’ priorities to drive forward further implementation of the EHCH framework; complimenting current planned initiatives ‘at place’.
BLMK has also undertaken self-assessment against ‘National Ambitions for Palliative & End of Life Care’ and identified two major ‘system-wide ‘ priorities to drive forward improvements in care at end of life, in particular to reduce need for emergency hospital admissions for people in last 3 months of life.
BLMK has and will continue to work alongside NHSE and local stakeholders to develop robust methods of measuring impact of our house of care approach; ensuring that the benefits and limitations of the plethora of data tools and data sets are recognised.
In addition the following work has begun and will continue into 2019/20 and beyond:
· A remote monitoring solution has been successfully piloted across a number of BLMK care homes with support from the community-based Complex Care Team and GPs, this has helped reduce the number of ambulance call outs and admissions from these care homes. Further rollout of remote monitoring across BLMK is now planned. 
· Clinical Pharmacists and Pharmacy Technicians are in place across the ICS area. The aim of the service is that all care home residents have annual medication reviews as part of a multidisciplinary team. The review is a holistic as well as clinical review with a focus on reducing medication errors, improving adherence, de-prescribing, reducing polypharmacy and wastage, optimising medication particularly in relation to frailty, dementia, covert use of medicines, antipsychotic use and reduction of falls. Alongside this, a medicines management review is performed by the care home technician. 

Work is ongoing across BLMK to improve information sharing with care homes with each working towards achieving one or more of the following standards:
Bronze
· Establish baseline of care technology
· Ensure all care homes have good Wi-Fi access, to enable care professionals remote access to their clinical systems on site at a care home and use of telecare facilities. 
· Roll out secure email (nhs.net), to enable secure basic sharing of information to/from care homes, GPs, Community, Acute, Ambulance
Silver
· Access to SystmOne for care home staff and care professionals including L&D Hospital, Ambulance - an initial pilot of the community module with our 6 Nursing Homes 
· Better use of technology e.g. telemedicine - how could we utilise Airedale model, particularly across ICS.
Gold
· Electronic access to shared care records, sharing care plans and EOL advance care plans, linked health & social care datasets etc.
The following work streams are helping to achieve the standards set out above:
· DSP Toolkit - training and publishing.
· NHSmail2 – issuing shared and individual NHS mail accounts.  
· Wi-Fi Audit – audits are underway. Comms and engagement with parent and subsidiary organisation. Network & Wi-Fi – planning for procurement & roll out.
· SystmOne Record Access - Pilot planned for SystmOnline Proxy access pilot with up to 5 care homes. 

[bookmark: _Toc11925705]Mental Health and Learning Disabilities
In BLMK there will be a move towards reorganising core community mental health services to reflect new and integrated models of primary and community mental health care which are place-based, multidisciplinary services across health and social care and aligned with the care networks as described in the previous chapter on Element 1 of the NHS Long Term Plan.
BLMK ICS priorities for 2019/20 ongoing:
Adult and Older Adult Community Mental Health Teams and Services for People with the most complex needs – Mental Health Priorities 2019/20
· Use additional 2019/20 baseline funding to stabilise and bolster core adult and older adult community mental health teams and services for people with the most complex needs, including people with diagnoses of personality disorder and eating disorders. Alongside this, undertake preparatory work for the mobilisation of a new integrated primary and community model as part of the Long Term Plan. Develop and implement robust plans across the system to spend additional baseline funding effectively and appropriately on community mental health for adults and older adults. 
· Prepare for the mobilisation of the new community model by undertaking self-assessment against the Community Mental Health Framework, including determining readiness between 2019/20 and 2023/24 to receive transformation monies to test and/or adopt the new model, including 4 week waiting times. This preparation should include strengthening local relationships, including with local authorities and VCSE services, developing an understanding of local need through information and data, workforce planning, and involving local communities and people with lived experience from the outset. 
· Align plans with other local plans to transform CYP and young adult services, to transform primary care (working towards geographical alignment with Primary Care Networks), to adopt the Comprehensive Model of Personalised Care and for Ageing Well (for older adults). Assess readiness and plan to transform three complex needs areas: personality disorder, adult eating disorder and those in mental health rehabilitation pathways. This pathway includes: Understanding and commencing the adoption of new adult eating disorders model of delivery as per forthcoming national guidance; Ensuring participation by providers within the local system in the forthcoming national stocktake of Personality Disorder Care; and understanding existing local and current out of area provision for mental health rehabilitation need. 
· Work towards understanding the current demand for and provision of Older People’s MH (OPMH) services through ensuring provider participation in OPMH stocktake. Work towards ascertaining training and workforce needs in OPMH expertise through adoption of the HEE OPMH Core Competency Framework and exploration of credentialing. Ensure and support establishment of links with Frailty/Ageing Well/Healthy Ageing teams and build shared understanding of current plans and priorities with a view to alignment. Adopt shared care approaches between relevant MDTs – e.g. Frailty and OPMH MDTs – to support holistic care and consistent provision of OPMH support. 
  
Physical Health and Severe Mental Illness – Mental Health Priorities for 2019/20
At least 60% of people with a severe mental illness should receive a full annual physical health check.
 
Common Mental Health -  IAPT Services Mental Health Priorities for 2019/20
Improving timely access to treatment provided by Improving access to psychological therapies (IAPT) for people with common mental health problems (people with anxiety disorders and depression) and supporting with recovery.
Increasing the number of mental health therapists co-located in primary care by 2020/21 and delivering IAPT-Long Term Conditions services. 
Expansion of access, including for underrepresented groups like older people and BME
 
Adults and Older Adults with the most complex needs (Moderate to Severe Mental Illnesses) – The Long Term Plan
By 2023/24, 370,000 adults and older adults with severe mental illnesses will have greater choice and control over their care, and be supported to live well in their communities via new and integrated models of primary and community care
Set clear standards for patients requiring access to community mental health treatment and roll them out across the NHS over the next decade. Test four-week waiting times for adult and older adult community mental health teams, with selected local areas.
 
Dementia – The Long Term Plan
Better support for people with dementia through a more active focus on supporting people in the community through enhanced community multidiscplinary teams and the application of the NHS Comprehensive Model of Personal Care. Supporting the Alzheimer’s Society to extend its Dementia Connect Programme
 
Physical Health and Severe Mental Illness – The Long Term Plan Ambition
Further increase the number of people receiving physical health checks to an additional 110,000 people per year, bringing the total to 390,000 checks delivered each year including the ambition in the Five Year Forward View for Mental Health.
 
The Long Term Plan Ambition for Common Mental Health – IAPT Services
Continue to expand access to IAPT services for adults and older adults with common mental health problems, with a focus on those with long-term conditions. By 2023/24, an additional 380,000 adults and older adults will be able to access NICE-approved IAPT services

Alongside this work the following primary care-facing initiatives are expected to contribute to a reduction in emergency attendances and admissions.  
Bedfordshire – Work is being carried out:
· To further integrate IAPT and CAMHS primary care link workers within primary care
· To develop mental health input into the Cluster MDT meetings
· To continue to embed mental health services within an enhanced primary care provision  
· To support with the roll out of Social Prescription
· To support with the Recovery College being more embedded within primary care networks

In Bedfordshire, work has commenced with developing mental health support within the De Parys Cluster (Bedford Town Centre), with a focus on integrating the Memory Assessment Service, a CAMHS primary care link worker, IAPT services and the Recovery College with primary care.  Work is also going to commence with developing the step up and step down processes between the CMHT’s and the De Parys PCN.

Milton Keynes – Work is being carried out to further develop Primary Care Plus involving mental health specialists in primary care to undertake medication reviews and support with a roll out across all 7 clusters. 

Luton – Work is being carried out as follows:
· Consultant-led team in primary care
· Development of Total Wellbeing Service (which includes IAPT, social prescription, PAM, healthy lifestyle programmes): personalisation approach to assessment; service provided in GP practices and community settings; integration with LTC pathways

There is also mental health input into the development of integrated health and care hubs across the ICS.

Perinatal Mental Health Services 
A dedicated specialist community perinatal mental health services for young women and mothers has been established across Bedfordshire and Luton in line with the national 2018/19 wave 2 funding. The Long Term Plan for 2019-2020 will further promote more perinatal mental health services for young women and mothers in the community and will:

1. Increase access to evidence-based care for women with moderate to severe perinatal mental health difficulties and a personality disorder diagnosis and extending services to preconception to 24 months after birth, in line with the cross-government ambition for women and children focusing on the first 1,001 critical days of child’s life. 

2. Expand access to evidence-based psychological therapies within specialist perinatal mental health services so that they also include parent infant, couple, co-parenting and family interventions. 

3. Increase access to evidence-based psychological support and therapy in a maternity setting by implementing maternity outreach clinics that will integrate maternity, reproductive health and psychological therapy for women experiencing mental health difficulties directly arising from, or related to, the maternity experience. 

4. Ensure partners of women accessing specialist perinatal mental health services and maternity outreach clinics receive evidence-based assessment of their mental health and are signposted to support as required.

In addition CAMHS are supporting two IAPT trainees to work alongside the perinatal psycho therapists.

SIM model 
BCCG, BBC, CBC, LCCG, LBC, Bedfordshire Police and ELFT Mental Health Services have partnered with the High Intensity Network to develop and implement a Bedfordshire Serenity Integrated Mentoring (SIM) model.  Following successful recruitment and intensive training of a specialist police officer and mental health nurse, a soft launch of the service will commence on 2nd July 2019. 
The SIM model of care introduces a specialist trained police officer into the community mental health care pathways to help support service users struggling with complex and behavioural disorders.  The model encourages service users to better self-manage their behaviour, to consistently de-escalate and to find better coping mechanisms that pose less risk to themselves and others, that avoids the criminal justice system and that places less unnecessary demand on emergency and healthcare services.   
Dementia diagnosis 
Dementia diagnosis rates in Milton Keynes and Luton are in line with the national target of 67%. The current rate for Bedfordshire is 60.3% which is significantly short of the national target. 
The following actions in primary care to support practices with diagnosis:-
· PMS scheme and Cantab project which encourages GP’s to assess and diagnose
· Dementia tracker – so practices know gap to ambition
· Practice visits
· Nurse visits to the 5 lowest performing practices
· Provision of memory service information on GP screens
· Care home project running

Primary Care CAHMS practitioners
BCCG are working in partnership with ELFT CAMHS to deliver a Primary Care service with CAMHS practitioners embedded in each of the Networks within Bedfordshire.  The practitioners will provide consultation, training and assessment and act as a conduit into core services if risks escalate.  Their primary focus is early intervention and raising awareness of mental health.
[bookmark: _Toc11925706]Children
Rapid Response
Childrens’ Rapid Response service are already available in the Milton Keynes and Luton CCG areas. These services will continue to develop to increase admission avoidance. The same service is currently mobilising in Bedfordshire, targeting seven high-volume health conditions in particular:

· fever (with or without a focus)
· bronchiolitis
· gastroenteritis
· head injury
· asthma / viral induced wheeze
· seizure and abdominal pain

The services comprise of telephone triage, advice and support and clinic based appointments.   

The objective of the service is to provide a community-based paediatric admission avoidance and care service offering advanced nursing care and short-term intensive support (for up 72 hours) as an alternative to A&E attendance, CAU / PAU attendance and inpatient treatment for children and young people presenting with 7 high-volume health conditions

The four main sources of referral are:
· A&E
· GP’s
· 111
· Acute Assessment Units (CAU / PAU)

Admission avoidance:
The ICS has stated the ambition to deliver the following primary care-based projects aimed at helping to avoid unnecessary attendances and admissions: 
· Develop resilient and confident primary care teams to look after CYP with acute presentations with symptoms in the community 
· Develop Digital based solutions for CYP and carers to help with their self-care 
· Develop provision across BLMK for CYP with Complex and challenging behaviour. Increased investment is required in intensive, crisis and forensic community support. This will enable more people to receive personalised care in the community, closer to home, and reduce preventable admissions to inpatient services.

As stated in the 2019/20 operating plan a strategy developing ongoing schemes is to be produced in 2019/20. 
[bookmark: _Toc11925707]Workforce Configuration 
PCN MDT Workforce Model

The PCN integrated health and care workforce model described in section 5.2 has been triangulated with planning assumptions for impact upon emergency services.  We have used the (limited) evidence base on MDT-style working for a frail elderly population to calculate the potential benefits in terms of impact on activity, relating to:

	Activity
	Activity Planning Assumption (Full Year 1 of full workforce model implementation) – based upon patient cohort group
	Source

	Non-elective (NEL) admission avoidance (including associated A&E visit)
	20 % of cohort NEL admissions avoided through MDT case management
	King’s Fund, ‘Community Services: How they Can Transform Care” (2014)

	Avoidance of first outpatient appointment following NEL admission
	100% of patients seen in outpatients following hospital admission minus the national average DNA rate of 8.5%
	 (https://www.nhsbenchmarking.nhs.uk/projects/2017/4/10/outpatient-services)

	Avoidance of follow-up outpatient appointments following NEL admission
	Reduction 2,792 appointments
	https://www.nhsbenchmarking.nhs.uk/projects/2017/4/10/outpatient-services

	Reduction in ambulance conveyances of NEL admissions
	Reduction in 977 conveyances
	



[bookmark: _Toc11852478]Figure 37 PCN MDT planning assumptions

Several important qualifications must be noted:

· These are cautious estimates and take the lower range of benefits from the evidence base
· The benefits set out here focus on NEL admissions, as reflects the evidence base – they therefore do not include wider financial and non-financial benefits relating to improved outcomes, improved experiences of care, and greater professional satisfaction
· The evidence base is not sufficiently detailed to be able to pinpoint benefits related to specific team members’ input 

Our integrated health and care PCN workforce model cannot work in isolation to support the real pressure that our emergency care services currently face, therefore we will also consider workforce implications beyond that of the PCN MDT model and how staff work in a coordinated, joined up way across service provision.

Wider Workforce Implications

Through the work of BLMK Local Workforce Action Board we will:

· support staff in general practice teams and PCNs to consider how the demand for urgent/same day/out of hours appointments can be supported more effectively through utilisation of new roles and ways of working
· support the upskilling and development of multidisciplinary staff working within clinical assessment services as part of integrated 111 services
· implement our Education Framework for Home-Based Care Staff (staff working within nursing, residential and domiciliary care settings) and carers and volunteers for dementia, falls and end of life/palliative care by March 2020 
· work with health providers of emergency services to quantify workforce shortages/hotspots and develop attraction, recruitment and retention strategies
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Key element 3 - People will get more control over their own health and more personalised care when they need it
1. [bookmark: _Toc11925709]Personalised Care Programme
BLMK ICS are demonstrator site for the Personalised Care Programme, working with NHSE to embed the Comprehensive Model of Personalised Care across our health and care system. We are currently working to further scale up the following across our system:
· Person centred care and support planning
· Patient Activation Measure (PAM)
· Shared decision making
· Personal health budgets (PHB)
· Social prescribing
· Self-care and peer support

As part of our commitment to embedding a personalised approach within our health and care system, Bedford, Luton and Milton Keynes (BLMK) have made specific reference to personalisation within the BLMK Joint System Commissioning Intentions 2019/20. Within those commissioning intentions, we state that:
‘BLMK will deliver the Personalisation programme to ensure people have choice and control over decisions that affect their own health and wellbeing within a system that harnesses the expertise, capacity and potential of people, families and communities in delivering better outcomes and reducing health inequalities.’
[bookmark: _Toc11925710]The role of Primary Care in personalising healthcare services.
The involvement of primary care will be crucial to the successful expansion of the personalised care approach across the BLMK system. Our aim will be to improve the quality of care for people with co/multiple-morbidities (through personalised care and support planning, structured medication reviews, and more intensive support for patients who need it most)
Primary care will take a central role in delivering the personalised approach, including:

· Care navigation and case management across Primary Care Networks (PCNs), with a focus on frequent attenders and users of health and social care services.
· Embedding social prescribing referral pathways, link-workers (care coordinators) across the networks to ensure an expanded social prescribing offer.
· Ensuring the Shared Decision Making approach is fully embedded, ensuring people feel empowered to make choices about their own care and that they are fully involved in the decision making process along with their GP (Appendix K).
· Cohort identification for those people whom will benefit most from a personalised approach. Appropriate patients will be identified as part of the multi-disciplinary approach, which will involve personalised care

[bookmark: _Toc11925711]Workforce within Personalised Care
· BLMK are implementing an ICS level workforce strategy to ensure that frontline staff have the skills and core competences to offer truly personalised care. This will include some level of mandatory training for all staff on the personalised care approach, why we are committed to it and the benefits to the person and the system.
· Person centred care and support planning training is to be offered to all staff involved in care planning.
· We will continue to review the care planning process to ensure quality. Those delivering the conversations/completing the plans as well as the clients will be contacted for evaluation purposes. 
· We will ensure that the personalisation training across BLMK is co-produced with staff, ensuring they feel engaged and are able to influence how we deliver the change.
· An ICS level communications strategy will ensure that both staff and the public are aware of the Personalised Care approach and what it will mean for them in practice.
· We will ensure there is frequent and detailed communication with staff about the changes that are occurring and how these may impact on their roles and day-to-day working. For example, we will be working with staff to ensure they are comfortable with why personalisation is important, how it will benefit people, what is required from them to ensure they deliver a truly personalised approach.
· As well as training and communicating the approach with existing staff, we will work system wide to ensure that personalisation is embedded in job adverts and specifications, to ensure that new staff holds the competences to deliver personalised care.
· BLMK will work with NHSE to ensure best use is made of the plans for regional GP trainers to help train their colleagues in personalised care approaches. How services will be delivered, what role new technology might play and the timeframe for implementation any proposed solutions.
[bookmark: _Toc11925712]Technology
BLMK are reviewing the technology required to speed up the process of Patient Activation Measure (PAM) completion by the patient. This will include possible use of and/or distribution of tablet computers in practices. The use of the PAM ‘App’ will ensure a user-friendly experience for people, as well as timely results for staff. This should be in place towards the end of 2019.
As part of wider IT plans for BLMK, a digital shared care record will enable the recording and sharing of the personalised care plans amongst various (relevant) system stakeholders. This will also enable the recording and sharing of PAM scores. 
The Personalised Care programme reports to Priority 2 of the ICS. We have steering group and board group meetings, attended by senior ICS staff. These board meetings are to also be attended by senior level staff from relevant providers across the system.
The progress of the personalised care programme will be updated to the ICS exec team at least every six months, or more frequently if required.
Each CCG and Local Authority has a nominated lead to ensure personalised care continues to scale up as per the programme plans. 
Going forward we will seek to ensure each PCN has a personalisation lead to help embed the approach.
BLMK will ensure that resources are in place to ensure the continued expansion personalised care post the Personalised Care Programme, which comes with NHSE funding attached (£225k for 19/20 for example).
We have already embedded staff across the system to focus on personalised care. For example we have Personal Health Budget leads within each CCG and Personalisation leads in place, in addition to the Personalised Care programme manager working across BLMK ICS.

Workforce Configuration
PCN MDT Workforce Model
The PCN integrated health and care workforce model described in section 6.1 describes how we will utilise new roles, such as social prescribers, as a core component to our MDT workforce model. These roles are essential to connect people to local groups and support services. Personalisation of care, however, will not be achieved solely through these new roles. 
We recognise that there is a significant cultural shift required to support person centred care and to move from a ‘what is the matter with you’ approach to a ‘what matters to you’ ethos, that is underpinned by a community asset approach which creates support networks through a wide range of leisure, education, public voluntary and charitable sector services. As such we are currently reviewing the training and development requirements for all health and care staff that will underpin a personalised care culture:
Wider Workforce Implications
Through the work of BLMK Local Workforce Action Board we will:
· Review of current local, regional and national offers of education and training to support social prescribing (motivational interviewing and guidance), shared-decision making, care planning (including advanced and anticipatory), and health coaching.
· Profile training offer to relevant health and care staff groups, identify delivery mechanism, costs and sources of funding 
· Develop training programme offer and roll out across BLMK, supported evaluation and impact measures
· Support each of our four places to consider learning from the ‘Wigan Deal’ and take forward a community asset OD programme to support health and care staff to work with local people around ‘what matters to you’. 

[bookmark: _Toc5188832][bookmark: _Toc5193116][bookmark: _Toc11925713]Key element 4 - Digitally-enabled primary and outpatient care will go mainstream across the NHS
1. [bookmark: _Toc11925714][bookmark: _Toc5188833]The Current Situation
Within the BLMK ICS, there are a number of connected programmes of work already successfully supporting the delivery of digitally enabled services within primary care. Theses main programmes of work include:
· BLMK Strategic Interoperability Programme – programme to implement an integrated Health and Social Care Record across all main providers (with a Patient Portal and providing pseudonymised data for Population Health Management)
· Information Sharing Phase 1 (ISP1) Programme – delivering a range of tactical digital solutions to support new ways of working in primary care, including Online Consultations
· Care Homes Digitalisation – delivering robust Wi-Fi, NHS Mail and Information Governance training to all BLMK care homes, GP Patient Data access to selected care homes
· As a sub-set of the programmes above, a dedicated workstream around data sharing and Information Governance within BLMK
· Business as Usual GP IT improvement workstreams, including IM&T infrastructure. 

Key achievements to date have included:

· The deployment of SystmOne as the GP IT system for 99/102 GP practices in BLMK, and across many of the main community, mental health and urgent care providers, providing a digital platform for information sharing and interoperability
· Establishment of an ICS-wide Data Sharing Agreement, which has been signed and implemented by  providers across the patch, including the vast majority of GP practices 
· Completion of a robust baselining exercise mapping interoperability gaps within the system
· Phased deployment of SystmOne to support information sharing across Primary Care multi-disciplinary teams and urgent care pathways (e.g. Emergency Departments, therapy services, acute and community End of Life teams, extended access Hubs)
· GP Collaborative Working Digital Toolkit developed as framework for supporting emerging Primary Care Networks with understanding and addressing their digital requirements
· ICS-wide procurement and phased implementation of Online Consultations  solution within primary care
· Successful remote monitoring pilot in care homes, and digitalisation of care homes across BLMK in the form of Information Governance training, nhs.net access, and SystmOne access in some cases
· Development of the Outline Business Case for the Strategic Interoperability Programme, resulting in securement of £6.6m HSLI delivery funding 
· Establishment of robust governance structures to underpin these workstreams.
· Improvements to core GP IT infrastructure, including phased roll-out of HSCN (Red-Centric) Network.
[bookmark: _Toc11925715]Delivering Digitally Enabled Healthcare within Primary Care
Building on the successes over the last few years, the local digital programmes remain key to supporting delivery of the wider BLMK primary care strategy. 
Increasing the ways that patients can access information and advice digitally will play a role in managing demand for services and physical space in primary care settings. It will also help to empower people to take more responsibility for their own health and well-being, enable delivery of more personalised care, and meet modern expectations and preferences about access to services. In addition, building on the successful local pilots around remote monitoring, technology will increasingly play an important role in enabling new care approaches, helping to improve patient experience and outcomes.  
Technology will play a key enabling role for the local Primary Care Networks, and will help to underpin the delivery of high quality and new services for patients. Provision of timely data and information sharing between providers will help to achieve local ambitions around the population health management approach, enabling the delivery of more targeted, proactive and preventative care. 
Digital tools will also increasingly help to achieve more consistent delivery of high quality care, and help to reduce unwarranted variation.    

We will… 
· Help maximise collaboration and transformation within Primary Care Networks by supporting digital interoperability between practices
· Help facilitate the introduction of new clinical roles working within Networks by supporting more agile working arrangements
· Continue to support more integrated working across the wider Primary Care multi-disciplinary team, through improved information sharing between systems, and implementation of collaboration tools (including enabling virtual meetings, and file-share arrangements) 
· Improve digital access for patients to information and advice through a range of approaches including use of NHS APP
· Continue to trial new forms of technology-enabled care
· Enable access to information to guide clinical decision making, including developing systems to underpin the local population health management approach
· Continue to embed and adapt the BLMK Information Governance framework to facilitate information sharing between providers and specifically develop the approach for secondary use of data to aid population health management. 
[bookmark: _Toc11925716]Impact for Workforce
The digital strategy is one of a number of enablers supporting new ways of working in primary care. It has been developed in parallel with the BLMK workforce strategy, and estates strategy to ensure an aligned approach. 
Many of the digital intentions will have a workforce impact, and this is being addressed within each the individual projects. For example, the recent successful remote monitoring in care homes pilot required training for care home staff, and an extension to the service specification with local community nursing teams to ensure rapid access to advice and support. Similarly, the phased implementation of online consultations has required significant changes to operational processes within GP practices, and a local GP champion has been recruited to offer guidance and support around this. 
As further digital services are offered to patients, it is expected that some people will need support with learning how to use technology to access advice and care. This will be factored into the planning for some of the larger integrated health and care Hubs being developed across BLMK (e.g. Health Information booths, space for virtual consultations with primary and secondary care clinicians), and will be factored into emerging roles such as social prescribers and clinical navigators as required. 
Utilising new forms of technology to support the operational management of practices and Networks, and to provide care to patients may require greater IT skills from GP practice staff. The need for further structured training will be considered, e.g. potential digital module within local Practice Manager Development Programme. 
There has been strong alignment between the digital programme and commissioners, and this will be further enhanced through a greater focus on clinical leadership and involvement in the delivery of the digital workstreams going forward. 
[bookmark: _Toc11925717]NHS Future Collaboration Platform
BLMK have adopted and created a designated area for the Primary Care Networks in BLMK to share information electronically across different organisations using the NHS Future Collaboration Platform.
Each individual network has the opportunity to co-ordinate, plan and deliver the care for their population their own defined workspace area within the platform. 
As the NHS Future Collaboration Platform is web based, the PCN’s are able to communicate effectively and work collaboratively with all organisations within their network.
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[bookmark: _Toc11852479]Figure 38 NHS Future Collaboration Platform
[bookmark: _Toc11925718]Delivery
The following projects will support delivery of this Strategy.
	Objective
	Projects
	Timescale

	Enable interoperability within Primary Care Home networks
	Develop digital offer/catalogue of services to support interoperability within Primary Care Networks (PCNs)
	Oct 2019

	
	Work with system suppliers to improve interoperability functionality between practices, and consider opportunities about improving interoperability through GP IT Futures Programme
	Ongoing into 2020

	
	Deploy productivity and collaboration tools across practices (e.g. Microsoft 365, file-share technologies including the Future NHS Collaboration Platform, Skype for Business)
	Ongoing into 2020

	
	Enable agile working across priority clinical settings through deployment of mobile equipment 
	2020/21

	Deployment of high value and low cost proven technology-enabled care
	Continue implementation of online consultations within primary care. Will consider other innovative pilots for digital access to other services within PCNs, including Skype consultations.
	Ongoing into 2021

	
	Review evaluation of remote monitoring pilot and support development of business case for business-as-usual funding/grants for larger pilots
	Sep 2019

	Enable greater focus on self-care and self-management through improved digital access for patients
	Commission a market appraisal of technology available to support patients to access care, information and advice remotely, with a view to developing an initial strategy – including a local view on implementation of the NHS App within BLMK. 
	Oct 2019

	Continue to develop information sharing for provider services to access key primary care clinical information
	Continue to enable access to the GP record within provider settings (Acute, Community, Mental Health, Out of Hours), where there is a clear identified need and clinical benefit – with priority focus on enabling integrated working, improved management of patients with complex/multiple needs, and improved clinical decision making in urgent care settings.
	2019/20

	
	Scope and pilot tactical solutions to enable improved information sharing between health and social care. 
	2019/20

	Enable access to information to guide clinical decision making

	Establish IT enabled access to clinical templates (e.g. Ardens) 

	Dec 2019

	
	Support development of risk stratification to identify patients for intervention, within the Population Health Management Programme
	Pilots underway


[bookmark: _Toc11852480]Figure 39 Digital developments timeline
As the tactical work above is ongoing BLMK will continue to take forward the Strategic Interoperability Programme which aims to deliver a BLMK ICS shared care record and the digital architecture to develop population health analytics tools for the system. An options appraisal and Outline Business Case have been produced and the programme is now in the requirements gathering stage. 
[bookmark: _Toc11925719]Governance and Operational Arrangements
Robust and well-established governance arrangements are in place to oversee delivery of the ICS/CCGs’ digital strategies, as set out in the diagram below. The overarching digital strategy is overseen by the ICS Digital Transformation Board, led by the Chief Information Officer. This includes oversight of the strategic interoperability programme, and the more tactical primary-care facing Information Sharing Phase 1 Programme (ISP1), to ensure strong synergy between both elements. Formal accountability for the ISP1 Programme sits with the joint Executive Team across the three BLMK CCGs, to ensure strong alignment with primary care commissioning and development. 
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[bookmark: _Toc11852481]Figure 40 Digital strategy governance
[bookmark: _Toc11925720]Resources
Significant resources have been secured and established to support delivery of this element of the primary care strategy, including, 
· £6.6m HSLI (Health System Led Investment) Funding to support implementation of the integrated health and care record across BLMK 
· £850k ETTF (Estates & Technology Transformation Fund) funding in 2019/20, and a further £1m approved in principle for 2020/21
· ICS Chief Information Officer and Digital Programme Lead
· ISP1 Programme Lead and dedicated Programme Manager
· Dedicated ICS Information Governance Lead

The ongoing revenue implications of each project are assessed and signed off by the appropriate Board prior to implementation. The impact of increased agile working in particular will require further assessment during 2019/20. 
[bookmark: _Toc11925721]Workforce Configuration 
The workforce implications for our digital programme are being explored locally and also informed by national findings, such as through the Topol Review. We have worked with staff to develop the following framework, with the aim of enhancing the skills and competencies that enable staff to inform and deliver digital solutions:

[image: ]

[bookmark: _Toc11852482]Figure 41  BLMK Digital Programme Workforce Implications

As digital solutions are evolving within primary care we will:
· Support the identification and development of clinical and non-clinical digital champions
· Adopt a co-design approach to digital solutions with health and care staff, ensuring staff inform how digitally and technology enabled care services (TECs) and will enable health and care staff to work more effectively across organisational and sector boundaries to support personalised care
· Develop training and education offers aligned to digital and TECs which will increase the confidence and competence of our health and social care workforce to work within a digitally enabled environment 
[bookmark: _Toc5193118][bookmark: _Toc11925722]Key element 5 - Local NHS organisations will increasingly focus on population health – moving to Integrated Care Systems everywhere
[bookmark: _Toc11925723]Population Health
Population Health is an approach aimed at improving the health of an entire population.  It is about improving the physical and mental health outcomes and wellbeing of people, whilst reducing health inequalities. It involves actions to reduce the occurrence of ill-health, including addressing wider determinants of health, and requires working with communities and partner agencies. The King’s Fund (2018) suggests that action is needed in four domains to improve population health and reduce health inequalities: (1) the integrated health and care system, (2) our health behaviours, (3) the places and communities we live in and (4) the wider determinants of health.
Population Health Management (PHM) is a tool that can help us to improve population health through data driven planning and delivery of proactive care to achieve maximum impact. It includes population segmentation and other methods to identify ‘at risk’ cohorts; designing and targeting interventions to prevent ill-health, to improve care and support for people with ongoing health conditions and reduce unwarranted variation in outcomes. PHM includes a range of activities, including the use of intelligence and insight to inform strategic planning of service transformation at ‘system’ and ‘place’ levels, through to direct patient care applications such as data-driven predictive risk scoring and disease registry management. 
Whilst existing activities such as Joint Strategic Needs Assessments and RightCare analyses are part of the broad PHM approach, sophisticated understanding of our population cohorts, their needs and resource use at the PCN level will require system-wide progress in data warehousing, data linkage and data science. The figure below sets out the priorities for PHM in BLMK in 2019/20.

[bookmark: _Toc11852483]Figure 42 Population health priorities
[bookmark: _Toc11925724]Primary Care Network PHM group
An operational task group consisting of CCG and practice representatives and wider stakeholders has been established to support PCNs with PHM. The role of this group as it matures is to oversee and support Practices/Networks with:
· population segmentation
· identifying appropriate training resources 
· development of Network PHM leads
· development of place-based digital solutions to identify (and track the utilisation of resources for) PCH population segments
· embedding a mechanism to iteratively analyse the needs of the Network population
· translating analytical findings in a way that provides useful intelligence and insight to inform service model re-design and workforce requirements 
· designing relevant metrics using available datasets to track the progress and impact of Network interventions

Understanding the Primary Care Network population health needs to support the local development of care and support models

Since BLMK has been working with the NAPC it has been recognised that the varying levels of maturity and challenges both at network as well as ‘place’ level have required a flexible, responsive and inclusive approach. Using tried and tested PCH methodology we have co-designed and tested an approach for developing fully integrated community-based healthcare through expanded community teams focused on identified and agreed priority patient and population cohorts.
The approach to service redesign from a PHM perspective is continually evolving but is not yet fully embedded or understood by all PCNs for all population cohorts. This is a significant principle behind the creation of PCNs and is a key consideration for continued PCN development.
The Primary Care Home enablers will continue to be widely adopted across BLMK to ensure PHM is at the heart of all Quality Improvement (QI) and care model re-design initiatives. The model below summarises the key steps currently being adopted and adapted by PCNs within BLMK to finding, engaging and involving the widest possible range of local people in shared goals for their local population. 

[bookmark: _Toc11852484]Figure 43 Engagement model
As highlighted within the model, population health data is a fundamental requirement to support the PCH approach, and has predominantly been accessed through individual practice systems to-date - this is now available for all PCNs, helping networks to:
· Identify and agree shared priorities with partner organisations across their local communities
· Confirm outcomes, success measures and monitor progress
· Develop new models of care that build on existing resources, and are relevant and appropriate to meet the needs and wants of the local population

We recognise the need to build strong, effective and sustainable patient / public engagement and leadership particularly to help maintain a focus on personalisation that also considers Mental Health needs alongside physical needs as part of an informed population health management approach to designing new PCN and place based service delivery models.

Working in partnership with the NAPC, BLMK has adopted and developed the NAPC ‘3 by 3 table’ concept for PCN population segmentation. PCNs and their constituent practices have been supported to segment their population according to age group and level of need (see figure 44 below). A further distinction is made for those who are generally well or have some long term conditions/needs, as to whether they are considered to be at low or higher risk of increasing health, and Mental Health, need, depending on the presence or absence of risk factors and the number of conditions/health needs they currently have. A standard list of read codes has been developed with clinical input so that practices can run searches and populate the grid. 

Once the grid has been populated PCNs are supported, with the addition of local knowledge and other data sources, to identify a population segment for initial QI and workforce development focus. 
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[bookmark: _Toc11852485]Figure 44 Population health grid
Some analytical and QI resource has been identified to support accelerated PCNs to develop their PHM approaches, and work is underway with public health colleagues to produce PCN locality data briefings, but the next step for BLMK ICS is to determine what infrastructure, intelligence and intervention support is required to scale PHM across the BLMK PCNs.

Where PCN development is working well, there is a balance of clinical and operational leadership. Establishing the meaning and approach to leadership development in relation to PCN development has also been critical. The focus on building leadership skills and capacity as part of the day job has been positively received and is enabling a real-life approach to leading change. We have also identified the need for targeted action to engage all professional groups, including Practice Nurses, and ensure they are properly sighted on national / BLMK strategy and the critical role clinical leaders will play in delivering it.
Workforce Configuration 
Our approach to PCN development has population health as its starting point to developing  effect integrated health and care workforce teams, this occurs ‘on the ground’ level, with PCNs adopting the NAPC cycle to PCN development, which starts with population health cohort identification and within our strategic workforce modelling approach:
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[bookmark: _Toc11852486]Figure 45 Population Health Approach to Workforce Modelling for MDT
PCN MDT Workforce model
This approach is enhanced further through the identification of the development of BLMK system, population health cohort (people aged 65 years and over with complex care needs) and staff reported outcome metrics:
	System metrics[footnoteRef:1] [1:  Metrics from existing tools and reporting frameworks, including ASCOF, PHOF, EQ5D, HES, GP patient survey] 

	User-focussed or -reported metrics4
	Staff-reported metrics[footnoteRef:2] [2:  Statements are taken from the NHS staff survey and could be applied to all MDT care professionals] 


	· Number and rate of unplanned (or avoidable) acute admissions in people age 65 years or more
· Rate of unplanned hospitalisations per 100,000 population aged 65 and over for chronic ambulatory care sensitive conditions
· Proportion of people aged 65 and over who were still at home 91 days after discharge from hospital into reablement / rehabilitation services
· Emergency readmissions within 30 days of discharge from hospital for those aged 65 and over
· Permanent admissions to residential and nursing care homes, per 100,000 population
	· Self-reported well-being
· Quality of life measurement in people aged over 65 
· Proportion of people who use services and their carers who reported that they had as much social contact as they would like 
· Proportion of people with a care plan who were involved in putting it together
· The difference between the number of people with a care plan and the number who say that they have a care plan
· Percentage of adult carers who have as much social contact as they would like
· The proportion of carers who report that they have been included or consulted in discussion about the person they care for
	· ‘I feel that my role makes a difference to patients / service users’
· ‘I am able to deliver the care I aspire to’
· ‘I have adequate materials, supplies and equipment to do my work’
· ‘There are enough staff at this organisation for me to do my job properly’
· ‘The team I work in has a set of shared objectives’
· ‘I am involved in deciding on changes introduced that affect my work area / team / department’


[bookmark: _Toc11852487]Figure 46 MDT workforce model metrics

The table above outlines a suite of metrics ranging from system metrics (which can act as proxies of outcomes such as independence and quality of life) to user-focussed or user-reported metrics and staff-reported metrics, relating to experiences of receiving or providing care through the case management function that have been agreed by BLMK stakeholders. This will enable us to measure the extent to which the PCN MDT Workforce model impacts BLMK Integrated Care System metrics and support an understanding of the extent to which local health service staff are genuinely providing joined up, personalised and anticipatory care. 
Similarly we have developed a set of design principles, which underpin the workforce model.
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These statements set out the Why? for the development of MDTs – that is, what they are designed to achieve. They additionally outline key information on the What? and How? This enables us to identify a consistent set of principles that are developing PCNs can apply to ensure consistent outcomes for the population health of local people in BLMK ICS
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[bookmark: _Toc11925726]Integrated Care System
BLMK ICS is currently undertaking a governance review. This will be completed by September 2019 and reflected in updates to this strategy.
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[bookmark: _Toc11852489]Figure 48 ICS governance
[bookmark: _Toc11925727]ICS priority workstreams
BLMK have identified a total of five ICS priorities to deliver the future vision for health and social care. The five priorities all overlap, and the benefits expected will only be fully realised if all five proceed in parallel. 
The development and transformation of primary care is addressed under Priority 2 with the aim to deliver high quality, scaled and resilient primary care, community and social care services across BLMK.  
All five priorities are outlined below:
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The BLMK ICS Workforce Programme is overseen by the BLMK Local Workforce Action Board (LWAB).  The operating model is supported by three sub-groups: Workforce Modelling and Supply, Leadership and OD and Education Partnership. 
Seven networks/groups outlined in the diagram below feed these priorities which are supported by the Workforce Development Academy (WDA).  
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BLMK CCGs will continue to review the GP Patient Survey results, providing a targeted response where possible to improve results annually, particularly where a negative variation from regional/national results appear. Learning between teams/providers that are members of different CCG areas currently will be facilitated where appropriate.  
A summary of BLMK CCG results from key questions from the 2018 survey: 
	Q1. Generally, how easy is it to get through to someone at your GP practice on the phone?

	Easy
	Not Easy

	BCCG
	LCCG
	MKCCG
	National
	BCCG 
	LCCG
	MKCCG
	National

	69%
	53%
	58%
	70%
	31%
	47%
	42%
	30%



	Q5. Which of the following general practice online services have you used in the past 12 months?

	Booking appointments
	Ordering repeat prescriptions
	Accessing my record

	BCCG
	LCCG
	MKCCG
	National
	BCCG
	LCCG
	MKCCG
	National
	BCCG
	LCCG
	MKCCG
	National

	20%
	13%
	20%
	13%
	19%
	19%
	21%
	14%
	4%
	4%
	5%
	3%



	Q6. How easy is it to use your GP practice’s website to look for information or access services?*

	Easy
	Not Easy

	BCCG
	LCCG
	MKCCG
	National
	BCCG 
	LCCG
	MKCCG
	National

	82%
	70%
	78%
	78%
	18%
	30%
	22%
	22%



	Q16. On this occasion (when you last tried to make a general practice appointment), were you offered a choice of appointment?

	Yes
	No

	BCCG
	LCCG
	MKCCG
	National
	BCCG
	LCCG
	MKCCG
	National

	59%
	53%
	56%
	62%
	41%
	47%
	44%
	38%



	Q22. Overall, how would you describe your experience of making an appointment?

	Good
	Poor

	BCCG
	LCCG
	MKCCG
	National
	BCCG
	LCCG
	MKCCG
	National

	66%
	55%
	60%
	69%
	17%
	26%
	22%
	15%



	Q26. Last time you had a general practice appointment, how good was the healthcare professional at each of the following

	Giving you enough time

	Good
	Poor

	BCCG
	LCCG
	MKCCG
	National
	BCCG
	LCCG
	MKCCG
	National

	85%
	82%
	82%
	N/A
	4%
	6%
	5%
	4%

	Listening to you

	Good
	Poor

	BCCG
	LCCG
	MKCCG
	National
	BCCG
	LCCG
	MKCCG
	National

	88%
	85%
	85%
	N/A
	4%
	5%
	5%
	3%

	Treating you with care and concern

	Good
	Poor

	BCCG
	LCCG
	MKCCG
	National
	BCCG
	LCCG
	MKCCG
	National

	85%
	81%
	83%
	N/A
	4%
	6%
	6%
	4%



	Q28-30.  During your last general practice appointment…

	Felt involved in decisions about care and treatment

	Yes
	No

	BCCG
	LCCG
	MKCCG
	National
	BCCG
	LCCG
	MKCCG
	National

	93%
	89%
	89%
	N/A
	7%
	11%
	11%
	7%

	Had confidence and trust in the healthcare professional

	Yes
	No

	BCCG
	LCCG
	MKCCG
	National
	BCCG
	LCCG
	MKCCG
	National

	96%
	93%
	93%
	N/A
	4%
	7%
	7%
	4%

	Felt their needs were met

	Yes
	No

	BCCG
	LCCG
	MKCCG
	National
	BCCG
	LCCG
	MKCCG
	National

	94%
	92%
	93%
	N/A
	6%
	8%
	7%
	5%



	Q48. Overall, how would you describe your last experience of NHS services when you wanted to see a GP but your GP practice was closed?

	Good
	Poor

	BCCG
	LCCG
	MKCCG
	National
	BCCG
	LCCG
	MKCCG
	National

	67%
	61%
	60%
	69%
	16%
	20%
	21%
	15%



	Q31. Overall, how would you describe your experience of your GP practice?

	Good
	Poor

	BCCG
	LCCG
	MKCCG
	National
	BCCG
	LCCG
	MKCCG
	National

	82%
	75%
	77%
	84%
	7%
	12%
	9%
	6%


[bookmark: _Toc11852492]Figure 51 Patient survey data
It is anticipated that increased provision of appointments through extended access and extended hours DES schemes as well as implementation of ongoing transformation plans around estates, workforce and digitisation will lead to an increase in satisfaction reflected by patients in the GP Patient Survey in the coming years.
[bookmark: _Toc11925731]National Reporting
BLMK ICS has an established work stream driving workforce transformation across the three CCGs with the majority of schemes aimed at developing primary care directly. This work stream will continue to work with CCGs to achieve the outcomes agreed in the workforce plan. 
We will continue to report against national GPFV/PCN metrics through completion of NHS England monitoring surveys/returns. The majority of returns are currently returned at CCG level but we expect surveys to increasingly be completed at BLMK level.  We will continue to use the annual planning cycle, and it’s outputs such as the annual operating plan and annual assurance statements, to set delivery plans and targets against identified deliverables. Submitted/published delivery plans and trajectories will be used to hold the CCG and wider system to account and inform more detailed pieces of operational planning work. This planning will include adherence to the GPFV MoU and include relevant learning and actions stemming from mid and end of year GPFV MoU reviews.
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As Primary Care Networks (PCNs) are established across the country, there is an opportunity for Patient Participation Groups (PPGs) to adapt and evolve in order to maximise their reach and impact in the face of the shifting health and care landscape.
Following incorporation as a standard part of the General Medical Services (GMS) contract for GPs, all GP Practices should have an established Patient Participation Group (PPG), however, their form, function and effectiveness varies significantly. Whilst there are some examples of good practice, PPGs can lack diversity and connection to the wider community, and can have a tendency to focus on reactively addressing concerns.
Most PPGs can be described as either following a traditional face-to-face model, or as operating virtually. In the former, a small, defined group of patients meet with the Practice Manager and perhaps a GP Partner for a couple of hours every month or so, usually at the Practice, with an agenda being set and action notes circulated after each meeting. In the latter, a newsletter or e-bulletin is circulated with requests for feedback, perhaps through online survey(s). In both cases, views are sought on areas of concern raised by patients (for example car parking issues) and matters of interest to the Practice (for example a forthcoming CQC inspection or understanding how to improve Friends and Family Test results).
Some PPGs have taken forward innovative approaches to engaging with their wider community and / or increasing the diversity / representativeness of their membership. Others have taken a more proactive approach to supporting population health and wellbeing, for example setting themselves up as ‘flu jab champions’ or promoters of cervical screening. Although informal evidence suggests that these examples are limited in number, it is important capture and to spread their learning and encourage adoption of good practice more widely.  
There are, in particular, lessons to be learned from Practices that serve a more defined or ‘specialised’ patient list, for example people with experience of homelessness, asylum-seekers and refugees, and those living with drug and alcohol addiction, who have often ‘thought outside of the box’ in developing ways to adapt their PPG to engage with these particular groups. 
In order to respond to GP Practices becoming part of PCNs, there are a number of opportunities for PPGs to develop (which PPGs could take forward individually or with other PPGs), and which PCNs may wish to explore and proactively support. It should, however, be noted that many PPGs will lack the capacity and / or resources to take forward these approaches without support (financial or otherwise) from the GP Practice and / or PCN: 
· Broadening the scope of existing PPGs’ ‘agenda’ or remit to include services beyond General Practice, and to include health and wellbeing as well as use of services – this could include feeding views into the PCN as well as into the Practice;
· Broadening membership to increase diversity and to include members of the public / those who do not (commonly) access services as well as active, registered members of the GP Practice – bringing different viewpoints. This may require changes to ways of working, including format, time, frequency and venue for meetings (and exploring virtual approaches which complement face-to-face activities); 
· Connecting up existing PPGs who are part of a single PCN through a network and / or through the establishment of a ‘hub and spoke’ model / an overarching / coordinating ‘PCN patient group’ – providing a clear route for views to influence the PCN (as well as the Practice), included as part of governance structures; 
· Amalgamating two or more existing PPGs to reduce administrative burden, increase energy and diversity, and provide more of a social network for members – this could take place alongside broadening PPGs’ scope and membership, and creating a PCN PPG umbrella or coordinating approach as outlined above;
· Development of themed PPGs or PPG ‘task and finish’ groups operating across the PCN, potentially time-limited and drawn from members of existing PPGs and other patient groups, to support PCN decision-making on particular issues, for example rollout of virtual clinics, promoting the use of community pharmacists;  
· Consideration of more active, potentially more formal or defined connection and joint working between PPGs / an overarching PCN PPG and local Healthwatch(es); 
· Connecting GP Practice PPGs with other existing patient groups, including those ‘hosted’ by other health and social care providers and community-led activities, for example cancer support groups, carers’ groups, and with community-led ‘health and wellbeing’ groups such as walking and singing groups;
· Exploring the connection between Foundation Trust members, PPGs, other patient groups, community groups and local Healthwatch(es).
As PCNs will include a number of different service providers, including (typically) more than one GP Practice, there is a real opportunity to consider the evolution of PPGs into groups which represent patient, carer and public interests more widely, rather than as groups which focus solely on issues relating to one Practice. 
This would not necessarily see a PPG ‘divorced’ from its associated or ‘home’ Practice but rather expanding its agenda or remit to look at areas of concern, interest or potential impact across the PCN footprint. This could include access to NHS dentistry, improving opportunities for physical activity, or support for people with a learning disability, for example. Musculoskeletal (MSK) services, pharmacy and community services are already emerging from initial discussions as themes where PPG input would be useful, and it will be important for PPGs to also connect into social prescribing activities, and especially to link workers (who will be established in each PCN). 
The expansion of PPGs’ remit also provides potential scope for consideration of how such groups can support other providers across the PCN to engage.
Some PPGs already have good connections and relationships with their local Healthwatch, and it is common for members to be part of both groups. There are mutual benefits in local Healthwatch organisations connecting more formally or directly with PPGs in their area, especially around primary medical care issues / topics, sharing expertise and resources – this would in turn support the PCN. 
Local Healthwatch can also act as a conduit to ‘seldom heard’ groups within their community – especially where they have focused on particular groups, for example d/Deaf people or people with a learning disability – and can also share expertise and offer a link into their activities in this regard.  It is important that local Healthwatch, PPGs and PCNs avoid duplication in engagement approaches and structures, coordinating and collaborating as much as possible.
Working with emerging and ‘front-runner’ PCNs, PPGs and NAPP, NHS England is proposing to develop a set of resources which can support PPGs to evolve to reflect the establishment of PCNs and to increase their reach, diversity and effectiveness, and to support PCNs to connect with and include PPGs as part of their public engagement approaches and decision-making structures. These resources could include ‘how to’ or bite-sized guides, template documents, webinars and good practice examples.
In taking forward any or all of the above options, PPGs and PCNs should consider some core principles, ensuring that:
· It is clear how patient, carer and public views can influence decision-making, both who and what is included within the scope or remit of the group or activity
· Connections are made between different community involvement activities and local groups
· Activities are as inclusive and accessible as possible, proactively including ‘seldom heard’ groups, those who do not use services and those that experience health inequalities
· An ‘assets-based’ approach is taken, recognising that everyone ‘brings something to the table’, linking to community leaders and reaching out to where people already are
· Everyone involved is treated with respect and relationships are nurtured – focusing on ongoing dialogue and partnership
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From 2019/20 onwards all three BLMK CCGs have delegated responsibility for Primary care Medical Services budgets. The budgets have had a history of underspend across the CCGs but the 2019/20 plan is much tighter as the level of allocation growth does not match the expenditure requirements and population growth. 
The allocations to be received by each CCG until 2023/24 is listed in Appendix M. Forecast levels of spend can be seen in Appendix N with the majority of funds being spent on baseline contractual aspects, such as global sums, PMS, QoF. Part of the allocation has been set aside for the new PCN DES payments outlined in the section below.
Growth in allocations for future years will be required to meet the growth in population across the three CCGs. This will include new practices with a planned development in Milton Keynes opening in 2020.  Any further transfer of funds into primary would require a stepped change in acute activity trends.
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To make these changes sustainable across the BLMK ICS, the model will be underpinned by changes to the contracting, payments and investment schemes to ensure that the care at, and close to home sector is sustainably funded. The recurrent £1.50 per head of population to come from CCG baseline allocations will be made available to PCNs over the next 5 years to enable some of the desired outputs/outcomes that are in line with National and Local Strategy:
· Full engagement of the PCN in developing, and implementing, local plans to implement the NHS Long Term Plan
· Using a population health management approach that is simple, uses existing data to help the Network properly understand the needs of the population - and tailor services accordingly
· Improved quality and performance across member practices 
· Professional leadership of the new Quality and Outcomes Framework ‘Quality Improvement’ activity across the Network 
· Development of excellent relationships across the network to enable organisational collaboration for better patient outcomes 
· Working as a network to share resources that maximise improved patient experience, outcomes and enjoyment for professionals working as part of an integrated team
· Working collaboratively with health, social care and voluntary sector  providers to identify solutions, eliminate duplication of effort, mitigate risk and reduce cost
· Demonstrable strategic leadership for workforce development, through assessment of clinical skill-mix and development of the network workforce strategy 
· Network implementation of agreed service changes and pathways, working closely with member practices, the wider PCN and the commissioner to develop, support and deliver local improvement programmes 
· Clear engagement and co-production with people to redesign care, reduce health inequalities and improve personalised care and support
· Practices within the network taking part in research studies and acting as a link between the network and local primary care research networks and research institutions 
We also know PCN development funding will be available for ICSs. It is vital that all support offers represent value for money, enable the transfer of skills and knowledge and therefore add sustainable value to the health and care system.  
The National PCN development prospectus sets out a co-produced description of what must be included in the development support modules directly linked to the PCN maturity matrix set in the context of PCNs being the foundation of Integrated Care Systems (ICSs).  It aims to provide the context for Regions, working with their systems, to develop local specifications that drive the delivery of high quality development support. The following modules are likely to be available:
· Module 1: Pre-foundation, state of readiness diagnostic
· Module 2: Organisational development and support 
· Module 3: Change management, quality and culture(s)
· Module 4: Leadership Development
· Module 5): Supporting collaborative working (MDTs)
· Module 6: Asset based Community development & Social Prescribing 
· Module 7: Population Health Management Approaches to Change Patient Care
BLMK is in a great place to work with NHSE East region to utilise these modules, having already assessed the development of its 22 PCNs as highlighted in the map in Appendix L.
This has helped the BLMK system to establish a clear understanding of the development needs for each of its PCNs and the resource requirements to meet these needs, as set out in Figure 54 below – we estimate that to meet these needs as described would require funding c.£390k. Once we receive information on the funding available to the ICS for PCN development we will be able to assess affordability, and if necessary prioritise the necessary interventions.
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In the meantime the following support as set out in Figure 53 from our delivery partners (NAPC) has been agreed to ensure maintained momentum in the short-term across BLMK. This is affordable as part of our current agreement.
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[bookmark: _Toc11852494]Figure 53 NAPC PCN support
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BLMK CCGs will ensure successful flow of funds to Primary Care Networks to enable them to begin delivery of the PCN DES. The payments included in 2019/20 are set out below:
	Payment type
	Amount
	Total across BLMK
	Effective date

	Network engagement funding – an annual payment paid to individual practices for participation in a Network.
	£1.76 per patient
	£1,632,265
	1st July 2019

	Network payment – a recurrent monthly payment, paid to the nominated account within the network from the CCG central allocations, intended to support the day to day operation of the network but allocation to be decided by the network.
	£1.50 per patient per year or £0.125 per patient per month
	£1,480,296
	Paid in July but backdated to 1st April 2019

	Extended hours funding – the current extended hours DES will transfer to the network DES from 1st July 2019. Funding paid monthly to the nominated account and networks to decide how it is allocated between practices.
	£1.099 per patient per year or £0.122 per patient per month
	£1,084,563 
(9 months)
	1st July 2019

	Workforce – 100% funding for 1wte Social Prescriber and 70% funding for 1wte Clinical Pharmacist. Paid monthly.
	Up to £37,810 annually for the Clinical Pharmacist
Up to £34,113 annually for the Social Prescriber
	Dependent upon PCN take-up of offer
	1st July 2019

	Clinical Director – funding provided on a sliding scale depending on network size. Paid monthly.
	0.15wte per 30,000 population (£20,627)
0.2wte per 40,000 population (£27,503)
0.25wte per 50,000 population (34,379)

Works out at £0.514 per patient per year or £0.057 per patient per month
	£507,248
	1st July 2019
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The following allocations for 2019-21 against ongoing delivery of the GP Forward View have been agreed by BLMK CCGs and NHS England in a Memorandum of Understanding. 

	Bedfordshire, Luton and Milton Keynes
	 
	 

	
	
	
	
	19/20
	
	20/21

	
	
	
	
	allocation
	
	ring-fenced allocation

	
	
	
	
	
	
	

	Practice Resilience
	
	
	£130,334
	
	£138,480

	GP Retention 
	
	
	£206,880
	
	£207,720

	Reception and Clerical
	
	£170,770
	
	£171,525

	Online Consultation
	
	
	£278,586
	
	£272,550

	Practice Nursing
	
	
	
	
	£69,240

	
	
	
	
	
	
	

	Total
	 
	 
	 
	£786,570
	 
	£859,515
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Investment and Impact Fund

As stated in the chapter on Element 2 in this document the Investment and Impact Fund is a new fund which Primary Care Networks will have access to and will help support implementation of the NHS Long Term Plan. Funding across England will rise from £75 million in 2020/21 to £300 million in 2023/4. 

As more detail is published regarding the fund PCNs and CCGs will develop plans to implement against the framework. 

[bookmark: _Toc11925738]Investment in Estates and Technology
In addition to business as usual expenditure on IM&T and GP IT capital bids BLMK are seeking to maximise the opportunity for ETTF funds.
Estates and Technology Transformation Fund (ETTF) 
The BLMK allocation of ETTF funding for 2020/21 has been confirmed, and priorities have been discussed in principle with NHS England. 
2019/20 ETTF Funding
The following schemes were allocated ETTF funding in 2019/20. The figure below provides a position update for these projects.
	Scheme
	Value
	Position Update
	Revised Budget for 2019/20

	Kingsway
	£502,000
	(Luton Estates scheme)
Scheme still at planning stage. NHSE have reallocated funding into 2020/21. 
	£0

	Brooklands
	£1,425,900
	(MK Estates scheme)
Scheme delivered by MK Council. Awaiting approval of OBC and Section 2 contract arrangements from NHSE. On track for receiving capital this year. 
	£1,425,900

	GHH Hub Business Case
	£164,000
	(Bedford Estates scheme)
OBC due for completion Sep 2019, subject to interdependent commissioning issues (including hydrotherapy pool). This remaining funding relates to FBC - on track for commissioning FBC prior to year-end. 
	£164,000

	GHH Phase 1
	£450,000
	(Bedford Estates scheme)
On track for capital delivery of first phase of Hub scheme during 2019/20
	£450,000

	MK Central Surgery
	£116,000
	(MK Estates scheme – not included in previous paper to Executive)
On track for capital delivery during 2019/20
	£116,000

	ISP1 Programme
	£500,000
	(Digital programme across the three CCGs)
Executive Team previously agreed increasing allocation to £850,000. NHSE have now confirmed this increased allocation in principle. Updated PID to be submitted to NHSE. 
On track for delivery during 2019/20
	£850,000

	TOTAL
	
	
	£3,157,900
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Risks associated with 2019/20 funding:
· Brooklands is a national pilot scheme for using new legal arrangements for transferring ETTF funding to a Local Authority (Section 2 contract). Delays in structuring legal agreements could delay receipt of capital funding, with potential revenue implications for MKCCG. NHSE are currently reporting confidence in being able to complete in 2019/20.
· GHH Hub Business Case. Delays in confirming the long-term commissioning arrangements for the hydrotherapy pool at Gilbert Hitchcock House would cause delays in finalising the OBC for the Hub scheme – which may prevent the £164,000 funding for the FBC being spent during 2019/20. Mitigations could include reallocating the funding into 2020/21, or Bedford Hospital Trust funding the FBC following national approval of the OBC. 

2020/21 Funding
NHSE have confirmed that £3.96m ETTF Funding is available to the BLMK CCGs in 2020/21. The figure below sets out the proposals that have been agreed in principle with NHSE for this funding. These proposals have been developed with estates and digital leads across the three CCGs and in discussion with relevant ICS leads. 
There will be flexibility to reallocate funding between schemes later in 2019/20 if required. 

	Scheme

	Value
	Comments

	Kingsway
	£502,000
	(Luton Estates Scheme)
Funding reallocated from 2019/20 to provide sufficient time for patient consultation and completion of project. Potential to increase the value of the contribution if any of the other schemes are delayed.

	Red House
	£700,000
	(MK Estates Scheme)
Extension of existing GP premises. PID approved by MKCCG, OBC in development. Further detail is needed later this year to confirm if this scheme will be eligible for ETTF funding.

	Whitehouse
	£1,100,000
	(MK Estates Scheme)
Capital towards scheme. Potential to increase the value of the contribution if any of the other schemes are delayed. Also requires Section 2 contract arrangements, so dependent on successful completion of Brooklands legal arrangements. 
Scheme, being delivered by MK Council, expected to be delivered by March 2019.

	ETTF Legacy Fund
	£690,000
	(BLMK-wide)
Funding to support quick-win priorities to be potentially identified through Estates Strategy development. 

	ISP1 Programme
	£1,000,000
	Continuation of ISP1 Programme, with priority focus on digital enablement of Primary Care Networks (potentially including hardware to support new agile working arrangements – e.g. members of staff working across multiple practices). PID to be submitted to NHSE providing an outline of programme for 20/21.

	TOTAL

	£3,992,000
	(Slightly over BLMK allocation, approved in principle by NHSE)
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Risks associated with 2020/21 funding:
· Further detail required by NHSE regarding Red House scheme to confirm eligibility for ETTF funding. Potential revenue implications for MKCCG if the scheme is not eligible for this capital contribution. 
· Funding towards Whitehouse scheme dependent on the same new legal arrangements as are being developed for the Brooklands scheme. Delays in structuring legal agreements could delay receipt of capital funding, with potential revenue implications for MKCCG. Considered low-risk at this stage. 
· Risk of perceived inequity of funding allocation across BLMK (no Bedfordshire estates schemes included in proposals). This is due to the necessary constraints around which schemes this funding can be used towards, i.e. practical completion expected during 2020/21.  
In addition to ETTF significant resources have been secured and established to support delivery of the digital element of the primary care strategy, including, 
· £6.6m HSLI (Health System Led Investment) Funding to support implementation of the integrated health and care record across BLMK 
· ICS Chief Information Officer and Digital Programme Lead
· ISP1 Programme Lead and dedicated Programme Manager
· Dedicated ICS Information Governance Lead

The ongoing revenue implications of each project are assessed and signed off by the appropriate Board prior to implementation. The impact of increased agile working in particular will require further assessment during 2019/20. 

[bookmark: _Toc11925739]Investment and Impact Fund

As stated in the chapter on Element 2 in this document, the Investment and Impact Fund is a new fund which Primary Care Networks will have access to and will help support implementation of the NHS Long Term Plan. Funding will rise from £75 million in 2020/21 to £300 million in 2023/4. 

As more detail is published regarding the fund PCNs and CCGs will develop plans to implement against the framework. 
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Delivery of the BLMK Primary Care Strategy relies on the funding streams outlined in this section being made available to CCGs, Primary Care Networks and other relevant providers. Alterations to the above may result in some work streams taking longer to complete or not taking place at all. Aside from the general risk around receipt of funding the following risks to delivery remain:

· Resilience – current ageing workforce and pressure this is putting on GPs and current configuration of practices and capacity to deliver transformation
· Resilience – increasingly, funding having to be diverted to support practices (caretaking arrangements, procurement  and APMS contract premiums, mergers, section 96 support etc)
· Workforce – plans to develop PCNs and develop practice resilience rely on the delivery of new roles and the upskilling of existing skills
· Digital – There is a risk that digital enablers  fail to provide the functionality needed by PCNs/the wider health economy to deliver the new model of care
· PCNs developing and maturing - development will rely on strong clinical leadership and engagement. They need to be forward thinking, entrepreneurial and deliver. 
· Estates - delivery of major estates programme and primary care seizing the opportunity that this presents.    

As part of this strategy mitigations are being developed for each of these risks. 
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	Data Source
	Link

	National general practice profile from PHE can be useful source of demographics info and mapping solutions. 

	https://fingertips.phe.org.uk/profile/general-practice/data#page/8 

	Weighted populations and allocations 

	https://www.england.nhs.uk/allocations/ 

	GP practices data 

	https://digital.nhs.uk/services/organisation-data-service/data-downloads/gp-and-gp-practice-related-data
and
https://digital.nhs.uk/data-and-information/publications/statistical/patients-registered-at-a-gp-practice 

	Workforce data 

	https://www.nwrs.nhs.uk/ 

	GP Patients survey 
	http://www.gp-patient.co.uk/ 


[bookmark: _Toc11852499]Figure 58 Useful data sources
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[bookmark: _Toc11925745]Appendix C: Time series of baseline figures for GP’s (workforce)
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[bookmark: _Toc11925746]Appendix D: BLMK ICS Leadership & OD plan
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[bookmark: _Toc11925749]Appendix G: Priority Primary Care Estates Scheme
	Scheme
	Description
	Expected Delivery 

	Kingsway (Luton)
	Refurbishment of a GP premises to enable co-location of two surgeries
	2020/21

	Red House (Milton Keynes)
	Expansion of a GP premises to provide much-needed additional capacity
	2020/21

	Whitehouse (Milton Keynes)
	Integrated health and care hub being developed in partnership with Milton Keynes Council to serve large new housing development (list size of up to 22,000)
	2020/21

	Gilbert Hitchcock House Hub (Bedfordshire)
	Integrated hub to enable co-location of three surgeries into one building, alongside a range of integrated services. 
	2022/23

	Chiltern Vale Hub (Bedfordshire)
	Integrated health and care hub being developed in partnership with Central Bedfordshire Council, including relocation of a number of GP practices in Dunstable town centre
	2022/23

	Ivel Valley Hub (Bedfordshire)
	Integrated health and care hub being developed in partnership with Central Bedfordshire Council, including relocation of up to two GP practices in Biggleswade
	2022/23

	Kempston Hub (MSCCC)
	Proposed relocation of up to three GP Surgeries into one Hub facility in Kempston, with potential to provide a range of other health and community services from the same building
	2022/23

	Biddenham Primary Care Home Hub
	Proposed relocation of the two Bromham branch surgeries into a new facility between Bromham and Biddenham. 
	2020/21

	Wootton Healthy Living Centre – new premises 
	(High Street GP facility)
Proposed relocation of the surgery in Wootton into new permanent premises. Planning for this new facility will be carried out in conjunction with the planning for the proposed Kempston facility, to maximise opportunities to improve access for Wootton residents to a wider range of services. 
	2021/22

	Shortstown Surgery – new premises
	(High Street GP facility)
Relocation of Shortstown Surgery into new facility. 
	2019

	Marston Surgery 
	Reconfiguration of GP surgery premises to provide much-needed additional capacity
	2019


[bookmark: _Toc11925750]Appendix H: BLMK Cluster Maturity Map – March 2019
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[bookmark: _Toc11925753]Appendix K: Personalisation Programme
BLMK are initially targeting the following cohorts for the purposes of expanding the personalised care approach:
· Mental Health (S117) and Learning Disabilities
· Long term conditions: Cancer, Diabetes, ABI/Stroke
· Frailty
· End of Life (EOL)
· Maternity
· Wheelchairs
· Carers

Mental Health and Learning Disabilities
							
· BLMK are developing a personalised offer for those entitled to Section 117 aftercare. This will include personal health budgets (PHB) in readiness for the legal ‘right-to-have’ developments. Several events have been held with the NHSE Personalised Care team in order to develop the process for the S117 cohort, which involved NHS commissioners, local council commissioners and mental health providers.
· We are committed to creating more confident and empowered people with serious mental illness to self-care. We will ensure that the mental health providers and adult social care teams use the personalised approach to develop the skills and knowledge of the people and staff to manage personal budgets.
· Some people with complex needs Learning Disability clients who have moved out of inpatient facilities and are living in their own homes or supported accommodation and receive complex packages of care and being assessed for suitability of PHB offer. 

Maternity:	

There are approximately 1000 births per month across BLMK. We will continue to work towards implementing the recommendations from the Five-Year Forward View as documented in the Better Births report from 2015. Particular focus will be on ensuring that all women have a personalised care plan (as mandated by 2021), developed with her midwife and other health professionals, which sets out her decisions about her care, reflects her wider health needs and is kept up to date as her pregnancy progresses. 


Continuing Healthcare: 

BLMK will continue to work together to further develop CHC functions, processes and policies in order to ensure a high-quality personalised approach. We are committed to meeting the requirements of Personal Health Budgets being the default position for CHC. This will be achieved by:
· Converting those living/receiving domiciliary care to a PHB at review
· The default offer of a PHB for newly funded CHC patients receiving domiciliary care 

End of Life (EOL)

An End of life transformation programme is currently underway, which includes:
· Focus on advanced care planning in Primary Care – training and education around good conversations with people
· To identify more people who are in last year of life (with long term conditions)
· Implementing EPaCCS (Electronic Palliative Care Co-ordination system

Wheelchairs

Our wheelchair providers currently offer personalised care and support plans and personal wheelchair budgets are now being offered across BLMK.

High Intensity Service Users

BLMK plans include Multi-Disciplinary Team (MDT) intervention, along with multi-agency case management for risk-stratified patients with complex needs delivered at place. We will continue to focus on high intensity users’ schemes to optimise admission avoidance pathways. 

High-intensity service users have been identified and have been offered a period of intensive support, including a personalised offer and what matters conversation. We are in the process of developing a PHB offer for this cohort.

ABI/Stroke

We are exploring the possibility of PHBs for those that have an ABI or have suffered a stroke, and may benefit from care at home rather than in a nursing home setting. This will be particularly relevant following a period of intense rehabilitation as people are returned to their local community. 

Long-term Conditions and Frailty

BLMK will continue to make use of frailty index risk assessment tools in order to identify those who would benefit from personalised anticipatory care and support planning, self-care management, heath coaching, community support, advice and guidance, navigation and rapid response MDT intervention, to identify and monitor those at risk of acute admissions.

[bookmark: _Toc400019265]Person Centred Care and Support Planning
BLMK are committed to ensuring that people receive a truly person centred approach to care planning, continuing the shift to ‘what matters to you’ rather than ‘what is the matter with you’. We will continue to expand on this approach through further comprehensive staff training and review.
Shared Decision Making (SDM)
We have shared decision making in place across our respiratory pathway within Bedfordshire, but are committed to developing and expanding the approach. We are working with the NHSE personalised care team and the SDM lead to fully embed SDM in a RightCare specialty pathway. 
Shared Decision making training will be rolled-out to include primary care as we seek to ensure the approach is business as usual going forward.
Social Prescribing

Social prescribing is in place across BLMK and we are committed to further expanding the offer, to include the use of additional link workers as per the NHSE funding for additional link-workers for Primary Care Networks.

Solutions will include linking people to local groups, activities and new hobbies. Individuals will have support tailored to their needs, ranging from very regular, intensive support to single-contact interventions.

[bookmark: _Toc400019266]Self-Care and Self-Management

Within the self-care/self-management programme, there are three main areas of activity:

i. Directory:
We will further develop local directories to ensure it is a trusted source of current information for services and support to help people to manage their conditions in the community. 

ii. Health coaching – capacity building:

There will be continued training for various professional groups, including adult social care, housing, revenue and benefits. GPs and practice staff covering the following:
· Conversational skills
· Behaviour change theory
· Motivational interviewing
· Goal-setting

There has been interim local evaluation of this training and has highlighted what participants are doing differently as a result of the programme:
· Asking more open questions
· Rethinking and rewording how I ask questions
· Encouraging people to think and make decisions
· Recognising the power of small, realistic steps
· Actively listening
· Movement from an advice giver to a coach
· Using the range of tools

iii. Population management/self-care:
There will be continued work on place based population health analytics to identify areas of opportunity with an aligned menu of interventions. This will be available within primary care and will link to the outcomes framework. 
The objectives of this activity fall within two strands:
i. Population identification/stratification
· Improve approaches to identify the population cohort at risk of high secondary care usage
· Ensure clear support, pathways and service options are available to those identified, linking to current services
ii. Developing self-care and self-management in the community:
· A Staff Health Coaching Programme will strengthen the customer service offer for prevention and early intervention

This approach will involve risk segmentation methodology developed locally using the following segmentation criteria:
· Utilisation levels
· Level of chronic disease burden
· Cost of care
· Presence of specific disease state

Co-production

We have established a strategic co-production group of people with lived experience of personalised care across BLMK. This group sits on the Personalised Care steering group and will have a direct impact on decisions and strategy as we further embed the Personalised Care approach.

Patient Activation Measure (PAM)

The Patient Activation Measure is in use across BLMK as part of the social prescribing pathway. The score is used to determine the level of support appropriate to achieve maximum outcomes for people.

[bookmark: _Toc11925754]Appendix L: PCN Network Map – Required Support from May 2019
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1. [bookmark: _Toc11925756]Appendix N: Primary Care Medical Services Forecast Spend
	Bedfordshire Delegated Budget 19/20- 23-24

	
	
	19-20
	20-21
	21-22
	22-23
	23-24

	Population Growth
	
	
	2.00%
	1.92%
	1.64%
	1.64%

	Inflation
	
	
	2.30%
	2.80%
	2.50%
	2.70%

	
	
	
	
	
	
	

	
	
	£000
	£000
	£000
	£000
	£000

	 Main Contract
	
	£43,044
	£44,173
	£45,703
	£47,598
	£49,663

	
	
	
	
	
	
	

	 Primary Care Networks
	
	£1,671
	£2,647
	£3,610
	£4,924
	£6,457

	
	
	
	
	
	
	

	 Enhanced Services
	
	£1,487
	£1,535
	£1,608
	£1,674
	£1,747

	
	
	
	
	
	
	

	 Premises
	
	£5,030
	£5,246
	£5,494
	£5,721
	£5,970

	
	
	
	
	
	
	

	 Primary Care Other
	
	£1,077
	£909
	£929
	£951
	£973

	
	
	
	
	
	
	

	 Quality & Outcomes
	
	£5,456
	£5,691
	£5,959
	£6,206
	£6,476

	
	
	
	
	
	
	

	 Prescribing
	
	£1,823
	£1,901
	£1,991
	£2,074
	£2,164

	
	
	
	
	
	
	

	 Other
	
	£3,220
	£3,775
	£4,405
	£4,513
	£4,630

	
	
	
	
	
	
	

	 Central Costs
	
	£30
	£81
	£83
	£85
	£87

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	Contingency
	
	£314
	£329
	£349
	£368
	£390

	QiPP Required
	
	-£360
	-£445
	-£397
	-£453
	-£619

	
	
	
	
	
	
	

	Total Annual Expenditure
	
	£62,792
	£65,842
	£69,734
	£73,661
	£77,937

	
	
	
	
	
	
	

	Allocation
	
	£62,792
	£65,842
	£69,734
	£73,661
	£77,937





	Luton Delegated Budget 19/20- 23-24

	
	
	19-20
	20-21
	21-22
	22-23
	23-24

	Population Growth
	
	
	2.00%
	1.92%
	1.64%
	1.64%

	Inflation
	
	
	2.30%
	2.80%
	2.50%
	2.70%

	
	
	
	
	
	
	

	
	
	£000
	£000
	£000
	£000
	£000

	 Main Contract
	
	£20,531
	£21,193
	£22,045
	£22,959
	£23,955

	
	
	
	
	
	
	

	 Primary Care Networks
	
	£902
	£1,453
	£2,042
	£2,841
	£3,773

	
	
	
	
	
	
	

	 Enhanced Services
	
	£677
	£706
	£740
	£770
	£804

	
	
	
	
	
	
	

	 Premises
	
	£3,259
	£3,399
	£3,559
	£3,707
	£3,868

	
	
	
	
	
	
	

	 Primary Care Other
	
	£373
	£344
	£317
	£325
	£334

	
	
	
	
	
	
	

	 Quality & Outcomes
	
	£2,455
	£2,560
	£2,681
	£2,792
	£2,913

	
	
	
	
	
	
	

	 Prescribing
	
	£269
	£281
	£294
	£306
	£320

	
	
	
	
	
	
	

	 Other
	
	£2,303
	£2,519
	£2,746
	£2,846
	£2,956

	
	
	
	
	
	
	

	 Central Costs
	
	£60
	£61
	£63
	£64
	£66

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	Contingency
	
	£328
	£976
	£818
	£184
	£191

	QiPP Required
	
	£0
	£0
	£0
	-£44
	-£944

	
	
	
	
	
	
	

	Total Annual Expenditure
	
	£31,157
	£33,493
	£35,305
	£36,750
	£38,235

	
	
	
	
	
	
	

	Allocation
	
	£31,157
	£33,493
	£35,305
	£36,750
	£38,235



	Milton Keynes Delegated Budget 19/20- 23-24

	
	
	19-20
	20-21
	21-22
	22-23
	23-24

	Population Growth
	
	
	2.00%
	1.92%
	1.64%
	1.64%

	Inflation
	
	
	2.30%
	2.80%
	2.50%
	2.70%

	
	
	
	
	
	
	

	
	
	£000
	£000
	£000
	£000
	£000

	 Main Contract
	
	£24,163
	£25,181
	£26,034
	£26,782
	£27,577

	
	
	
	
	
	
	

	 Primary Care Networks
	
	£1,175
	£1,611
	£2,120
	£2,939
	£3,973

	
	
	
	
	
	
	

	 Enhanced Services
	
	£757
	£790
	£827
	£861
	£899

	
	
	
	
	
	
	

	 Premises
	
	£4,055
	£4,229
	£4,429
	£4,612
	£4,812

	
	
	
	
	
	
	

	 Primary Care Other
	
	£491
	£410
	£330
	£367
	£406

	
	
	
	
	
	
	

	 Quality & Outcomes
	
	£3,063
	£3,195
	£3,345
	£3,484
	£3,635

	
	
	
	
	
	
	

	 Prescribing
	
	£189
	£197
	£207
	£215
	£225

	
	
	
	
	
	
	

	 Other
	
	£944
	£1,228
	£1,546
	£1,585
	£1,628

	
	
	
	
	
	
	

	 Central Costs
	
	£93
	£145
	£150
	£153
	£157

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	 Reserves
	
	£332
	£69
	£30
	£183
	£329

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	[bookmark: _GoBack]Total Annual Expenditure
	
	£35,262
	£37,055
	£39,017
	£41,182
	£43,642

	
	
	
	
	
	
	

	Allocation
	
	£35,262
	£37,055
	£39,017
	£41,182
	£43,642




	


[bookmark: _Toc11925757]Appendix O: Engaging the team
We’ve learnt through the existing BLMK primary care development programme that the following ways of working create a productive environment for PCNs and their MDTs to flourish.
Help people to feel part of something
· a network of people first; task second
· let the network evolve and grow naturally –  decide together who to involve / include
· have fun at meetings, and meet socially outside work 

Recognise the need for leadership to set the pace and maintain momentum, but
· Don’t tell people the answer; work it out together
· Pick up the phone and speak to people to find out what matters to them and how they want to get involved
· Look for the common ground; what we can all agree on (population health is a great way of refocusing the debate)
· Find the potential dissenters and give them a role to support and drive the work

Let people go at their own pace
· People can’t own something they feel they’ve had no contribution to, or interest in - it takes time to get and keep them involved
· Different people coming along to meetings. If we’ve identified a gap in representation, or someone has been unable to attend - always catch them up before we move on to the next thing
· If people want to get involved, don’t kill enthusiasm by saying no; find something for them to do

Keep it practical and simple
· Use stories / case studies to bring ideas / concepts to life – not everyone understands theoretical / policy language
· Ask targeted questions to help people think through the why, what and the how
· Focus on one thing at a time – help people to see this is possible to do
· Keep the priority cohort (segment of the population) to a manageable size – c300, to review functions and develop new models of care


Primordial prevention


Primary prevention


Secondary prevention


Working in partnership with local communities promote wellbeing and address ‘the causes of the causes’ of ill health such as poor housing and worklessness


Preventing people becoming ill in the first place through vaccination programmes and behavioural interventions such as smoking cessation


Early identification and treatment through national screening programmes; better detection and management of risk factors for disease such as hypertension and atrial fibrillation


Tertiary prevention


Improving quality of life and managing symptoms of existing disease
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NHS England

CCG Allocations 2019/20 to 2023/24

Primary medical care allocations with adjustment for GP contract Final 

allocation 

after place-

based pace of 

change

Allocation 

after 

adjustment 

for GP 

contract

 Allocation 

adjustment 

for GP 

contract

Final 

closing 

DfT

06F NHS Bedfordshire CCG 64,653 62,792            -1,861  -0.75%

06P NHS Luton CCG 32,080 31,157            -923  -0.01%

04F NHS Milton Keynes CCG 36,307 35,262            -1,045  -3.47%

QHG Bedfordshire, Luton and Milton Keynes STP 133,040 129,211          -3,829  -1.33%

2019/20


image67.emf
NHS England

CCG Allocations 2019/20 to 2023/24

Primary medical care allocations with adjustment for GP contract Final 

allocation 

after place-

based pace of 

change

Allocation 

after 

adjustment 

for GP 

contract

 Allocation 

adjustment 

for GP 

contract

Final 

closing 

DfT

06F NHS Bedfordshire CCG 67,789 65,842            -1,947  -0.90%

06P NHS Luton CCG 33,493 32,531            -962  -0.14%

04F NHS Milton Keynes CCG 38,151 37,055            -1,096  -3.28%

QHG Bedfordshire, Luton and Milton Keynes STP 139,433 135,428          -4,005  -1.38%

2020/21
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NHS England

CCG Allocations 2019/20 to 2023/24

Primary medical care allocations with adjustment for GP contract Final 

allocation 

after place-

based pace of 

change

Allocation 

after 

adjustment 

for GP 

contract

 Allocation 

adjustment 

for GP 

contract

Final 

closing 

DfT

06F NHS Bedfordshire CCG 72,367 69,734            -2,633  -0.16%

06P NHS Luton CCG 35,305 34,021            -1,284  -0.18%

04F NHS Milton Keynes CCG 40,490 39,017            -1,473  -3.05%

QHG Bedfordshire, Luton and Milton Keynes STP 148,162 142,772          -5,390  -0.97%

2021/22
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NHS England

CCG Allocations 2019/20 to 2023/24

Primary medical care allocations with adjustment for GP contract Final 

allocation 

after place-

based pace of 

change

Allocation 

after 

adjustment 

for GP 

contract

 Allocation 

adjustment 

for GP 

contract

Final 

closing 

DfT

06F NHS Bedfordshire CCG 75,889 73,661            -2,228  0.04%

06P NHS Luton CCG 36,750 35,671            -1,079  -0.12%

04F NHS Milton Keynes CCG 42,428 41,182            -1,246  -2.83%

QHG Bedfordshire, Luton and Milton Keynes STP 155,067 150,514          -4,553  -0.80%

2022/23
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NHS England

CCG Allocations 2019/20 to 2023/24

Primary medical care allocations with adjustment for GP contract Final 

allocation 

after place-

based pace of 

change

Allocation 

after 

adjustment 

for GP 

contract

 Allocation 

adjustment 

for GP 

contract

Final 

closing 

DfT

06F NHS Bedfordshire CCG 79,387 77,937            -1,450  0.03%

06P NHS Luton CCG 38,235 37,536            -699  -0.13%

04F NHS Milton Keynes CCG 44,454 43,642            -812  -2.60%

QHG Bedfordshire, Luton and Milton Keynes STP 162,076 159,115          -2,961  -0.74%

2023/24
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STP Name Staff 

Group

Data 

Type

March 

2018

June 

2018

September

2018

December 

2018

March 

2019
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Relationships / networks: the BLMK PCH programme is a complex programme requiring a significant
investment of time and energy in the development of relationships at all levels in the system. Connecting
people to enable peer-to-peer influence to engage and involve people at all levels and across all professions
will remain critical. For example, facilitated shared learning sessions introduced to established leadership
networks have helped PCN leaders better understand their role and how to overcome emerging risks and
Issues.

Leadership: where PCN development is working well, there is a balance of clinical and operational
leadership. Establishing the meaning and approach to leadership development in relation to PCN
development has also been critical. The focus on building leadership skills and capacity as part of the day
job has been positively received and is enabling a real-life approach to leading change. We have also
identified the need for targeted action to engage all professional groups, e.g. Practice Nurses, and ensure
they are properly sighted on national / BLMK strategy and the critical role clinical leaders will play in
delivering it. We recognise the need to build strong, effective and sustainable patient / public leadership.

PCH is not in isolation: the interactions with and influence of other organisations / stakeholders impact the
pace and scope of the work. Some PCNs have needed to reframe their relationships with key stakeholders
in order to move forwards. For example, in Luton, PCN leaders have involved provider organisations
currently working at place level (250k population) in the redesign of services for their local populations of 30-
50k.
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GP Recruitment and Retention General Practice Nursing Practice Manager

- GP Fellowships (Education, - GPN Lead recruitment x 3 Development
Clinical, Commissioning) - New GPN Education Project - BLMK Strategic PM Network
- GP Preceptorship package (Recruiting 10 New GPNs) - Confident PM Programme (44
(supported 1% year with - PCNetwork GPN Leadership / PMs)
mentorship) Network of networks - PM Skills Training (6 sessions)
- Next Generation GP - GPN Forum support - PM Coaching
- GP Business Fundamentals - Funded Mentorship training - Peer to Peer appraisal training
(Lmc / Ics) - Increasing pre-reg student (LmC)
- First 5 GP Champion nurse placements - Transforming Primary Care
- First 5 GP Networks - GPN & HCA Training Leadership Programme
- GP Coaching for resilience Programme (172 funded
- Outreach VTS places)
New Roles in Practice Education and Training
- Physicians Associate Project - GPN & HCA Training
(HEE, PATH embedding newly Programme (172 funded
qualified) places)
- Clinical Pharmacist Champion - Community Pharmacist Minor
- Development ‘How to’ guide lliness (125 funded places)
for embedding new roles - Active Signposting
- 3xbid for hosting pre-reg_ - Workflow Optimisation (Clinical

clinical pharmacists Administration)
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‘enrolled’

Possible features:

discrete and co-located clinical, care, and co-
ordination capacity

broad input from across health, care, and related
public services

single MDT line management across professions
accountability for users’ care

co-location — as a physical manifestation of
integration

MDT care is made offer as an explicit offer to users
an ongoing close mechanism for building system
relationships and education and diffusing leading
practice

Possible features:

+ online forums providing access to specialist
advice

+ team members remain located within their pre-
existing organisations, structures, and locations

+ team meetings by telephone or video

+ MDT function focus on offering advice rather
than assuming collective responsibility for care

+ MDT input entirely on top of existing caseloads

+ patientisn’t aware of the MDT input
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e MDT manager / co-Ordinator

eGP (with expertise in care of the elderly)
eGP (generalist input)

e Case lead (drawn from the roles below)
e Social care professional

e Individual’s GP (or practice representative)
e Nursing professional

core team e Pharmacist professional

e Therapy professional

e Mental health worker

e Third-sector expert

e Social prescribing link worker

e  Administrator

case-specific input

e hospital geriatrician or other acute input
e specialist nurse (e.g. diabetes, COPD)
e palliative care specialist

e housing, police
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Bedford Hospital A&E Attendances- BCCG patients only
(Source: SUS+, excludes planned follow ups)
Please note: May 2019/20 data is unvalidated data from BHT Daily Sitrep and includes all
patients, not just BCCG registered patients
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MKUHFT Total A&E Attendances
Data Sources:- SUS Data (MKCCG Patients only)
- Daily AZE Figures from MKUHFT (All Patients)
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@ What have we got to deliver: seven core requirements

Timing of
appointments

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

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 2017-18 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 public to 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:

« Al 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

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

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

Issues of inequalities in patients’ experience of accessing general 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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Design

principles

WHY?

1.

Improve the health and wellbeing of BLMK residents — the service willimprove the health and wellbeing
outcomes for services users, ensuring they receive the right care and support, at the right time, in an
integrated manner.

Create a positive environment for BLMK’s workforce — BLMK’s workforce will feel valued and empowered
to deliver exceptional care and support. The service will promote an open and inclusive culture that
emphasises continual professional development.

WHAT AND HOW?

1.

Data-driven — there will be a data driven approach to identify the people that would most benefit from multi-
disciplinary case management support. In addition, there will be other clearly defined and robust criteria to
support case finding.

Trusted referral — referral in to the service willbe based on a trusted referral approach. All health and social
care professionals will be empowered and educated to identify those individuals that are likely to benefit from
MDT case management.

Single care plan — there will be a single holistic health and care plan accessible by all professionals. It will
facilitate multi-disciplinary care planning and the delivery of person-centred care and support.

Key worker approach — to support the delivery of care and support, a key worker will be assigned to each
case. They will be responsible for the co-ordination of care across partner agencies and act as a single point
of contact for individuals and their carers.

Asset-based approach — the workforce will adopt an asset-based approach to care and support provision.
They will focus on the positive aspects of the individuals and communities, valuing their capacity, skills and
knowledge to support health and wellbeing.

3rd sector integration — Voluntary, community and faith organisations will play a central role in supporting the
health and wellbeing of BLMK’s communities.

Management of public perceptions and expectations of services — People will become aware and
informed of their role in managing their health and wellbeing, taking ownership where appropriate, with
statutory services filling identified gaps to support individuals.
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Prevention: Preventing ill health and promoting good health by giving people the knowledge and
ability, individually and through local communities, to manage their own health effectively.

Primary, Community & Social Care: Delivering high quality and resilient primary, community
and social care services across Bedfordshire, Luton and Milton Keynes.

Sustainable Secondary Care: Delivering high quality and sustainable secondary (hospital) care
services across Bedfordshire, Luton and Milton Keynes

Digitalisation: Working together to design and deliver a digital programme, maximising the use
of information technology to support the delivery of care and services in the community and in
primary and secondary care

Re-Design: Working together to make sure the right services are available in the right place, at the right
time for everyone using health and social care in Bedfordshire, Luton and Milton Keynes.
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Time
period

Remaining
30days

Agreed priorities

Connect Luton & MK Federations and help
develop offer to PCNs

‘Team Based working support for Oasis PCN

Continue to support Phoenix Sunrisers (PS)
PCN

‘Support Leighton Buzzard PCN development

‘Supporting work to make connections with
‘wider CCGICS programmes

Activity

+ Meet with the Federations to agree pririties

+ Organise a oint meeting between both Federations to work through
PCHIN methodology and agree support offer to PCNs

+ Meet with Clinical Director and work through approach and delivery plan

+ Provide coaching support & work through Affina OD modules

+ Continue to develop a realistc delivery pian, working with Imperial
Paediatrcian and the PCN core team

 Work with Clinical Director and the core team to establish an evaluation
‘approach to for teir work

+ Engage with BCCG to understand ambition, challenges and agree.
‘approach

+ Engage with LB PCN to understand ambition, challenges and agree
‘approach

+ Develop and agree support/ delivery pian

+ Continue to support planning discussions with the MH Collaborative and

CYP Programme
- Aftend steering group / programme meetings as required





image56.emf
Selected CCG

NHS Luton CCG

Total number of active practices (update as required)

27

How many Primary Care Networks are planning to apply for approval? 

5

Information required for 

the Network Contract DES 

Registration Form:

"PCN boundaries"

"The Registration 

Form signed by all 

member practices"

"The single practice 

or provider that will 

receive funding on 

behalf of the PCN"

"The named accountable 

Clinical Director"

"Data sharing"

PCN Name

How many 

practices will 

form part of this 

network?

How many 

practices have 

agreed to join the 

network?

Does the CCG 

anticipate they 

will approve the 

submission of 

these practice 

members?

Please provide the 

network list size as 

at 1 January 2019

Does the PCN meet the 

geography criteria identified in 

the PCN guidance, i.e. makes 

sense to its constituent 

practices, the other community 

based providers, partner health 

and social care organisations?

How many practices 

have signed the 

registration form?

Has the 

practice/provider been 

identified and agreed to 

receive funding on 

behalf of the network?

Has the network agreed a 

process to appoint the 

Clinical Director?

Is there in-principle agreement 

on data sharing of clinical 

records and business 

administration, and practices 

have signed the national data 

sharing agreement as it 

becomes available?

Ashlealark Network 

(LUTON) 3 3 Yes 38,057 Yes 3 Yes

The Clinical Director has 

been appointed In progress

Medics Network (LUTON) 5 5 Yes 56,886 Yes 5 Yes

The Clinical Director has 

been appointed In progress

Oasis Network (LUTON) 4 4 Yes 42,438 Yes 4 Yes

The Clinical Director has 

been appointed In progress

Phoenix Sunrisers Network 

(LUTON) 7 7 Yes 48,425 Yes 0 Yes

The Clinical Director has 

been appointed In progress

Hatters Health Network 

(LUTON) 7 7 Yes 45,685 Yes 7 Yes

The Clinical Director has 

been appointed In progress

Watling Street Network (MK) 3 3 Yes 40,779 Yes 0 Yes

The Clinical Director has 

been appointed In progress

South West Network (MK) 5 5 Yes 50,223 Yes 0 Yes

The Clinical Director has 

been appointed In progress

Network 3 (MK) 4 4 Yes 38,863 Yes 0 Yes

The Clinical Director has 

been appointed In progress

 Network 4 (MK) 6 6 Yes 57,209 Yes 0 Yes

The Clinical Director has 

been appointed In progress

East Network (MK) 6 6 Yes 70,607 Yes 0 Yes

The Clinical Director has 

been appointed In progress

The Bridge (MK) 3 3 Yes 39,574 Yes 0 Yes

The Clinical Director has 

been appointed In progress

East Bedford 

(BEDFORDSHIRE) 3 3 In progress 39,225 Yes 3 Yes

The Clinical Director has 

been appointed In progress

De Parys 

(BEDFORDSHIRE) 1 1 In progress 38,654 Yes 1 Yes

The Clinical Director has 

been appointed In progress

Caritas Medical 

(BEDFORDSHIRE) 6 6 In progress 43,509 Yes 0 Yes

The Clinical Director has 

been appointed In progress

Unity (BEDFORDSHIRE) 7 7 In progress 41,276 Yes 7 Yes

The Clinical Director has 

been appointed In progress

H is for Health 

(BEDFORDSHIRE) 4 4 In progress 42,734 Yes 4 Yes

The Clinical Director has 

been appointed In progress

Hilton (BEDFORDSHIRE) 3 3 In progress 31,194 Yes 3 Yes

The Clinical Director has 

been appointed In progress

Ivel Valley North 

(BEDFORDSHIRE) 5 5 In progress 53,672 Yes 5 Yes

The Clinical Director has 

been appointed In progress

Ivel Valley South 

(BEDFORDSHIRE) 4 4 In progress 41,728 Yes 4 Yes

The Clinical Director has 

been appointed In progress

Chiltern Hills 

(BEDFORDSHIRE) 4 4 In progress 39,415 Yes 4 Yes

The Clinical Director has 

been appointed In progress

Titan (BEDFORDSHIRE) 3 3 In progress 32,603 Yes 3 Yes

The Clinical Director has 

been appointed In progress

Leighton Buzzard 

(BEDFORDSHIRE) 3 3 In progress 48,469 Yes 3 Yes

The Clinical Director has 

been appointed In progress

Primary Care Networks Development Checklist



"The names and the ODS codes of the member 

practices"

"The Network list 

size, i.e. the sum 

of its member 

practices’ 

registered lists as 


image57.png
The Core Elements of Primary Care Home

6.1—PCHand system level population health and care
priorities have been agreed

6.2 Thereisa clear definition of the change thatis.
requiredas a resultofthe population health
intervention/s

6.3 -A balance of programmes and measures exist
across the quadrupleaim to inform PCH decisions and
patient care
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whole workforce across the PCH
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postsare required to meet future population health needs and models of care
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4.4~ Providersare sharing their workforce to provide highly functioning teams
delivering multi-disciplinary care to the population asrequired and appropriate
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approach to be fully operational and optimise care ina PCH

3.1-Thereis a good understanding of the current ser
available across all local providers

3.2 Early opportunities o improve integration across current
care models are being undertaken collaboratively with other
PCH providers

3.3 All PCH providers are working collaborativelyto design
integrated population healthand care models that emphasise
proactive, preventative and ongoingself-care

3.4. New health and care models that meet population health
needs have been developed with service users and agreed byall
providers

3.5 There sa defined approach to continuingquality
improvementwithin the PCH and ensuring evaluation which
improves outcomes for patients
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Introduction

Within the context of developing a shared Leadership and
Organisational Development (OD) plan, our aspiration to move
collectively forward into an accountable care system is ambitious
and challenging. We recognise the collaborative transformative
shift required in developing shared mission and strategy,
leadership, culture and performance to deliver our system

priorities for:

* Prevention

*  Primary, Community and Social Care
» Sustainable secondary care

* Technology

» System Redesign

As 16 organisations, however, joining together in a relatively
new Sustainability & Transformation Plan (STP) footprint, we do
not have a single organisational environment to support the
transactional elements of structure, management practices,
policies and procedures, work climate and people skills, values
and motivation that are commonly accepted as critical factors to
successful organisational development (Burke-Litwin 1989,
1992, 2002).

".BLMK

® @ sustainability &

This BLMK Leadership and OD plan, therefore is developed
on a landscape of ambiguity and uncertainty, both at
national and local level ,as we move forward to
collaboratively create a new, untested and innovative
vehicle for delivering the triple aim of:

. Improved health and wellbeing

. Transformed quality of care delivery

. Sustainable finances

The Leadership and OD plan aims to support the
development of a systemic lens that enables us to develop
the people, organisations and culture across our health and
social care sectors that will build our ACS and
collaboratively execute our plans to deliver our system
priorities for our populations.

We recognise individual organisations will also continue to
undertake aspects of internal staff and organisational
development. The plan aims to identify collective
requirements for leadership, shared learning, relationship
building and organisational development of the BLMK ACS,
with the aspiration that this planning will be increasingly
undertaken on a shared platform, collaboratively pooling
resources, capacity and capability. As such this is a
dynamic document and will be annually reviewed and
updated.
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Context

Collaborative accountability, planning and delivery apparatus
can be organised at three different levels across BLMK (i.e.
We want to develop an Accountable Care System locality- Place, Borough and STP footprint).
(ACS) concept and model in BLMK to enable us to
better deliver continuous improvements in care quality,
population outcomes and value for money.

Our ACS will enable us to together manage funding for _ o Sy
the BLMK population, committing to shared :
performance goals and a financial system, to create an
effective collective decision making and governance
structure, to provide clinically networked services,
dissolving barriers and creating new relationships
between hospital, GP, mental health, community
health, social care and voluntary/charitable services, to
adopt a rigorous approach to prevention and
population health management and to ensure patient
choice and personalised care drives informed health
and wellbeing choices for local people.

In order that we can provide joined-up, better
coordinated care we choose a future of collective
responsibility for resources and population health. This
requires us to move away from traditional cultures of
organisational sovereignty and silo’s and to embrace a
transformational systems approach, where we help
each other to better deliver continuous improvement.

Leadership and organisational development within all these

Leaders of organisations need system leadership skills levels will be critical to the build and effectiveness of our future
to build the BLMK health and social care systems of BLMK care system.

tomorrow. Organisations need compassionate,
inclusive and effective leaders at all levels to drive a
new way of collaborative working. Collectively we need Our Leadership Charter will define our shared values and
to create a new organisational culture that enables us behaviours that will underpin the culture of the BLMK ACS
to trust, connect and operate differently. system:

® 0006000600000 4





BLMK

Leadership Charter

As a Leader | will As a Collective Leadership Group we will

In all that we do we live our values
Respect Integrity Accountability Care and Compassion
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Developing our Leadership and OD Plan

CEO Steering
Group M&E regional
LWAB

We have adopted a staged approach to developing
our Leadership and OD plan. This has involved
working alongside system leaders of STP priority
programmes and place specific development and
drawing from local knowledge and intelligence,

Local Workforce Action Board

Purpose: Delivery of workforce strategy

Bedford
Borough

Milton
Keynes

and f ion plan Partnership Partnership
including learning from workforce transformation @) 7 ommysoae WAB delivery
initiatives. —_—~— sleon: & viaa

Leadership and OD Approach

CEOs OD / leadership development
1) By STP and Locality (LA h
STAGE 1 ) By . y (LA geography) ‘
2) System Leadership Development and Behaviours and Values
Programme Board Development
DoFs (and other system leaders) development

Understanding leadership skills required and established shared
principles

STAGE 2

STP Workstream / Congress development
1) 1-1 Conversations to identify Programme lead needs
2) Needs of priority and workstream members
3) Leadership and OD support across workstream and projects
Place Specific Development

STAGE 3

Bedford
Borough

Milton
Keynes

Central
Bedfordshire

Embed OD into STP engagement such
as clinical conversations

STAGE 4

Highly Effective Team Working

LWAB Delivery groups

. Purpose: Delivery of work plan

. P3 Sustainable Secondary Care

programmes of
work

Central

L Bedfordshire

Partnership

/{eadershi
and 00\N

\_/

Workforce HR Staff Partnership

Planning, | functions | engagement
Design and (Partnership
Development Forum)

. P5 System Redesign

Governance and accountability for plan development and
implementation sits with our BLMK Local Workforce Action
Board and aligned to the STP groups and boards. The
Leadership and OD sub group will be the mechanism of
delivery. All 16 organisations are represented within these
groups.

Set within a wider strategic context, we have developed
our plan into four key workstreams:

+ Leadership

* Culture and Collaboration
+ Building for Success

+ System Change

Our plan on a page summarises this approach.
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Plan on a Page

The six strategic pillars

" BLMK

® @ sustainability & Transformation Plan

Employer of

- ‘ Collective Coaching Talent

« Shared vision and values for « Compassionate, inclusive
working together and effective leaders at all

« Developing our workforce levels
through shared learning - Leaders equipped to

« Continuous improvement in develop high quality local
quality, population health health and care systems in
and value for money partnership

» Leadership Charter; our shared values
and behaviours

» Collaborative leadership development

» Developing connecting networks and
relationships

» Patient/client centred — leadership for
quality improvement

» Systems Leadership and transformational
change

+ Development of Integrated health and
social care teams working in joined-up,
coordinated pathways

+ Clinically led, patient centred, outcomes
focussed

+ Staff supporting informed and empowered
communities to look after their own health
and wellbeing

» Developing systems transformation
expertise.

+ Co-design of change with staff

+ Quality Improvement culture

« Senior leaders as coaches
 Responsibility for culture

« Succession planning
« Develop STP talent

change pipelines

« Develop engaging leaders, « Align PDP with STP
through coaching style objectives
conversations

« Culture of integrity & trust

: Culture and
Les9o 30 Collaboration
System Building for
Change Success

« Shared strategic narrative

« Effective and productive

- Senior leaders prioritise workforce
involvement in staff groups « Collaborative STP working
« Co-design of service models « Shared approach to Staff
with staff Wellbeing

“Stepping into my Shoes”; an interchange
offer

Shared training, education and
development across organisations and
sectors

Co-location on the journey to integration
Governance and incentive systems that
support integrated teams

Conflict resolution

Increased staff communications

STP Master classes

Shared learning for success

Exemplar for staff wellbeing
Harmonisation of policies that support
integration and collaborative working
Effective ways of joint working that avoid
duplication and harness the skills and
expertise of staff

Digitally aware and IT enabled workforce
Developing Resilience
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Leadership

" BLMK
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System Leaders “recognise the need to build alliances and collaborations by engaging with their peers and many others in
working towards a better future” (Timmins 2015). These leadership attributes are required at all levels in the BLMK ACS,
underpinned by a collective and distributed leadership approach embedded within the responsibility of teams, not
organisations. As we enter into building a new ACS, leadership development that supports leaders to be comfortable with the
unknown, working across services and organisations to meet the needs of the population and building effective, connecting
relationships will be essential to working collaboratively for the greater good of the populations we serve.

CEO Leadership
Development (Kings Fund)

Bespoke Programme

Leading Collaborative
Integrated Health and Social
Care Teams

Team Leaders — to be
commissioned

Leadership Network

target for development e.g.
Master classes, OD
Practitioner, create frequent
connections and establish
trusting relationships

Leadership Charter

Committing to shared values
and behaviours

Senior Leaders as Coaches

For development and
performance;

Develop Clinical Champions
and Leaders

Collaboratively across
settings to lead and support
change delivery

Collaborative Leadership
Development Programme
Bespoke Kings Fund
Programme for senior system
leaders, Sector/profession
development sessions e.g.
DoF etc

Leadership 360 Framework

compassionate, inclusive and
effective leaders at all levels

Shared Leadership
Development

Offering places on
organisational based
development programmes to
BLMK system

Activity Timelines
CEQ Develaprent * *
Leadership Charler *
Collabarative L satrs * *
Collabarative Taams * * *
Seniar Leadars as Coachas *
Leadership 360 Framesoek *
Ladership Natwork *
Chncal Champions '*
Shared Daveiopmnt *

Leadership Academy National and Regional Programmes
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Culture and Collaboration

Collective leadership enables the development of high
quality care cultures which support organisations to work
collaboratively. We also believe that opportunities to train,
learn and develop together, across organisations and sectors
will enable us to build effective, connecting relationships. Co-
locating health and social care integrated teams will promote
joint- working whilst facilitating a better understanding of
each others roles and services. We will mindfully develop
and measure our steps towards a more collaborative culture.
Critical to an emerging new culture will be the response of
our local population, behaving differently to make informed
health and wellbeing choices, adopting self-care approaches
and accessing services when required in increasingly
proactive and planned pathways.

Activity Timelines

2017/18 201819 2019/2020 2020/2021

Measurement &
Ewvaluation

Stepping inio
My Shoes

* %

Covlocating leams

Muiti-professional Educatian

Apprenticeship Slandands

»

Appranticaship Carasrs

Collaboradne Frameworks

Chncal Champions

Empawaring People

* %

Measurement and evaluation of
system culture

External independent reviews e.g.
Kings Fund, adoption of a cultural

assessment tool, workforce OD
interaction (Do OD programme),
sharing of individual organisation
best practice, culture training

Co-Locating Teams

Co-locating to promote joint-
working between health and social
care teams whilst on the journey to

full integration

Apprenticeship Standards

Common standards for integrated
team working, collaboration and
leadership

Collaborative Frameworks

Shared recruitment, induction,
development rotational posts,

mentorship and placement
schemes

" BLMK

® @ sustainability & Transformation Plan

Stepping into My Shoes

An ‘interchange offer’ system, staff
volunteering to share and staff
requesting to learn across
sectors/organisations e.g.
shadowing, mentorship, action
learning, placements, improvement
projects etc.

Multi-professional Education and
Training

Shared modules for pre and post
reg training programmes e.g. for
integrated team working and
collaboration etc.

Apprenticeship Career Pathways

Develop integrated cross sector
apprenticeships e.g. Health and
Wellbeing Apprenticeships

Empowering People

Enabling staff and local people to
behave differently through health
coaching, social prescribing, shared
decision making, patient choice and
personalised care to make informed
health and well-being choices
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Building for Success

We have many local examples
of best practice, innovation
and developing health and
social care integrated new
models of care. In order to
accelerate the pace and scale
of change across the BLMK
ACS we need to
systematically share the
learning from and celebrate
these successes, whilst also
building a platform to share
OD resource, capabilities and
expertise. As we recognise
best practice we also need to
reward and value our staff,
creating safe, healthy and
engaging workplaces. We
need to ensure that focused
development programmes
support vulnerable sectors,
reflecting the national agenda,
such as for General Practice,
to ensure sustainable care
models emerge for future care
provision

" BLMK

® @ sustainability & Transformation Plan

Timelines

Activity
2017/18 2018/19 2019/2020 2020/2021
Incraersad Staff
Communications *
Empiaying
STP of Choica *
Shared Leamng *
Siaff HAWE Frogramme +
Masierclass Sanies * * +
Talend Fipaines *
Goardinale & Scaks GP w

Dewalopment Programme

Increased Staff Communications

Shared strategic narrative,
common engagement activities,
partnership forum engagement

BLMK Staff Health and
Wellbeing Programme

Sharing and spread of best
practice, common approach to
CQUINS, developing joint health
and wellbeing initiatives and
services for staff

Employing ACS of Choice

Sharing and spread of
employment best practice,
developing attractive
communities of place for people
to live and work , harmonising
employment policies

ACS Masterclass Series

system finance, developing an IT
and digitally enabled culture,
leading systems change, culture
and collaboration, Shared Public
Narrative, conflict resolution, Co-
Design of Change, Ql

Coordinate and Scale GP
Development Programmes

Central CEPN Approach, Joint-
working to deliver GPFYFV plans,
LMC engagement, enable GPs to

create capacity

Shared Learning for Success

Sharing improvements, System
Awards, shared evaluation of
continuous improvement,
Provider Learning Forum

Talent Pipelines

System succession planning,
talented integrated health and
social care teams and individuals
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System Change

Activity Timelines

2017/18 2018/19 20192020 20202021
Zoveinance &
Incerineg 53-;13-"5 * e ———————————
Supparti

e —————————————————

inhesimchire *
Transtormatianal
CrI::ng&m i *
haw Fioles B MWW * . ____________________________________________________J

Provider Allances *

We will look to transformational methods of
implementing system redesign, such as within Quality
Improvement and staff Co-design sciences, to create
environments for sustainable change. Innovative,
outcomes-based contractual approaches will support the
governance of a new system that is enabled to dissolve
traditional boundaries between professionals, sectors
and organisations and create integrated health and
social care teams coordinated around care needs.
Workforce, estates and digital operability solutions will
help create a health and social care environment that is
joined-up and coordinated. We will take collective
responsibility for resources and population outcomes.

Supporting Governance and Incentive
Systems

Pooled, capitated budgets for population
outcomes, clear financial risk/gain

agreements, new contractual
frameworks that enable fully integrated
teams, outcome-based population level
strategic planning, system performance
and monitoring functions

Transformational Change Management

Embed staff Co-Design and Quality
Improvement methodologies,
Transformational change and

Programme Management development,
adoption of RightCare methodologies to
work with clinicians to benchmark
evidence-based intelligence and support
changes in care

" BLMK

® @ sustainability & Transformation Plan

Supporting Infrastructure

Digital interoperability for shared
information and IT systems, digitally
enabled care, IT fluent workforce, system
estates planning,

New Roles and New ways of Working

Workforce planning and models to
innovatively address workforce
challenges and support new ways of
working within collaborative teams
across health and social care sectors

Develop Provider Alliances

Enable providers to create innovative
solutions for joined-up coordinated care,
inclusive of and involving voluntary and
charitable organisations with a focus on
place-based care

11





Conclusion

We cannot deliver the triple aim for our population as individual
organisations. As Grint has argued "Wicked Problems require
the transfer of authority from individual to collective because
only collective engagement can hope to address the

problem”. This means working in a joined-up, coordinated way
around the needs of local people across the health and social
care system.

Hulks et al (2017) suggest there are five key factors of success
to leading across health and social care systems:

1. Develop a shared purpose and vision

2. Have frequent personal contact

3. Surface and resolve conflicts

4. Behave altruistically towards each other

5. Commit to working together for the longer term

The authors go on to quote Senge et al (2014):

“transforming systems is ultimately about transforming
relationships among people who shape those systems. Many
otherwise well-intentioned change efforts fail because their
leaders are unable or unwilling to embrace this simple truth”

Given our vision of collective, distributed leadership at all levels,
we commit to a leadership and organisational development
journey that reflects these critical success factors and principles
in order that we can effectively work collaboratively for the
greater good our population in Bedfordshire, Luton and Milton
Keynes.

".BLMK

® @ sustainability

References

Burke, W.and Litwin, G. (1989), “A causal model of
organizational performance”, in Pfeiffer, J.W. (Ed.), 1989
Annual: Developing Human Resources, University
Associates, San Diego, CA. 277-88.

Burke, W. and Litwin, G. (1992). A Causal Model of
Organisational Performance and Change. Journal of
Management. 18. (3). 523-545.

Burke, W. and Litwin, G. (2002). Burke-Litwin casual model
of organizational change. In W.W. Burke (Org.),
Organization change: theory and practice. 195-216. London:
Sage Publications.

Grint, K.(2008). Wicked Problems and Clumsy Solutions: the
Role of Leadership. Clinical Leader 1. (2). 1757 — 3424.

Hulks, S., Walsh, N., Powell, M., Ham, C, and Alderwick, H.
(2017). Leading across the health and care system. Lessons
from experience. King’s Fund. London.

Senge, P., Hamilton, H., Kania, J. (2014). ‘The dawn of
system leadership’. Stanford Social Innovation Review,
winter, pp 27-30.

Timmins, N. (2015). The Practice of Systems Leadership.
Being comfortable with chaos. King’s Fund. London.

® 0006000600000 L2






image60.emf
Appendix E - BLMK  ICS Local Workforce Plan.pdf


Appendix E - BLMK ICS Local Workforce Plan.pdf
Milton Keynes Luton Bedfordshire B |_ M K
Clinical Commissioning Group Clinical Commissioning Group Clinical Commissioning Group .. .

General Practice Workforce Plan and
Development Programme

Stabilise, Sustain and Transform

Delivering the GP Five Year Forward View

February 2018





Reader Information

Version control

Final

Publication Date

February 2018

Lead author

Alison Lathwell, Strategic Workforce Programme Lead, BLMK ICS
Susi Clarke, Primary Care Strategic Development Lead, BCCG

Description

GPFV GP Workforce Plan

Contact details

alison.lathwell@bedfordshireccg.nhs.uk
susi.clarke@bedfordshireccg.nhs.uk




mailto:alison.lathwell@bedfordshireccg.nhs.uk

mailto:susi.clarke@bedfordshireccg.nhs.uk



Contents

Iltem
Executive Summary
1. Introduction

2. National and Local Context

2.1 Current workforce — Key risks and issues
2.2 Vision for Primary Care Workforce
2.3 Approach to workforce planning
2.3.1 Community Education Provider Networks

3. Current and Future Models of Care and Workforce
3.1 Forecast Trends
3.2 Current and Future Roles
3.3 National Workforce Modelling Project: Primary Care Home
4. Workforce Demand and Supply
4.1 Baseline Measurement
4.2 Workforce Baseline Numbers
4.3 Local Supply and Demand Data
4.4 Target trajectories, tracking and monitoring
5. GPFV Workforce Initiatives
5.1 Recruitment and Retention Strategy
5.1.1 General Practitioners
5.1.2 Framework for the wider General Practice Team
5.2 Impact to date — What’s working well
5.2.1 10 High Impact Actions
5.3 General Development Programme
6. GPFV Workforce Cost Impact
7. GP Workforce Plan Delivery
8. Governance and Assurance
9. Interdependencies
9.1 Extended Access
9.2 Education, Training, Supervision and Mentorship
9.3 Education and Training
10. GPFV Workforce Plan Review
Appendices
Appendix 1 — Impact of Role Substitution
Appendix 2 — GP Workforce Plan
Appendix 3 — Risk Register
Appendix 4 — BLMK ICS Leadership and OD Plan

Page no.

el
PPN MO

12
12
12
13
13
13
13
15
17
18
18
18
21
21
25
26
28
30
32
33
33
33
34
35
36
36
37
38
39





Executive Summary

The challenges facing the Bedfordshire, Luton and Milton Keynes (BLMK) Accountable Care
System within General Practice are not dissimilar to the national picture. Recruitment and
retention challenges for GPs and the wider primary care workforce are requiring us to think
differently about how we build teams and staff which will stabilise, sustain and transform our
future workforce.

Our local workforce modelling indicates that our current vacancy levels for GPs are at around
13 % with a high utilisation of locum GPs supporting these shortfalls. When known retirement
profiles and our target allocation for GP expansion is layered into this profile, a GP workforce
gap averaged at 27% is revealed.

Build into this modelling the future supply of GPs coming through the national training scheme
and the increased requirement for GPs due to population growth, it becomes clear that simply
doing more of the same and recruiting the number of GPs required into like for like job roles
is untenable. Similarly General Practice is faced with high numbers of retiring Practice Nurses
and Practices Managers.

The future vision for primary, community and social care across BLMK is predicated on a
strengthened, primary care led, integrated out of hospital service. A standardised approach
to care co-ordination and an invigorated approach to self-care, self-management and the use
of social capital and prescribing. BLMK have adopted Primary Care Home as its out of hospital
care model. The model is underpinned by an enhanced General Practice offer, which is
supported by a health and social care integrated multidisciplinary workforce.

This will be delivered through new ways of working within general practice and primary care,
providing strengthened, enhanced GP services and also supported through a wider health and
social care workforce, wrapped around GP services, to offer coordinated, joined up, place-
based care . This approach enables us to think differently about how teams of staff support
general practice workload and consider what aspects of GP care could be delivered by a range
of other staff groups. The Health Education England Primary Care workforce tool enables us
to explore opportunities for ‘role substitution’ for up to 10% of GP workforce requirements over
the next 3 years.

Our General Practice Workforce Plan and Development programme covers a range of new
roles and ways of working, recruitment and retention and education, training and development
initiatives that address these workforce challenges. ICS indicative costs currently demonstrate
the requirement for significant investment of over £11.5 million to develop General Practice
workforce. Further in depth modelling is progressing with support of the National Association
of Primary Care to further refine and test these assumptions.





1. Introduction

Our GP workforce plan and development programme reflects both the significant progress
made to date to achieve our goal to stabilise, sustain and transform the General Practice
workforce within the BLMK ICS across our 108 practices and also describes the challenges
we collectively face.

Underpinned by a vision for implementing the Primary Care Home model, we place patients
at the centre of an enhanced primary care offer, supported by the wraparound of integrated
multidisciplinary health and social care teams.

We describe our ambition for recruitment and retention, new roles and ways of working and
an infrastructure that supports training, education and development of staff supported to work
at the top of their licence. Our plan delivery will be driven by a centralised community and
education provider network (CEPN) and assured through our ICS governance framework.

The investment and resource implications for the development of our most valued asset, our
workforce, is substantial and we look forward to working in partnership with NHS England to
co create robust financial frameworks that assure sustainable delivery of our plans.

2. National and Local Context

The challenges facing the BLMK ICS within General Practice are not dissimilar to the national
picture, with recruitment and retention challenges for GPs and the wider primary care
workforce requiring us to think differently about how we build teams and staff which will
stabilise, sustain and transform our future workforce.

Building the Workforce -
the New Deal for General

The future vision for primary, community and social care across BLMK is predicated on a
strengthened, primary care led integrated out of hospital service. A standardised approach to
care co-ordination and an invigorated approach to self-care, self-management and the use of
social capital and prescribing. BLMK have adopted Primary Care Home as the out of hospital
care model. The model is underpinned by an enhanced General Practice offer, which is
supported by a health and social care integrated multidisciplinary workforce.





Figure 1. Current vs Transformed State
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Ensuring the sustainability of General Practice services and the delivery of future models of
care is reliant on the recruitment, retention and development of a motivated, resilient workforce
coupled with the introduction of new roles, enhanced skill mix and new ways of working.

2.1. Current workforce — key risks and issues

Significant workforce challenges face primary care across the Bedfordshire, Luton and Milton
Keynes STP footprint. Compared to the East of England we have the second highest
proportion of GPs due to retire in the next 5 — 10 years, which is 4% above the national
average. There are more patients per GP and patients are younger than the average regional
and national patient profile, with half the regional rate of dispensing practices.

In contrast, the ratio of patients per nurse sits between the regional and national averages
however, 27% of our practice nurses are over 55. The percentage of advanced or specialist
nurses ranks second in the region ranging from 34% in Bedfordshire to 24% in Milton Keynes.
Proportionally, Bedfordshire CCG has the fewest health care assistants, whereas across
Luton Health Care Assistants make up 85% of the direct patient care staff. The vacancy rate
for Mental Health Nurses is 19% with 15% over 55, Learning Disability Nursing has 17%
vacancies with Social Care posts sitting at 12% vacancy rate and 27% turnover.

Impending GP and Practice Nurse retirement, GP emigration and wide variation in the ability
to recruit to vacancies and attract trainees, resulting in posts remaining unfilled or practices
relying on long term locum support continues to put pressure on the existing workforce.





Historically, a lack of comprehensive primary care workforce data has hindered the ability for
effective workforce planning, impacted by a lack of focus on workforce development, career
pathways and succession planning. In addition, practices’ resilience issues are affecting their
capacity to support increased training in primary and community care settings or provide the
appropriate level of support and supervision to new roles such as Clinical Pharmacists or
Physicians Associates.

2.2. Vision for Primary Care Workforce

New Models of Care: Workforce Implications

Underpinning the Primary, Community and Social care model within BLMK are the primary
care home principles of a single integrated and multidisciplinary team, working to provide
comprehensive and personalised care to individuals.

Figure 2. New Models of Care

This will be delivered through new ways
of working within general practice and
primary care, providing strengthened,
enhanced GP services and also

supported through a wider health and
social care workforce, wrapped around
GP services, to offer coordinated,
joined up, place-based care .

This approach enables us to think differently about how teams of staff support general practice
workload and consider what aspects of GP care could be delivered by a range of other staff
groups. The Health Education England Primary Care workforce tool enables us to explore
opportunities for ‘role substitution’ for up to 10% of GP workforce requirements over the next
3 years (Section 4.3, table 4).

New Ways of Working in Primary Care
The Primary Care Home initiative in Luton provides a test bed for new ways of working in

General Practice that will be rolled out across BLMK to develop strengthened, enhanced GP
services.





Figure 3. Roles within Primary Care

Since May 2016 Lea Vale Medical
Group in Luton have revolutionised the
general practice team, introducing new
ways of working and new roles with
significant results:
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Enhanced Primary Care Services at the heart of Community Integrated Health and
Social Care Teams

Wrapped around enhanced, strengthened Primary Care and jointly providing coordinated,
joined -up care, community integrated health (including mental health) and social care
multidisciplinary teams will provide intensive case management and rapid response
services.

Intensive Case Management

By working with GPs and using a pro-active risk stratification tool the physical & mental
health, and social care management of people that are identified as ‘high risk’ of emergency
hospital admission will be improved.

Over a 30 to 90 day period, Community Matrons provide intensive support with case
management provided by MDT Coordinators. Both work closely with the patients GP.

This approach builds a holistic ‘Anticipatory Care Plan’ that enables the patient and carers to
access appropriate support services and information and to escalate if their health needs
urgent assessment and treatment in order to remain at home.
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Rapid Response

The Integrated Rapid Response service has the overarching aim to stabilise and support the
patient to remain in their own home thus avoiding, if appropriate, a hospital admission. It
unifies and coordinates the efforts of other community health and social care teams such as:

¢ Rapid Response Nursing
e Social Care

¢ Re-ablement

e Therapies
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These services are supported by a single point of access for all professionals, including
Primary Care Staff, which provides multidisciplinary clinical triage and a response from the
appropriate teams/service within 60 minutes.

What does this mean for Primary Care?

The wrap of multidisciplinary teams around enhanced primary care services means that GPs
and wider primary care staff will be able to work in a coordinated way to provide patients with
timely access to the right professional within an out of hospital setting. This will enable:

e The development of a wider, virtual practice team, working with aligned MDT
Coordinators (clinical navigator roles) and mental health workers (Primary Care Mental
Health Link Workers)

e Access to timely and efficient pathways of care which ensure patients see the right
professional in the right setting

e Support to work in proactive, anticipatory care approaches for patients with complex
needs

e Further reductions in clinically unnecessary GP appointments

e Coordinated working across differing sectors, organisations and professional

As a result GPs and wider practice staff will continue to build rewarding roles that support
recruitment and retention of staff and offer a wider diversity of opportunities to work in a
portfolio career and develop enhanced skills.

Maximising sharing of back office functions within General Practice

Across the Luton CCG footprint, a high level proposal for the creation of a Business Support
service, as part of the Accountable Care System’s offer to GP Cluster members has been
developed by their Provider Alliance. The proposal considers how capability, capacity and
synergies within and across Parties to the Alliance could be developed into a ‘traded
service’.

This would offer the opportunity to invest in and specify the development and creation of a
single business function to manage human resources, IT, finance, contracts, and public
engagement across General Practice in Luton.

The list below, which is not exhaustive, are examples of the perceived benefits for General
Practice in choosing to access the proposed Business Support offer:

¢ Reducing waste and duplication of effort

¢ Improvement in both the consistency and quality of the performance and functions of
business support across General Practice

¢ Improved the patient/customer experience

e Opportunities to upskilling staff and developing career pathways

o Improved selection, recruitment and retention of business support staff across
General Practice

e Improved work life balance for GPs

e Enable GPs to spend more time ‘with the patient’

o Releasing time to explore opportunities to gain additional skills and support career
development

¢ Increased job-satisfaction for GPs
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e Be a positive factor in attracting, recruiting and retaining of GPs
e Support and stabilisation to General Practice

Across the Chiltern Vale Locality of Bedfordshire CCG the ten practices have been working
together for some time to review their back office functions, policies and procedures to
maximize opportunities to streamline, reduce duplication and work collaboratively. We will
continue to work with our clusters of practices through their transformational plans to look at
further options to accelerate this work.

The Milton Keynes GP Federation was formed on 1% April 2017 and is currently in the process
of scoping to understand which back office functions could be shared across Milton Keynes
General Practices.

The learning, opportunities and risks emerging through each of these pieces of work will be
shared across BLMK through the centralized ICS CEPN.

2.3. Approach to workforce planning

Across the STP footprint workforce planning is approached through the Local Workforce
Advisory Board (LWAB), which has comprehensive and coordinated oversight of the inter-
related system-wide workforce challenges and assures collective action. The LWAB includes
representation from each of the three CCGs, STP partner organisations, Health Education
England, education providers, Community Education Provider Network (CEPN) leads and the
Local Medical Committee. The LWAB is responsible for the workforce strategy and
transformation plan and reports directly into the STP CEO group.

2.3.1. Community Education Provider Networks

Bedfordshire’s Community Education Provider Network (CEPN) was established in April 2016
and draws together key system partners including the local HEI, LMC, GP educationalists,
practice nurse and practice manager representatives. With funding support from Health
Education England, the network collectively plans local primary care recruitment and retention
initiatives, strategies for increasing pre and post registration training placements and mentors
and the development of wider multi-professional education and training.

Luton and Milton Keynes CCGs have been successful in their applications for wave 3 CEPN
status. The three CCGs will work increasingly more closely to develop a centralized CEPN to
share learning and maximise opportunities to work collaboratively and at scale, on workforce
initiatives across the STP footprint with the aim of;

e increasing resilience through new ways of working

e providing education and development to create a system-wide energised and
sustainable workforce

¢ motivating, valuing and engaging existing teams
creating vibrant organisations, interesting roles, career structures and supported
development opportunities

e attracting more people to want a career in BLMK through targeted marketing
campaigns

e working in partnership with our provider organisations to develop a flexible workforce
made up of skill mixed teams and extended teams that reflect the needs of the
population
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e supporting the implementation of new approaches to the delivery and organisation of
care such as integration, extended roles in risk stratification, care planning and case
management.

3. Current and Future Models of Care and Workforce

3.1. Forecast Trends

The transformed Primary Care Home (PCH) model will need to reflect differences in the future
workforce and move away from traditional approaches to workforce planning for general
practice staff. National examples of learning from early PCH sites demonstrate that
traditionally accepted ratios for GP’s to registered population can be safely altered as
alternative general practice professionals adopt increasingly wider ranges of care
interventions historically within the remit of the General Practitioner. Given the existing
significant workforce challenges facing general practice, however, there is a need to stabilise
existing workforce numbers as the implementation of PCH models progress across BLMK
ICS.

National targets and shares as a result of GP Forward View requirements are also required to
be modelled into local workforce plans for General Practice.

3.2. Current and Future Roles

The enhanced General Practice Team will be made up of a variety of roles that support new
ways of working. Underpinning the principles of the Primary Care Home model is the
understanding that the blend of these roles per cluster/practice will need to vary according to
population health needs. These roles include:

e GPs, Practice Nurses, Health Care Assistants, Practice Managers

The recruitment and retention and education and training elements of this workforce plan
describe the proactive initiatives we are implementing to stabilise, sustain and transform this
essential core general practice team.

e Advanced roles

Advanced roles are characterised by high levels of clinical skill, competence and autonomous
decision-making. The type and blend of practitioner required is likely to vary at cluster/network
population level, as local population health need will determine the care functions and
interventions most required. Our joint work with national bodies to support the modelling of the
PCH MDT will occur at cluster/network level and define more detailed workforce profiles,
ultimately across all 18 clusters. However, best practice examples describe progress against
utilisation these roles within an enhanced general practice team and the benefits this has
provided.

e Support Roles
Developing the roles of existing staff, such as receptionists, creating new roles such as clinical
administrators and expanding the portfolio of staff to include mental health therapists in

practice settings will also develop the blend of team that enables a new way of working within
general practice.
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3.3. National Workforce Modelling Project: Primary Care Home

There is currently a significant shift in the way national bodies are moving to support workforce
planning and development. As the foundation of all emerging new care models, the Primary
Care Home national team are coordinating with the leads of the Accountable Care System
Programme, NHSE, NHSI, Health Education England and Public Health England to develop
and roll out consistent approaches for workforce design that improves population health
outcomes.

The National project leads are keen to work with the BLMK ICS as a national test site. This
will have a significant impact upon supporting the development of our workforce plans. This
initiative reports to the LWAB will be completed and evaluated by April 2018, and will enable
us to model at scale.

4. Workforce Demand and Supply
4.1. Baseline Measurement

As part of their statutory commitments to the GP Five Year Forward View each of our three
CCGs are committed to maintaining up-to-date workforce baseline data for General Practice
staff, providing a current picture, capturing plans for retirement and introducing new roles.

CCG Baseline Survey Completion Date
Bedfordshire CCG Completed February 2017

Luton CCG 30 October 2017

Milton Keynes CCG 8 September 2017

4.2. Workforce Baseline Numbers

The local workforce survey was specifically designed to capture workforce baseline data
across the whole general practice team, including vacancy rates, impending retirements, age
profiles, utilisation or plans for utilisation of new roles, number of Advanced Nurse Specialists,
Prescribing Nurses and Chronic Disease Management Nurses, as well as training, supervisory
and mentorship capacity. Within Bedfordshire CCG a training needs analysis has also been
completed for all Practice Nurses and Health Care Assistants which provided the evidence
base for the planning described in item 9.3 Education and Training.

13





Local workforce profile survey data has enabled us to model the following GP baseline numbers, vacancy rates, assumptions on GP loss rates
via retirements for 2017-18 and factor in the impact of the GP expansion targets;

Table 1. Current GP workforce baseline numbers including assumptions on GP loss rates and GP expansion targets for 2017-18

(A) (B) © (E) (F)

Profession: | Baseline % of No. No. % of | GP International | Recruitment | Indicative | Workforce | %

GP excl Locum / | vacancies | retirements | GPs | Expansion | Recruitment | target excl workforce | gap 2017- | difference
locums Baseline | (WTE) within 12 over | Target Target WTE | IR (2017-18) | gap 2017- | 18 excl between
(Local (Local months 50 WTE (2017-18) 18 targets baseline
workforce Survey (Local 2017-18 (B+C+E) (B+C) (A) and
survey Oct 2017) | Survey Oct (in indicative
Oct 2017 2017) addition to workforce
GP WTE) vacancies) gap (F)

BLMK 409 11% 52.5 18| 38% 41 13 28 111.5 70.5 27%

BCCG 224 4% 20.5 10| 34% 20.5 6 14.5 51 30.5 23%

LCCG 79 25% 19 3| 43% 10 3 7 32 22 41%

MKCCG 106 18% 13 5| 43% 10.5 4 6.5 28.5 18 27%

Our combined baseline surveys indicate that our current vacancy levels for GPs are at around 13 % with a high utilisation of locum GPs supporting
these shortfalls. When known retirement profiles and our target allocation for GP expansion is layered into this profile, a GP workforce gap
averaged at 27% is revealed.

We will continue to utilise the local workforce profile survey data to model the impact of vacancy rates, retirements and expansion targets for
2018-2021. The GP vacancy rates are current at the time of collection and retirement rates predicted at practice level. 38% of GPs within BLMK
are over the age of 50, further data is required to fully understand the predicted retirement profile (2018-2020) for this age group.

GP Expansion Targets

For the purpose of this modelling the GP Expansion Targets, including International Recruitment Targets, have been allocated evenly across the
three years 2017-2020 (merely to demonstrate the indicative GP gap). However, in recognition of the lead in time associated with recruitment
initiatives, for example International Recruitment, GP expansion target trajectories will predominately focussed on years 2 and 3 (2018-2020).
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The local workforce profile data outlined in the table below, clearly illustrates the high number of Practice Nurses (79%) and Practice Managers
(69%) over the age of 50 across the BLMK ICS. The steps being taken to support the recruitment, retention and development of Practice
Nurses and Practice Managers are described in section 5.2.

Table 2. Current Practice Nurse workforce baseline numbers 2017-18

Table 3. Current Practice Manager workforce baseline numbers 2017-18

Profession: PN | Baseline No. of No. PN Profession: PM | Baseline No. of No. PM
(WTE) PNs over | planning Vacancies PMs planning Vacancies
50 retirement over 50 retirement
in the next in the next
12 months 12 months
BLMK 178 139 17 14 BLMK 106 73 3 3
BCCG 93 64 7 4 BCCG 50 31 2 1
LCCG 26 32 6 4 LCCG 29 17 1 2
MKCCG 59 43 4 6 MKCCG 27 16 0 0

4.3. Local Supply and Demand Data

The Health Education England (HEE) Primary Care Tool has been utilised to explore the impact of the GP workforce gap against local supply of
GPs, future demand for GPs based upon population growth, the requirements to fill national targets for GP recruitment and the potential for
alternative recruitment into wider practice team roles and the substituted effect for GP workforce requirements. NHS England assurance
processes have required the NHS Digital Baseline for 2017 to be utilised for workforce modelling (415 GPs), this is not dissimilar from our own
workforce survey baseline of 409 and is indicated in the Bridge Diagram below (Table 4). The HEE Primary Care Tool then enables a bridge to
be built that incorporates assumptions for GP supply, population demand and roles substitution. The tool also includes our national share
allocation for 78 GPs, 40 of which are to be supplied through International Recruitment. As a result of NHSE assurance processes this share
allocation has been increased from 78 to 123. This is because the national share target has been set on 2015 national baseline data, for BLMK
this was 460 GPs. Because this national data set has indicated a drop in GPs from 2015 to 2017 (460 — 415 = 45 GPs), BLMK are expected to
fill this GP Gap in addition to increasing the number of GPs by the national share allocation. This in total equates to 123 GPs.
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Table 4. Bridge to demonstrate local supply and demand within HEE Primary Care Tool (updated to include NHSE compliance numbers)

General Medical Practitioner-3 years
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Modelling within the HEE Primary Care tool suggests that ‘role substitution’ i.e. recruitment
into alternative roles that can support GP workload, can reduce BLMK ICS requirements for
GP expansion by 10% (see Appendix 1). Significant caution must be heralded to this modelling
approach. Limited national evidence exists to support assumptions for role substitution for GP
workload and there is a high risk of error within this relatively crude planning approach. The
PCH workforce modelling project commencing within BLMK will work alongside practices
utilising more sophisticated workforce planning tools and expertise to plan future workforce
requirements. As this work progresses plans will need to be adjusted to reflect more credible
trajectories.

Risk, however, must also be identified in accepting NHSE compliance numbers for GPs. As
the bridge diagram depicts GP expansion numbers are now higher than population demand
(520) and, when the potential impact of our PCH model for a wider practice team and MDT
working is modelled within the role substitution approach, than need (476 GPs). Given the
national context for challenges in recruiting GPs, this places significant risk in our ability to
meet these compliance GP expansion numbers which also increase unfunded financial
shortfalls.

4.4. Target trajectories, tracking and monitoring

Based upon analysis of local workforce survey profiles and the modelling undertaken through
the HEE Primary Care tool.

Table 5. Target trajectories planned for General Practice workforce plans

2017/18 2018/19 2019/2020 Total
Clinical Administrators* 53 4 3 60
Clinical Pharmacists** 12 11 10 33
Physician's Associates*** 3 9 10 22
Registered Nurses (increase from baseline) 8 5 13
Mental Health Therapists **** 15 10 10 35
GP Need (67) 4 32 31 67
GP Compliance (56) 18 38 56

*

Training up existing reception staff; 53 trained in 2017/18

12 clinical pharmacists in BLMK in 2017/18

*k 3 qualified PAs in BLMK in 2017/18

ko 2 models of mental health support to practices currently within BLMK, Primary Care Link Workers in Bedfordshire and
Luton, therapy team across 4 practices in Milton Keynes; reflected in 2017/18 numbers

*
*

*

Table 6. GP workforce recruitment profiled across 3 areas

GPs 2017/18 2018/19 2019/2020 Total

z 5 5 1
20 20 4
7 o 13
18 s 56

123

* 2 existing post CCT fellowships in place, an additional four planned in 2017/18 and future trajectories to reach a total of 16
planned.





The split of target trajectories per CCG is as follows:

Fellowship 2 1 1 4

International Recruitment 0 0 0 0
2017/18 - -

Recruit, return * Retain 0 0 0 0

Compliance Numbers 0 0 0 0
Total 2 1 1 4

Fellowship 2.5 1 15 5

International Recruitment 9.5 4.5 6 20
2018/19 - -

Recruit, return * Retain 3.5 1.5 2 7

Compliance Numbers 9 4 5 18
Total 24.5 11 14.5 50

Fellowship 2.5 1 15 5

International Recruitment 9.5 4.5 6 20
2019/20 . .

Recruit, return * Retain 3 1.5 15 6

Compliance Numbers 19 9 10 38
Total 34 16 18 69

605 28 345 123

These targets have been calculated on a proportional basis according to each CCG'’s
population size and will be refined as further work progresses.

Tracking and monitoring of these target trajectories, alongside any requirements to
amend/refresh plans as a result of our PCH workforce modelling project, will occur through
our GP Workforce Plan delivery framework (section 7 and 8). GP Compliance Numbers are
at high risk of target trajectory failure as described within the risk log (appendix 3).

5. GPFV Workforce Initiatives

5.1. Recruitment and Retention Strategy

The solutions to the workforce challenges faced within General Practice in BLMK will derive
from a change of focus. An expanded workforce will include increasing our GP workforce
numbers in line with the ambitions of the GPFV, however, a wider range of care staff will
increase their role in patient care and enabling the wellbeing of local people. Our recruitment
and retention strategy therefore focuses on both the GP workforce and the wider General
Practice Team.

5.1.1. General Practitioners

Our workforce planning profiles reflect the national requirement to expand our share of GP
numbers by 123 WTE GPs by December 2020, address the existing vacancy gap averaged
at 10% across BLMK ICS and mitigate the retiring trends of our local GP workforce.

We will adopt a multifaceted approach to this workforce gap.
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e [nternational GP Recruitment

Each of our three CCGs will apply for the January 2018 wave of the national GP International
Recruitment Scheme. Our allocated share of International GP Recruitment is 40, with annual
targets currently set until across 2018/19 to 2019/2020.

e GP Recruitment, Retain and Return

The remaining GP workforce gap will be filled through a variety of initiatives that focus upon
boosting GP recruitment and retention. We have undertaken work with our local LMCs and
GPs to identify drivers that impact the decision making of GP trainees when choosing where
to work, the type of working patterns and employment preferences of new GPs, the incentive
opportunities for returners and the reasons GPs leave their jobs.

that local Trainees and GPs have told us... \

o New GPs want to experience working in a practice before committing to a salaried or
partner position

e Structured support to new GPs during this phase impacts the GPs choice to commit to a
practice

e Flexibility of working times and conditions is paramount

e The practice vision for future practice development and forward-looking optimism is very
important

e Schemes such as GP Future Leaders and GP fellowships have been positively evaluated

\ bv new GPs. offerina develooment. structured mentorshio and a portfolio career

e GP Trainees; attracting newly qualified GPs
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This local intelligence has informed our approach to developing a variety of recruitment
and retention initiatives:

GP Recruitment, Retention & Attraction

Peer Support Networks

Induction and

refresher scheme Portfolio Career:
Support programmes: il
Modular Support Pport progi Primary Care at Scale
GP Career Plus Change Management

Programme
Business Management
Skills / Leadership

GP Resilience Programme

Approachi
retirement

Newly
qualified

Portfolio Careers Preceptorship support GPWSI

GP Fellowship Conversion programme Development GP Retention
GP Future Leader — Locum to Salaried GP Scheme
Medical Educator

Educationalist Network Development: GP Trainer, Associate Trainers, Clinical Supervisors, Mentors

Continuing Professional Development

Initiatives to attract and retain qualifying doctors into our practices include:

o Providing sessions on training programmes that are not traditionally offered within the
Vocational Training Scheme (VTS) such as Business Model and Management, Project
Management, Commissioning and Business Intelligence skills

o developing buddying systems between training practices and non-training practices to
develop a wider local training / support network offer

o Developing a preceptorship style approach for newly qualified GPs

o Developing a locum to practice preceptorship

o Supporting local GPs to develop in clinical supervisor and educational supervisor roles
and promoting access to associate trainer development.

o Create training hubs around clusters/networks to provide more effective training
support and opportunities for pre and post registration medical and non-medical
general practice workforce

o attending HEE workshops to market local recruitment and attraction

o working with local government to develop placed-based attraction strategies as part of
a wider workforce recruitment and retention initiative

o working with local schools to promote general practice as a career

o Developing programmes that offer portfolio career options such as clinical or
commissioning placements e.g. GP Future Leaders or GP Fellowships.

o Existing GPs: Attract, Retain and Return

We are developing a local Primary Care ‘offer’ that underpins our GP Workforce Development
Programme. It provides information regarding workforce initiatives, new roles and ways of
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working and new business models and outlines opportunities to access development and
training. The implementation of this offer will enable:

o Adoption and spread of new ways of General Practice team working that more
effectively manages workload and increases job satisfaction, for example workflow
optimisation utilising trained Clinical Administrators

o Promotion of bursary incentive schemes such as the national GP Retention Scheme
and the Induction and Refresher Scheme to promote recruitment of International GPs
and returners through innovative systems such as the NHS England Midlands and
East Different Practices initiative.

o Increasingly developing portfolio career opportunities through development
opportunities for;

=  Future Leaders

Within BLMK we currently have 5 GP Future Leaders working within Bedfordshire and Luton
CCGs. These 3 year programmes are specifically aimed at attracting the clinical
commissioning leaders of the future and offer:

Fully funded MBA qualification

Part time supportive employment within a GP Practice

1 day per week in a clinical commissioning leadership placement
CCG Executive mentorship

O O O O

= Post CCT GP Fellowships

BLMK currently employ 2 GPs within 1 year fellowship schemes in Bedfordshire. Fellowships
are based on a model where primary employment is within a general practice setting, with
additional sessions where the GP will provide service delivery in another healthcare setting,
such as secondary care or out of hours or within a commissioning environment, plus time for
personal development. This is a 1 year programme designed to promote career progression
and offers:

o Health Education England fully funded educational options to post graduate certificate
level

o Part time supportive employment in a GP Practice

o 1 day per week paid clinical or commissioning placement

o Mentorship with a GP Tutor

Within 2017-18 across BLMK we have planned to support an additional 4 post-CCT GP
Fellowships, expanding this opportunity year on year, so that by 2020/21 we plan to provide
this development opportunity to 16 GPs.

e Alternative employment frameworks

As the Primary Care Home model becomes increasingly embedded within the BLMK ICS and
integrated multi-disciplinary team working more effectively supports GP workload, there will
be more opportunities to develop new GP business models, which facilitate employment
frameworks that are more attractive to GPs. These include:

Increasing salaried versus partnership employment opportunities
Place-based locum/bank pools

Opportunities for part and full time employment and flexible working
An increasing range of portfolio career opportunities

Development posts that enable specialism

O O O O O
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o Targeted approaches for attracting Locums to the salaried workforce
5.1.2. Framework for the wider General Practice Team

Our recruitment and retention strategy for the wider General Practice team focuses on actively
promoting a career in General Practice and the evolving opportunities that are arising for
enhanced skill mix, alternative roles, career development and job satisfaction. It embraces all
roles in General Practice including:

Practice Nurses

HCAs

Practice Managers
Advanced and Support Roles

O O O O

An important element of recruitment, retention and attraction is increased focus on the training,
placements, development and support for these staff groups, as outlined in the Training and
Education section.

A number of workforce initiatives have already progressed under the GPFV Workforce
Programme agenda and through the remit of the CEPNSs, with plans for expansion.

e General Practice Nursing
In line with the ten point plan for General Practice Nursing, Bedfordshire CEPN have
progressed a number of work streams to develop Practice Nurse confidence, capability and

capacity. Through the centralised CEPN these initiatives will be developed at scale across
BLMK.

Table 7. NHS England Ten Point Action Plan for General Practice Nursing

Local Action Future Action
1. Raise the profile of Joint HEI / CEPN event to CEPN working with BLMK system
General Practice promote General Practice partners, Health Education
Nursing and promote | Nursing as a career — Jan England, HEIs and local schools
General Practiceas a | 2017 to build on existing work and
first destination promote General Practice as a
career General Practice promotion — career

in year student nurses
Expand opportunities for student
General Practice student nurse | placements, shadowing and

placements increased apprenticeships
2. Extend Leadership CEPN Practice Nurse Tutor Identify Practice Nurse Leaders
and Educator Roles appointed Oct 2016 and Tutors across BLMK (linked to
OD and Leadership section of
Practice Nurse leads plan)

established in all localities
Further extend GPN mentorship

All funded education and capacity, maximising opportunities
training opportunities require to access joint training with local
commitment to deliver annual providers

educational sessions
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Develop BLMK wide networks of
GPNs providing peer support,
clinical supervision, education and
training

Increase the number
of pre-registration
placements

Number of pre-registration
placements increased by 6
2016-17

Establish a baseline of
placements available pan BLMK
Expand number of pre-registration
placements across BLMK working
in partnership with local HEIs and
practices at cluster and locality
level

Increase the number of GPNs
leads to support accreditation of
the learning environment

Establish inductions
and preceptorships

BLMK funding secured to offer
6 GPN preceptorships

CEPN / HEI designed
Introduction to General
Practice Nursing course (GPN
Fundamentals) cohort two in
delivery

Mentorship capacity
Bedfordshire increased to 27
with 6 ‘sign-off’ mentors

BLMK mentorship capacity
mapped — Oct 2017

Develop a hub and spoke
provision of induction and
preceptorship across clusters /
groups of practices as part of a
suite of preceptorships offered
within a Primary Care Home
model of care

Expand the number of GPN
mentors and sign off mentors

Develop a BLMK induction and
preceptorship model and
framework

Improve access to
return to practice

BLMK promotion of the
opportunities available through
return to practice

Development of a bespoke
localised support package to aid
return to practice (linked to GP
initiatives)

Embed and deliver a
radical upgrade in
prevention

Work in partnership with local
Public Health to ensure all
GPNs/HCAs and ‘new roles’
embed a continued focus on
prevention, health promotion and
self-care

Support access to
educational
programmes

Practice Nurse Tutor support to
access GPN Fundamentals,
Flexible Nursing Scheme, local
Nursing Associate Programme
and multiple educational
options specialist LTC training,
Health Coaching prescribing
and Minor lliness

Continue to commission education
and training to support the
development of specialist skills
and embed new skills to meet the
population health needs

Increase access to
clinical academic
careers and advanced
roles in practice

Development of Practice Nurse
Specialists by cluster in
Diabetes, Respiratory,
Prescribing and Minor lliness
with supported educational
delivery element

Promotion of the HEE Advanced
Clinical Practice Framework

Promotion of nursing research pan
BLMK

Develop HCSW,
apprenticeship and

Linked to local Nurse
Associate Programme

Ongoing input into the BHT
Nursing Associate Programme
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nurse associate Delivery of HCA training and Implementation of apprenticeship
career pathways support to access Flexible career pathways for HCSWs in
Nursing Scheme partnership with local providers
Exploring rotational posts,
placements and shadowing
opportunities

10. Improve retention Embedded Practice Nurse Continue to expand clinical
Forums in each locality for supervision for GPNs and HCSW
peer support, clinical
supervision and case study Explore opportunities afforded by
management the Primary Care Home model to

offer rotational posts, placements,
shadowing and development of
alternative specialist skills

e Advanced Nurses

There are a variety of examples where practice nurses have developed specialist expertise to
offer long term condition management or where practices have appointed community matrons.
In our four place-based geographies some of our clusters are exploring closer working
arrangements between community nursing and practice nursing roles.

Across the BLMK ICS we have successfully been allocated Health Education England ‘Beyond
Registration Learning’ funding to plan and commission education and training to develop our
Practice Nurses with specialist prescribing, diabetes, respiratory, COPD and minor illness
skills.

e Practice Managers

Work is underway in partnership with the LMC to develop a support programme for Practice
Managers. Designed and informed by Practice Managers the programme will look to provide
resilience support, leadership and change management development and be underpinned by
a Practice Manager ‘buddy’ system and coaching methodology.

e Clinical Pharmacists

Milton Keynes CCG and Bedfordshire CCG have participated in this national scheme and
there are currently 12 clinical pharmacists working across Bedfordshire and Milton Keynes.
Across the BLMK ICS both Luton CCG and Bedfordshire CCG have put forward Wave 3
applications for a further 5 Clinical Pharmacists across Luton CCG and 6 across Bedfordshire.
These roles will form an integral part of cluster working and provision of enhanced skill mix in
the general practice setting. By 2020-21 BLMK plans to have a total of 33 clinical pharmacists
in post.

e Emergency Care Practitioners (ECPs)

We currently have a small number of ECPs working within General practice across BLMK, 4
WTE in Milton Keynes, 1.8 WTE in Luton and 1 WTE in Bedfordshire. Each of our CCG’s Five
Year Forward View Plans commit to expanding the utilisation of these roles. At a systems
level, however, it is important not to deplete this valuable and at times hard to recruit resource
from stretched paramedic resources. We are therefore working with local ambulance providers
to develop a ‘rotational’ system, whereby ECP placements could be backfilled with alternate
resource such as a portfolio GP or Emergency Care Nurse and therefore offer wider
development opportunities across the system.
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o Physician Associates

Physician associates are educated in universities and trained in medical schools to work
alongside GPs. The responsibilities of a physician associate include taking medical histories,
carrying out physical examinations, treating patients with chronic conditions, and performing
diagnostic and therapeutic procedures. There is currently 1 Physician Associate student
placed within Bedfordshire CCG, 2 Physician Associates in Luton and 1 in Milton Keynes
CCG. The STP was successful in a bid to Health Education England to offer 4 Physician
Associate preceptorship placements across BLMK ICS during 2017-18. By 2020/21 BLMK
plans to have a total of 22 qualified Physicians Associates in post.

Locally, Physicians Associate programmes are underway at the University of Hertfordshire
and Anglia Ruskin University. We have built links with the Universities to progress the
placement of Physician Associates students within BLMK and ensure general practice is a
core part of their experience during training and offers an exciting career option once qualified.
There will be Physician Associates 22 qualifying from Anglia Ruskin University in July 17 and
24 from University of East Anglia in spring 2018. The intention is for Hertfordshire to double
the number of places from September 2018. We are working closely with Hertfordshire
colleagues to ensure we maximise the opportunities to place students across BLMK.

e Mental Health Therapists

We currently have a blend of approaches across the BLMK footprint to support Primary Care
mental health interventions. In Bedfordshire and Luton Primary Care Link workers have
offered support and expertise to practices through East London Foundation Trust services.
Alongside IAPT workers, these roles will be redesigned to form part of the Primary Care Team,
complimented by consultant psychiatry and psychotherapy input. In Milton Keynes a 6 month
pilot is in progress supporting 4 practices with a team of mental health professionals, including
nursing and consultant support through CNWL. As such mental health therapist input into
Primary Care will be provided by our mental health service providers, but importantly forming
part of the Primary Care Team. As these initiatives are in development plans to have a total
number of 35 mental health therapists in post across BLMK are tentative at this stage. We
anticipate a more formalised approach aligned to the NHSE requirement for an STP response
to the national mental health workforce diagnostic by 22/12/17.

e Apprentices

We are working alongside our Local Workforce Action Board and regional partners to explore
the opportunity for apprenticeships in Primary Care, this could include cross sector health and
social care opportunities to develop health and wellbeing roles working across organisational
boundaries.

5.2.1 10 High Impact Actions

Significant work has been undertaken to promote and embed the High Impact Actions 1.
Active Signposting and 5. Productive Workflows across the three CCGs. Within
Bedfordshire 10 practices have participated in the NHS England Time for Care programme
and plans are in place to actively promote Quality Improvement Tools at practice / cluster
level. Further work to promote and embed the remaining High Impact Actions has been
identified as a key work stream, illustrated in Figure 7. ICS Governance and Assurance
Framework.
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e Clinical administrators

Clinical administrators are trained to support GPs by processing letters coming into the
practice. Within a clear protocol it is agreed which letters are automatically forwarded to the
GP e.g. where it involves a child under 5, a serious/complex diagnosis or other issues around
safeguarding/mental capacity. The clinical administrator can then take a variety of actions with
the remaining letters such as entering read codes and other data into the practice system;
booking a follow up appointment or blood tests with the patient; or following the agreed DNA
process for patients who missed appointments. GPs do not see these letters. It has been
estimated in some practices that this has reduced GPs administrative time by up to 70%.

Across BLMK there are currently 53 trained Clinical Administrators. 29 in Bedfordshire, 14 in
Luton and 10 in Milton Keynes. Bedfordshire are the national pilot site for HERE and currently
testing a reframed offer of training based on e-learning and ongoing practice-based support
to ensure implementation and sustainability.

Within Bedfordshire one cluster of practices has established a hub and spoke approach to GP
Supervision and mentorship of Clinical Administrators and are employing a peer support / train
the trainer approach to ensure sustainability of workflow optimisation across the cluster. By
2020/21 we aim to increase that number a total of 60 Clinical Administrators across the whole
of BLMK.

e Reception - Active Sighposting

Reception staff are trained to access to a directory of information about services, in order to
help them direct patients to the most appropriate source of help or advice. This may include
services in the community as well as within the practice. In some practices reception staff are
also trained to take patient information which ensures patients are booked an appointment
with the right member of the practice team first time, adopting a practice-based care navigation
function.

Luton CCG have trained 93 receptionists in active signposting, across Bedfordshire and Milton
Keynes training is planned for Q4 2017-18. By 2020-21 we aim to increase the total number
of receptionists trained in active signposting to in excess of 200.

e Health Champions - Social Prescribing

There are a range of approaches currently being piloted across the BLMK footprint to develop
social prescribing opportunities, which have different workforce implications. This includes
community health champions working at practice level and care navigator/local area
coordinator roles supporting the needs of older people/those with complex care needs. These
initiatives are governed through our Priority 1; Prevention programme, where impact will be
evaluated and monitored, supporting planning for future system approaches.

e Voluntary sector / patient group input

We have described our ambition to work increasingly closely with voluntary and charitable
organisations within our STP plans. There are, however, already examples of patient
participation groups within BLMK playing an active role in providing support and information,
for example for people with Diabetes, to promote self-care and management of long term
conditions. These initiatives will continue to be actively supported by our CCGs.
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5.3 General Practice Development Programme

The BLMK ICS Leadership and OD Plan (appendix 4) is targeted at all staff groups, at all
levels, across all organisations and sectors. It supports the development of relationships and
culture that underpins systems working. Whilst BLMK has made some progress towards
implementation the PCH model and enhancing the practice-based team, it is recognised that
an on-going focused General Practice Development programme is required across the ICS to
galvanise energy and pace of change. The BLMK ICS Leadership and OD plan, therefore,
identifies a specific initiative for General Practice Development:

e Leadership and Care Models Development

The plan identifies initiatives, which although not specific to just the GP workforce, can also
be accessed by Primary Care teams to:

o Create multi-professional and sector training opportunities to increase
understanding and skills between professions

o Provide a — ‘stepping into my shoes’ interchange offer, where, for example a
hospital consultant can spend the day shadowing a GP and vice versa

o Create health and social care apprentice roles which can work across
organisations and sectors, including general practice, in for example, Wellbeing
Champion roles

Local workforce pilots exploring implications of emerging new models of care have also
identified training and development requirements for the General Practice workforce. These
include:

e Team working and delegation

The CCGs GP Five Year Forward View plans reflect best practice examples, such as within
Lea Valley Medical Centre in Luton and Newport Pagnell Medical Centre in Milton Keynes
where new ways of working, as part of a wider team, have revolutionised GP workload and
improved patient access and experiences of General Practice. Learning from these examples,
however, demonstrates that team working and delegation to alternative roles is not traditionally
part of a GP culture and that additional development support in these areas would enable GPs
to embrace new ways of working more whole heartedly.

e Clinical Leadership of Change

Clinical leaders and champions are critical to developing new GP business models and system
models of care. Only more recently have these areas begun to be considered within GP
training programmes and there is variance across geographies in iffhow this is approached.
GP Future Leaders and GP Fellowships programmes help address some of these
development needs but these GPs are few in number and this approach will not address the
development needs of our experienced GPs. Future opportunities have been identified for
cross organisation development, such as GPs participating in the Medical Leadership
programme being developed at the Luton & Dunstable Hospital, however, on-going
opportunities for GP leadership development need to be planned for.

e Transformation Methodologies e.g. Quality Improvement, Co-Design of workforce
and service change with staff and local people, Right Care

National development programmes such as the Time for Care GP Development Programme
(which includes support around the 10 High Impact Changes) and the National Primary Care
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Home programme will support individual participating GP practices with development of these
techniques and skills, however, a coordinating ICS approach to ensuring consistent
development across the BLMK geography would benefit development at scale and pace.

e New business models and ways of working

The work with NHSE and the LMC within the GP Resilience Programme helps our most
vulnerable participating practices consider new business models and ways of working,
however, in order to spread our best practices examples we need to consider additional
methods, such as within learning sets, to support innovative thinking for changing models of
GP provision, which increasingly utilise alternative workforce and digital solutions to change
ways of working.

Additional organisational development support is offered through the National Association of
Primary Care sites, within BLMK we now have practices within 5 our GP Clusters participating
as deep learning sites in this programme to support the organisational and business
development requirements for embedding PCH.

Delivery of the Development Programme

We are currently working with Health Education England and the Leadership Academy
planning targeted development opportunities, such as provision of the Midlands and East GP
Triumvirate Programme and development of bespoke Master classes to support these
identified learning and development needs.

6. GPFV Workforce Cost Impact

Table 8 below outlines the additional establishment costs to the BLMK ICS. Costs for
registered nurses and GPs are for additional numbers planned above the existing baselines.
Where some posts are already within 2017/18 establishment’s costs have been excluded for
this year.

Table 8. Workforce Cost Impact

Costs (£'000) 2017/18 2018/19 2019/2020

Clinical Administrators*
Clinical Pharmacists**

Physician's Associates
Registered Nurses
Mental Health Therapists

Sub total 3,798
480 3,600 3,960 8,040
Sub total 11,838
2,160 4560 6720
Total 18,558

*Existing practice reception staff; no additional costs
** Costings developed on sliding scale for part national funding year 1-3
*** 2017/18 within existing establishment, therefore no further cost

28





Table 9. Pay Assumptions

Role Wage per annum Plus On-Costs @ 20%
Physician Associate Midpoint Band 7 £42,668

Registered Nurse Midpoint Band 6 £35,552

Mental health Therapist Midpoint Band 5 £29,456

GP Average £100,000 £120,000

The subtotal of £3,798,000 reflects the costs of the role substitution workforce requirements
to mitigate the demand of GPs by 2019/2020 by approximately 10% (44 GPs) according to
modelling undertaken within the HEE Primary Care Tool. Comparably, the salary costs of 44
GPs would be £5,280,000. Thus reflecting a more affordable workforce model of £1,482,000
per annum if role substitution modelling resulted in the acceptance of a GP target of 476 GPs
(which would result in a GP target of 67 GPs from the CCG workforce baseline of 409).

NHSE assurance processes, however, have required BLMK to also target an increase of
national share allocation of 78 GPs from a 2015 baseline, of which there has been a further
reduction in baseline numbers by 2017 (460 down to 415 : national dataset). BLMK are
therefore required to target an increase of 123 GPs in total, which is 56 more than our currently
modelled need (67) at an additional cost of £6,720,000.

Costs have been depicted as an Accountable Care System. We recognise that as partners
within this system some of these costs will fall to employers of staff within General Practices
e.g. our GP employers, however we aim to work with NHSE once all three CCGs are in
delegated commissioning status in April 2018, to determine the impact upon CCG allocations.

Costs also reflect the national GPFV funding support for Clinical Pharmacists (a 3 year sliding
scale of support). Bursary allocations for retained and returning GPs, or funding for GP
International Recruitment have not been factored.

6.1 Funded costs

Non Salaried Costs

Our GP Workforce plan identifies the critical role that an education and training infrastructure
(section 9.1) and general practice development (section 5.3) plays in supporting the
development of the development of an enhanced practice —based team and the wider
multidisciplinary teams wrapped around general practice. These elements of the plan are
fully funded.

Table 10. Funded Non Salaried Costs

Initiative Funding Source Impact

General Practice Development | ICS Transformation Funding Support scale and pace of

Programme Yearl costs (2017/18) of change in enhanced general

Leadership and OD Plan practice delivery

Preceptorship support 4 GP HEE Funding Supervision and support will be

post CCT Fellows, 2 funded to enable a period of

Physicians Associate structured transition for each
newly qualified healthcare
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Preceptorships and 6 GP professional to develop
Nurse Preceptorship competence and confidence.
National funding Initiatives for NHSE/HEE national funding BLMK is accessing all national
Clinical Pharmacists, schemes offers/programmes, however,
International GP Recruits, GP funding streams have variable
Retainer Schemes, Bursary’s impact on staffing costs, with
etc. majority of salary costs
remaining employer’s
responsibility.

Salaried Costs

Identifying the proportion of salaried costs that are within the existing baseline of employers
(GP Practices) involves rather crude planning assumptions at ICS level, however, funded
assumptions are based upon the following planning principles:

1) An overall 27% GP workforce gap is identified at ICS level (table 1, pg 14), including
vacancy rates and retirement profiles; therefore 24% of workforce costs are assumed
to be funded within existing employers baselines.

2) There is arise in demand for GPs over 3 years by approximately 16% due to
population growth (table 4, pg 15). An increase in registered population will impact
CCG Primary Care allocations following April 2018 when two of our three CCGs are
in delegated commissioning status.

Table 11. Funded Salaried Costs

Costs £000
ICS Workforce Plan Salary Costs 11, 838
Funding Streams

Existing Employers Baselines (27%) 3,196
Increased CCG Allocations (16%) 1,894
Total Funded Salary Costs 5,090

6.2 Funding Shortages

Approximately 43% of salaried costs of the ICS workforce plan are therefore funded with the
remaining 57% reflecting an assumed funding shortfall of £6,748,000.

GP Compliance costs, however, create an additional unfunded shortfall of £6,720,000

To confirm this shortfall, however, as an ICS we are triangulating this most recent GP
workforce activity planning assumptions with those made within our original STP planning
submissions to compare workforce profiles and associated costs to identify any gaps within
our financial bridge.

7. GP Workforce Plan Delivery

Stakeholder Engagement

We have actively engaged with our local GPs and member practices on our workforce
development plans through our ICS Priority 2 Board, and via our GP Locality leads, Practice
Manager meetings, the CEPNs and with the support of our Local Medical Committee. We are
in the process of developing an ICS-wide online platform to house all information relating to
workforce, education and training initiatives, alongside a wider Primary Care offer. This site
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will be widely socialised to ensure all member practices are fully sighted on the recruitment,
retention, education and development initiatives in place.

There are multiple agencies outlining requirements for development of the general practice
workforce resulting in a range of local, regional and national stakeholder involvement (see
Figure 4).

Figure 4. Stakeholder and Delivery Map
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This depicts a complex framework of initiatives and a range of groups and staff involved within
them. It is therefore important to develop a robust approach to plan delivery.

Plan Delivery
The GPFV Workforce Plan has been aligned within 4 strategic priorities and 7 work streams

to enable a comprehensive approach to developing programme delivery of interdependent
initiatives (see figure 5).
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Figure 5. Programme Delivery

o 0w
g
TS
Ha
Warkforce Expanding Clinical
W planning, profile, Recruitment, o s tra|r!|ng, leadership
= fraining needs Retention & Clinical Apprenticeship Workforce supervisory & development
i analysis Aftraction Workforce Development T 2 TEEE :
@ Initiatives Training & 9 capacity Supporting
£ Development of Development Development awareness and
= online resource, 10 High Impact Student understanding of
communication Actions placement / new business
strategy preceptorship models and
new role ways of working
placement

A high level project implementation plan for delivery years 2017/18, 2018/19 and 2019/20 is
depicted within Appendix 2.

Plan delivery will be managed and coordinated by a centralised ICS CEPN.

Delivery Team

The delivery team compromises of staff supporting Primary Care within our 3 CCGs,
supported by our external partners. The SRO for the GPFV Workforce Plan is Colin
Thompson; Accountable Officer for Luton CCG and Executive SRO for the P2 Priority Board;
Primary, Community and Social Care. To ensure a managed approach the team is
coordinated around the centralised CEPN.

Figure 6. Delivery Team and Centralised CEPN
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8. Governance and Assurance

Team

The centralised CEPN will become the delivery vehicle for the GP Workforce Plan, with
oversight and governance from the BLMK LWAB, Priority 2 Programme Board and our 4

Place- Based Boards (Figure 7).
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Figure 7. ICS Governance and Assurance Framework
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Risks

Arisk log is attached within appendix 3. Our centralised CEPN will have operational oversight
and monitoring of all risks. Risks will be escalated in accordance with individual CCG
governance and reporting frameworks and through to relevant STP Boards and Programmes.

9. Interdependencies

9.1 Extended Access

Developing and upskilling our existing workforce, along with the introduction of new roles such
as Clinical Pharmacists, Emergency Care Practitioners and Physicians Assaociates will be
instrumental to enabling the delivery of extended access to our patient population. Our plan
is predicated on enhancing skill mix and expanding the workforce’s capability and capacity to
work at the top of their licence and support the delivery of different types of consultations, to

meet the needs

9.2 Urgent and

of patients.

Emergency Care

In recognition of the interdependency with the Extended Access work stream, within
Bedfordshire CCG we are considering the opportunities for alignment with the Urgent
Treatment Centre and integrated urgent care, in line with the NHS England Standards and
the Five Year Forward View. A&E streaming went live on 8" October 2017.

Within Milton Keynes and A&E streaming service went live on 1% October 2017 and is
currently streaming an average of 20 patients per day away from A&E to the Urgent Care
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Centre. A pilot for Direct Booking of ‘Contact Primary Care’ dispositions from 111 into
booked telephone call backs has gone live in one practice.

Across Luton CCG A&E streaming has been in place since 2012 and patients can be directly
booked into the Urgent Treatment Centre from 111 for two dispositions. There are further
plans to roll this out to ‘in hours’ practices and an increased number of dispositions, as well
as moving the town centre surgery to a fully operational Urgent Treatment Centre. The
Luton-based integrated Urgent Care service is a joint service contracted by Bedfordshire and
Luton and work is underway to review the gaps against national guidance.

Key to the delivery of all of these services will be our workforce and our recruitment,
retention and attraction strategy will encompass the urgent and emergency care context.
We recognise the need to acquire a deeper understanding of preferences in terms of
working practices, for example the proportion of our workforce that would prefer to work ‘out
of hours’, but also the roles, competencies and skill-mix required to deliver these services.

9.3 Education, Training, Supervision and Mentorship

Critical to the recruitment of new GPs, new Practice Nurses, International GPs, GP Returners
and the range of new roles such as Clinical Pharmacists and Physicians Associates entering
general practice is the infrastructure to support them. In order to develop a sustainable
workforce it is essential that these roles have the necessary level of support, supervision and
mentorship and that practices have the capacity and capability to provide this.

Workforce challenges have resulted in fewer GP Tutors, Associate Trainers and Training
Practices and the capacity to mentor, supervise and assess is significantly constrained.

There are also barriers to offering placements to pre-registration Nurses and Practice Nurses,
due to constraints for mentoring, assessing and supervision.

These education barriers create further challenges to the recruitment and retention of General
Practice Staff.

BLMK ICS is developing a centralised General Practice Community Education Provider
Network (CEPN), as a vehicle to map the current education and training landscape and deliver
a new model of education infrastructure to mitigate against recruitment and retention risks.
For example, delivery of clinical supervision and mentorship via a hub and spoke model across
groups / clusters of practices. Embedding a sustainable approach to training and supervision
and to enable non-training practices or practices facing resilience challenges to take
advantage of new roles in practice and being supported to provide the necessary supervision.

Through the workforce data survey each CCG has mapped its training capacity at practice
level, capturing the number of training placements available, GP trainers and trained mentors.
For the past year Bedfordshire CEPN has focussed on expanding training capacity mentorship
capacity across practices and have mapped existing training and supervisory provision. The
CEPN will expand capacity through implementation of a local Associate Trainer course
devised to support both GP supervision and supervision of new roles. Plans are also in place
to maximise the opportunities to access mentorship training and share multi-disciplinary
training opportunities in partnership with our local providers via the CEPN networks.

Primary Care Home focuses its model on population level clusters of 30,000 to 50,000. As

staff and services increasingly organise care around this population level, an ideal opportunity
exists to create Education and Training Hubs. This would offer virtual arrangements for

34





aligning and sharing resources for GP tutors, Trainers, Associate Trainers, mentors and
supervisors across the GP practices within a population level cluster.

This cluster approach to education and training infrastructure also enables collaborative place-
based solutions to emerge, for example local community health services providers supporting
mentorship and training up advanced/specialist nurses and a range of services offering clinical
placements to GP fellows and Physicians Associates.

Across the BLMK ICS Health Education England has allocated funding to support 4 GP post
CCT Fellows, 2 Physicians Associate Preceptorships and 6 GP Nurse Preceptorships. Light
touch supervision and support will be funded to enable a period of structured transition for
each newly qualified healthcare professional to develop competence and confidence.

9.4 Education and Training

Whilst all staff will have a variety of mandatory and development training needs, specific
requirements that support the population health needs and the primary care home model have
been identified for:

Management of Long term Conditions

Health Coaching

Management of childhood illness and injury

Holding difficult conversations with families and patients for care planning

The development of multidisciplinary workshops within the four place-based geographies
within BLMK ICS will support inter professional learning and relationship development across
our place-based systems.

Regular training needs analysis will take place under the remit of the CEPN and linked with

the wider system providers to ensure opportunities to train and learn together as a system are
capitalised upon.
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Figure 8. Proposed method of delivery
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10. GPFV Workforce Plan Review

The ICS CEPN Workforce Strategy Group is forming and will regularly and consistently
monitor the milestones and KPIs within the GPFV Workforce Plan. Leads within each CCG
will be accountable to the ICS CEPN group for delivery against their key priorities and CCGs
will review progress within their respective governance structures and with their member
practices on a quarterly basis.

The GPFV Workforce Plan will be reviewed and re-assessed following each critical milestone
in order that if necessary it can be reconfigured to factor in the outcome. For example, if an
application to progress with International Recruitment is unsuccessful alternative plans will
need to be made to meet the workforce gap.

The Workforce Plan draws together a multi-faceted approach to meet the multiple challenges
and will incorporate an element of PDSA test and challenge, within an improvement
environment to ascertain and measure greatest impact and how to move forward. This will
ensure the overall primary care workforce development package is fit for purpose in each
practice, each locality and each CCG and can deliver change across the whole STP footprint.

Progress reports against the implementation plan (appendix 2) and Risks (appendix 3) will
occur at each CEPN meeting).
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Appendices

Appendix 1 - Impact of Role Substitution

Number of WTE non-clinical substitute roles required

to impact 10% of WTE GP time over 5 years

(HEE Primary Care Tool)

Clinical support ~ General NHS NHS Pharmacists Physician Registered
Medical Infrastructure  Infrastructure Associates Nurses
Practitioner support - support -
Admin & Managers &
Estates senior
managers
Non-clinical role

Therapists

Mental Health
Therapists

o Clinical support

General Medical Practitioner

NHS Infrastructure support
B NHS Infrastructure support
Pharmacists
Physician Associates
M Registered Nurses
M Therapists.

m Mental Health Therapists

- Admin & Estates

- Managers & senior managers
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Appendix 2 — GP Workforce Plan

Work package title: GP Workforce Plan

Work package SRO: Colin Thompson

Year| 20172018 2018/19 201942020
afapril-March)]az (a4 fai a2 Ja3  Jos  Jai  Ja2  [a3  [a4

1 Workforce Planning

1.1 Complete CCG level baselines 1. Accurate, up to date

1.2 5TP aggregate level analysis and modelling warkforce baselines 2. GP
1.3 Develop aond lounch Web-Bosed resource led practice-based

1.4 PCH Test Cluster modelling waorkforce models

1.5 PCH Modelling roll out

2 Recruitment and Retention
2.1 &GP Intemational Recruitment
2.2 Existing GPs: Attract, Retain and Retumn
2.3 GP Troinees; Recruiting newly qualified GPs GF numbers increased by
2 4 Altermative Employment Frameworks 67 by December 2020
2.5 Fromework for the wider practice team
2.6 implementation af the 10 Point GPN Plan
27 Recruitment to new roles

3 Education and Training

3.1 Centralised CEFN 1. Centralised delivery of
Infrastructure (supervision, mentorship & GP warkforce Plan 2. Top
plocements) of licence skilled workforce

3.3 Education & Training Delivery 3. Infrastructure to support

3.4 Apprenticeships education & training

3.5 10 High Impact Actions
4 L eadership and Care Model Development
3.1 GP Development Programme
3.2 GP Resilience Programme
3.3 Time to Care
3.4 PCH Practices

1. GP Resilience 2. GP
supported to develop new
business models aligned to
PCH






Appendix 3 — Risk Register

Date Raiseh

Risk Description

Mitigated Mitigated

Bl Likelihoo k2

Impa cﬂ Severlty-

Mitigation Plan

As a result of data gaps for profiles for retiring GPs there is a risk that the GP workforce 1. Current planning assumptions have been based upon a flat rate. 2. Future local
1 02/10/2017 |gap forecasts for 2018-2020 related to retirement are inaccurate, which may resultin a surveys will source data on anticipated number of retirements over next 5 years
GP workforce gap that is higher or lower than currently profiled. and profiles will be updated accordingly.
As a result of a lack of access within the BLMK STP footprint to workforce profiling tools 1. The HEE Primary Care tool has been utilised to reflect increased demand
that align population health need to workforce planning, there is a risk that workforce through demographic population growth (this does not include health need
profiles do not accurately reflect future demand. related to complex morbidity etc.) 2. BLMK are partnering with napc to develop
2 02/10/2017 proposals to fund access to a consultancy-based approach for workforce modelling
that aligns workforce modelling to population health need at cluster/network
level (30,000 - 50,000). 3. HEE workforce transformation funding aligned to
resource to support workforce modelling 09/17 - to recruit.
As a result of insufficient access to workforce analyst/planning resource within the 1. GPFV Transformation Team, Central Midlands, NHSE requested requirements
BLMK STP there is a risk that workforce planning and profiles are not robust, which may for planning 09/2017 - responded with need for workforce analyst/planning
resultin failure to produce a credible implementation and delivery plan. resource 09/2017. 2. Head of Leadership and Workforce Redesign, NHSE has raised
3 02/10/2017 this resource gap as a risk to all workforce planning requirements within the BLMK
STP to the NHSE Transformation Board. 3. Secured advice and support from HEE for
use of the HEE Primary Care Workforce Modelling Tool.
As a result of limited national timeframes for developing the GP Workforce Plan there 1. Each CCG maintains responsibility for GP member engagement and
4 03/10/2017 is a risk that insufficient levels of engagement and communication have been @ communication and engagement plans. 2 LMC engagement prior to plan
undertaken for plan development which may result reduced GP member support, submission. 3. Socialisation and engagement with plan commenced by all CCGs by
adversarial publicity and reputational damage. Nov 17.
As a result of constrained capacity there is a risk that the 3 CCGs will not align sufficient 1. The 3 CCGs are meeting on 5th Oct and allocated resource from each CCGis to
5 03/10/2017 staff resource to the centralised CEPN group responsible for delivery of the plan 2 be agreed. 2. HEE have provided funding for each CCG to establish a CEPN and
within each CCG footprint, which may result in failure to execute plans to time and supports the intention of developing a centralised CEPN across the ACS. 3. First
scale. centralised meeting agreed for Jan 18.
As aresult of insufficient education/supervision infrastructure to support GP 1. The BLMK GP Workforce Plan identifies Education and Training Infrastructure as
6 03/10/2017 returners, International Recruits and new roles e.g. Physician Assistants there is a risk s a critical interdependency and outlines plans to enhance this framework. 2. HEE
that workforce number projections cannot be fulfilled which may result in workforce are reviewing models to support assessment and supervision of GPs within the
shortages. Induction and Returner programme.
As a result of a lack of national evidence to support planning assumptions for role 1. BLMK are partnering with napc to develop proposals to fund access to a
substitution to impact GP workload requirements there is a risk that a reduction of 44 consultancy-based approach for workforce modelling that works directly with
7 19/10/2017 |GP WTE is inaccurate which may result in failure to develop credible planning profiles practices and at cluster level to design credible, costed workforce plans that meet
and identify associated costs. demand and population health need. This will commence with 2 clusters in
2017/18.
As aresult of an identified funding shortfall in salaried workforce costs of 57% there is 1. Areview of this shortfall against current STP financial bridge will commence in
8 12/11/2017 |arisk that financial exposure will result in failure to recruit the identified workforce Dec 17. 2 CCGs under delegated commissioning arrangements aim to work with
profiles. NHSE to determine impact for allocations.
As a result of NHSE Assurance requiring BLMK to increase our modelled GP trajectory 1. Risk raised with NHSE Midlands and East leads. 2. To discuss at GPFV Assurance
9 12/02/2018 [requirement of 67 GPs by an additional 56 GPs, increasing our overall target to 123 GPs, meeting 01.03.18.
there is a risk that GP Compliance Numbers will not be fulfilled.
10 12/02/2018 As aresult of increased costs associated with NHSE GP Compliance Numbers there is a 1. Risk raised with NHSE Midlands and East leads. 2. To discuss at GPFV Assurance
risk that financial exposure will result in failure to recruit these GP numbers. meeting 01.03.18.
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Appendix 4 — BLMK ICS Leadership and OD Plan

[,
1]
BLMK ACS
Leadership & Organ
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Supports BLMK approach to delivery of Long Term Plan. In particular
supports implementation of Primary Care Home/Networks.
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workstreams
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in place for all high risk patients; connecting with the whole
community.
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The journey of development for Primary care networks in a health system — maturity matrix

Our learning to date tells us that Primary care networks will develop and mature at different rates. Laying the foundations for transformatiol
is crucial before taking the steps towards a fully functioning Primary care network. This journey might follow the maturity matrix below.

Foundations for
transformation

Step 1

Practices identify PCN
partners and develop shared
plan for realisation.

Analysis on variation in
outcomes and resource use
between practices is readily
available and acted upon.

Basic population

segmentation is in place, with
understanding of needs of key
groups and their resource use.

Integrated teams, which may
not yet include social care and
voluntary sector, are working in
parts of the system.

Standardised end state
models of care defined for all
population groups, with clear
gap analysis to achieve them.

Steps taken to ensure
operational efficiency of
primary care delivery and
support struggling practices.

Primary care has a seat at the
table for system strategic
decision-making.

Step 2

PCNs have defined future business
model and have early components in
place.

Functioning interoperability within

networks, including read/write access

to records, sharing of some staff and
estate.

All primary care clinicians can access
information to guide decision
making, including risk stratification to
identify patients for intervention, IT-
enabled access to shared protocols,
and real-time information on patient
interactions with the system.

Early elements of new models of
care in place for most population
segments, with integrated teams
throughout system, including social
care, the voluntary sector and easy
access to secondary care expertise.
Routine peer review.

Networks have sight of resource
use and impact on system
performance, and can pilot new
incentive schemes.

Primary care plays an active role in
system tactical and operational
decision-making, for example on
UEC

Step 3

PCN business model fully
operational.

Fully interoperable IT,
workforce and estates across
networks, with sharing between
networks as needed.

Systematic population health
analysis allowing PCNs to
understand in depth their
populations’ needs and design
interventions to meet them.

New models of care in place
for all population segments,
across system. Evaluation of
impact of early-implementers
used to guide roll out.

PCNs take collective
responsibility for available
funding. Data being used in
clinical interactions to make
best use of resources.

Primary care providers full
decision making member of
ICS leadership, working in
tandem with other partners to
allocate resources and deliver
care.
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Phoenix Sunrisers’ 

 

journey illustrated on 

 

NAPC’s Primary Care 

 

Home Development Cycle

 

•

 

Kingsway cluster was established 4 years ago, but with little or no 

 

collaborative service delivery in place. 

 

•

 

LCCG MOT identified the need for a meds focused project focused on CYP, 

 

which they worked with the cluster chair (Anitha) to move forward. 

•

 

Having qualified and quantified the priority with the PHM data, all GP 

 

practices across the cluster committed to working in a highly collaborative 

 

way to improve population health and wellbeing outcomes for their 

 

registered population. The PCN was formerly established on 15 

th 

May 19

 

•

 

The PHM / 3x3 also enabled the cluster to start to engage a number of key 

 

providers of children’s services across Luton to work together 

 

to 

 

understand better the needs of their local community and the problem 

 

they were trying to solve. 

 

•

 

We brought in external to share knowledge, experience, learning and 

 

most importantly give the confidence to the network to get started 

 

–

 

small steps to making a big difference 

 

–

 

Dr Bob 

 

Klaber

 

, 

 

Paediatric

 

Consultant, Imperial College Healthcare NHS Trust. 

•

 

Now all key providers are 

 

committed to working in a highly collaborative 

 

way to improve population health and wellbeing outcomes for their local 

 

community.

 

•

 

NAPC / BLMK supported the cluster to look at its 

 

population health data using the 3x3 grid. 

•

 

The PHM data together with insights from general 

 

practice across the network helped the PCN to qualify 

 

and quantify the key priority for their local 

 

community as being children with complex needs, 

 

unlike other communities / networks across Luton. 

•

 

Data is being used to build a picture of the 

 

population’s health and care needs (e.g. NHS, public 

 

health, social care and/or housing/ police data) 

 

-

 

we 

 

have sought further data from PH colleagues and are 

 

working with Medi Analytics to drill further into the 

 

data. 

•

 

We are starting to use the data to determine the 

 

activity and cost for the population cohort 

 

•

 

There is a good understanding of the current 

 

services available across all local providers 

•

 

Early opportunities to improve integration across 

 

current care models are being undertaken 

 

collaboratively with other PCN providers 

 

-

 

i

 

t has 

 

been agreed in principle to focus on and work with 

 

a small (x9) group of  children with highly complex 

 

healthcare needs to fully understand their needs 

 

and the functions / services needed to address 

 

them. 

 

•

 

All PCN providers are working collaboratively to 

 

design integrated population health and care 

 

models that emphasise proactive, preventative and 

 

ongoing self  -

 

care. 

•

 

The PCN will work together 

 

to agree an 

 

approach 

 

for continuing quality improvement within the PCN 

 

and ensuring evaluation which improves outcomes 

 

for patients 

 

•

 

We will bring all the workforce currently involved in 

 

delivering services together with the 9 patients to get 

 

to know each other and take a team based approach 

 

to designing and delivering services. 

•

 

There is an understanding of the need to ultimately 

 

develop a ‘one team’ approach to be fully operational 

 

and optimise care in a PCH

 

•

 

There is in principle agreement about the 

 

vision for improvements that need to be 

 

made and the impact the PCN wants to make 

 

to existing services for children with complex 

 

needs, but there isn’t a clear vision for the 

 

PCN as a whole at this stage.

 

•

 

Provisional plans for designing / delivering 

 

service changes are in place, but need further 

 

leadership support and project management 

 

to drive them. 

•

 

The PCN has now been established, a CD 

 

appointed and governance structures / 

 

agreements will be put in place working with 

 

the CCG. 

•

 

Funding and funding streams will be agreed 

 

as PCNs are established during 19/20.

 

•

 

An approach to evaluation is 

 

being c0 -

 

designed and tested by 

 

the Bridge PCN in Newport 

 

Pagnell. 

•

 

As PHM data is collected and 

 

outcomes agreed, an evaluation 

 

approach will be confirmed.
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