


 
 

 
 

Chapter 9: Primary Care Nurse Service Implementation Provides an overview of the service and actions 

that have been agreed through the Implementation Groups and overarching Writing Group. 

Community Treatment and Care Service 

We set out in PCIP 2018-21 to scope and establish a sustainable 
Community Treatment and Care (CTAC) service model for Ayrshire and 
Arran by 2020.  The 2018 GMS contract states that the responsibility for 
providing CTAC will pass from GP practices to Health and Social Care 
Partnerships (HSCPs) by 2021. These services will be commissioned by 
HSCPs and delivered in collaboration with NHS Boards who will employ 
and manage the associated nursing and HCSW workforce.   
 
CTAC within the MoU includes but is not limited to: 

 management of minor injuries and dressings  
 phlebotomy  
 ear syringing  
 suture removal  
 chronic disease monitoring and related data collection. 

 
A Primary Care Nurse Implementation Group was set up with subject 
experts from General Practice, HSCPs and Primary Care to scope current 
arrangements, consult with key stakeholders, develop and cost a 
proposed model and support implement of these arrangements. 
 
A scoping exercise was undertaken in December 2018 to establish 
existing CTAC interventions and current workforce data across Ayrshire 
and Arran and inform requirements to establish and deliver a sustainable 
CTAC Service in the HSCP areas.  
 
As part of collaborative working across primary care and HSCP in the 
design phase, representation was sought across these areas with the aim 
to discuss and consider in more detail the service requirements and 
possible models of delivery. 

 

The main outcomes and priorities identified from the scoping and service 
design work was to ensure: 

 All CTAC related tasks were transferred from Practice Nursing 
staff to the CTAC service 

 CTAC service was delivered at a practice or cluster level 
 Model to interlink with wider community nursing models  

Following various engagement sessions with stakeholders the principles 
below were agreed as priority must do for an Ayrshire and Arran CTAC 
Service. 

1. Transfer of all tasks safely and effectively 
 

2. Needs to deliver primary care first, whilst recognising a potential 
with further investment to encompass additional services, however 
the MoU commitment is to remove tasks from practices first. 
 

3. Operate with very clear professional and managerial responsibilities 
across primary care and the HSCPs. 
 

4. Co-ordinated by the practice – in order that day to day work is 
managed appropriately and has oversight. 
 

5. Continuous – if staff member off sick the practice cannot take all the 
workload back on. Someone other than the Practice Manager 
should have responsibility for rescheduling. 
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Proposal for CTAC Service 

To develop and grow a sustainable primary care nursing workforce, and 
taking into consideration the age profile of the current nursing teams, 
there was agreement to develop nine newly qualified nurses into the 
Ayrshire Graduate Nurse Development Programme (A-GRAND) offering 
an early career choice within general practice as well as testing what the 
new Primary Care Nurse role could look like to deliver the CTAC service. 

This has been a unique opportunity to develop a training programme for 
the newly qualified nurses who have 
trained in Ayrshire and Arran, 
offering them the chance to work 
closely with General Practice 
Experts to provide a wide range of 
nursing interventions. The nurses 
are currently working in practices 
across North, South and East 
Ayrshire undertaking a structured 
development programme supported 
by the Senior Nurse for Primary 
Care including higher education to 
complete specific learning.   

Potential CTAC models have been scoped from January – October 2019 
through various stakeholder workshops and design sessions with subject 
experts whilst also liaising with national colleagues to understand other 
potential models for implementation.  Through all design stages there has 
been broad agreement that CTAC should be practice based and 
seamless for patients accessing the service. 

 

 

 

 

As part of the scoping and design, audit work carried out with practices on 
current clinics and nursing interventions, undertaken was used to 
estimate a projected workforce that will continue to be refined working 
alongside practices as the service develops and embeds into practice.      

Discussions have been ongoing in relation to the banding and skill mix of 
nurses required to deliver CTAC interventions within practice, with a 
recognition that multiple clinicians and levels of staff are currently 
employed in practice to carry out this workload. 

To be able to fully understand the CTAC demands and requirements for 
each GP practice to design a model to deliver this service efficiently there 
has been agreement that a phased approach to implementation is 
essential. This will enable the new models of care to be tested and 
evaluated in some areas and then, once the learning from the initial sites 
is shared and reviewed, models can be adapted which can then be rolled 
out to other areas. 

It is estimated that approximately 90 wte staff members will be required to 
deliver CTAC across Ayrshire and Arran based on information to date.  
This number also includes nurses to deliver adult at risk immunisations 
such as shingles, pneumococcal, Hepatitis B and other groups associated 
with increased risk. 

This new workforce will be a balance of registered nurses and Health 

Care Support Workers. Further work is required with practices and 

HSCP teams to confirm skill mix, professional governance and 

management/oversight arrangements of staff at a practice level. This 

agreement remains a risk to the programme.  

In the implementation phase we also recognise the reality that the same 
staff may deliver different elements of the MoU for instance CTAC, Urgent 
Care, and immunisations.  The action plan for implementation of the 
CTAC service is detailed in Appendix C. 
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Chapter 10: Urgent Care Service Provides an overview of the service and actions that have been agreed through the 

Implementation Groups and overarching Writing Group.

We are continuing to see high demand from patients seeking urgent care 
about their physical, mental health and wellbeing which can be stressful 
and complex to navigate, as well as putting additional workload onto 
practices. Our vision is to enable the population of Ayrshire and Arran to 
get the right care they need in the right place, at the right time, which is 
not always through the GP Practice. Currently urgent care is delivered: 

 In GP Practices 
 In partnership with the HSCPs 
 Through other community contractors including pharmacies and 

dental practices 
 Third sector  
 Partners such as NHS24 and NHS Inform, by enabling informed 

self-care, self-management and supportive and connected 
communities. 

As we continue to implement our new multi-disciplinary teams in practices 
including professionals such as Advanced Nurse Practitioners, Nursing, 
AHPs, Pharmacists and Community Link Workers or Connectors, 
Advanced MSK Physiotherapists, and Mental Health workers will often be 
the first point of care assessing and treating individuals presenting with 
urgent care needs. This approach will enable GPs to have the time to 
develop their role as Expert Medical Generalists focusing on caring for 
individuals who present with undifferentiated, chronic and complex illness. 

 

People often know what care they need and through our local approach to 
signposting patients to the most appropriate person we are seeing 
evidence of patients feeling more informed about services available 
locally or within their GP Practice.  The role of administrative staff in GP 
practices is key to directing patients and supporting them to navigate 
care.  Over 200 staff from across Ayrshire and Arran have undertaken 
triage training at different levels to support how they appoint patients or 
signpost them onto other services.  There has also been targeted sign 
posting work carried out working closely with clusters in each HSCP to 
promote community working and approach with other community assets. 

A number of stakeholder events with HSCPs and GP Practices took place 
throughout 2019 with the aim of reaching an agreed vision for an Urgent 
Care service Feedback on largest areas of demand were: 

 Home visits 
 On the day assessment  
 Frailty patients (including anticipatory care planning) 
 Mental Health presentations 

The contract made particular reference to home visits as an area where 
other professionals and Advanced Practitioners, could provide input and 
release GP time to provide greater focus and continuity of care for 
individuals with complex health needs.  The Urgent Care Implementation 
Group agreed as a first action in 2018 to review the existing pattern of 
home visit provision across Ayrshire and Arran, seeking to learn from 
good practice.  
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Proposal for Urgent Care Service 
A review of home visit activity was undertaken to identify demand and to 
project the total number of advanced practitioners that would be required 
to meet demand.  This information was cross-referenced with feedback 
from clusters and it was projected that approximately 34 advanced 
practitioners would be required over the next two years to deliver an 
urgent care service based on this home visit activity across Ayrshire.  
Following discussions with GP Practices, there has been feedback that 
Practices would prefer to use the advanced practitioner resource for 
home visits and also on the day assessment depending on practice need.  
It has been agreed that the workload and use of the practitioner will be 
defined by the practice. 
 

There are a number of programmes ongoing across Ayrshire and Arran in 
relation to frailty, anticipatory care planning, and single point of contact.  It 
is recognised that further work is required to link these areas of working 
with urgent care pathways in General Practice.  This will be taken forward 
in a structured way with key colleagues across the whole system. 
 
As outlined earlier in the plan, it is anticipated that new and existing 
members of staff will work to deliver across a number of elements of the 
MoU.  For instance MDT members (Mental Health Practitioners and 
Advanced MSK Physiotherapists) will contribute to the urgent care 
response within practices.  Developing the Urgent Care Model will also be 
an opportunity to work with practices to train, develop current staff, and 
‘grow our own’ workforce who aspire to become advanced practitioners 
with a structured funded training programme. 
 
There is a risk that there is insufficient workforce available to recruit 
to the advanced practitioners required to deliver the Urgent Care 
Model.  We anticipate General Practice Nurses and the Primary Care 
Nurses as they gain experience they will be well placed to develop 
into these roles, providing a resource that is experienced in Primary 
Care and local networks. 

 
Links to Other Urgent Care Services 
Through the Minor Ailment Service (MAS) community pharmacies are 
increasingly becoming the first port of call for eligible patients for a range 
of common clinical conditions. The Scottish Government is committed to 
extending and expanding MAS so that it was available to everyone – this 
will launch in April 2020. Ayrshire and Arran has added to the range of 
common clinical conditions treatable by community pharmacists under the 
Pharmacy First Ayrshire service. Women between 16 and 65 can now be 
treated for uncomplicated urinary tract infections and patients aged two 
years and over, can also be treated for impetigo. Both conditions 
previously required prescriptions through GP practices or Out of Hours 
services.  
  
Locally we have also expanded on this format by adding other skin 
infections and shingles and intend to further expand on this. Expanding 
the range of common clinical conditions treated will improve outcomes for 
patients and reduce the workload for GPs and other health and social 
care professionals.  A number of community pharmacists are qualified as 
Independent Pharmacist Prescribers, providing clinics from their 
community pharmacy, in conjunction with local GP practices. These 
clinics include respiratory clinics, as well as hypertension and sexual 
health clinics. Further training and development of this workforce will 
unlock a further resource that can play a role in the multi-disciplinary team 
and promote patient self-management of long-term conditions, improving 
outcomes for people. 
 
Community optometrists provide a comprehensive eye examination 
service model to care for an aging population. The eye examination is 
universally funded and therefore free of charge to all eligible patients. 
Geographical access to eye care at optometrist practices across Ayrshire 
and Arran is good. Community Optometrists in Ayrshire and Arran also 
provide a first point of treatment for minor eye ailments through Eyecare 
Ayrshire.
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Chapter 11: Multi-disciplinary Teams in General Practice Provides an overview of the service and actions 

that have been agreed through the Implementation Groups and overarching Writing Group. 
 

The introduction of MDT working is complex and the scale of change 
required across professions is a unique opportunity to progress a longer-
term strategy of transformational change to deliver the vision for Primary 
Care.  The teams within General Practice will also link closely with the 
wider locality teams as shown in the Health and Social Care Diagram on 
Page 11. For the purposes of the implementation of the contract, the 
Implementation Group has focussed only on the GP Practice based team 
as outlined in the MoU. 
 
The ambition of the MDT is to deliver care to the patient in a seamless 
way, reducing the number of visits and number of professionals working 
with a person and their family. As outlined in the contract and MoU, the 
introduction of these services relies on the establishment of new 
workforce that will be part of the practice teams, but not employed by 
them. 
 
Additional MDT staff should, where appropriate, be attached to GP 
practices to provide direct support to these practices under the oversight 
of GPs as senior clinicians. Trusting and continuity of professional 
relationships will be key to the effectiveness of MDTs. A guiding principles 
document has been developed to support this team working.  Some MDT 
members will be attached exclusively to a single GP practice while others 
may be required to work across a group of practices (e.g. Clusters). 
Workforce arrangements will be determined locally and agreed as part of 
the HSCP delivery plans.   
 
Many of the MDT staff deployed into HSCPs will be employed by the NHS 
Board and work with local models and systems of care agreed between 
the HSCP, local GPs and other key stakeholders within services.  

Staff will work as an integral part of local MDTs.  NHS Boards, as 
employers, will be responsible for the pay, benefits, terms and conditions 
for these staff.  
 
Existing practice staff will continue to be employed directly by practices 
unless there is a transfer of task through TUPE arrangements. Practice 
Managers, receptionists and other practice staff will have important roles 
in supporting the development and delivery of local services. Practice 
Managers should be supported and enabled to contribute effectively to 
the development of practice teams and how they work across practices 
within Clusters and in enabling wider MDT working arrangements. 
 
Key to achieving efficient joint working between professionals will be the 
implementation of the new GP IT system being led nationally.  The new 
systems aim to be more intuitive and user friendly. They will be quicker, 
more efficient, with increased functionality allowing more efficient working 
across professions in the MDT, underpinned by strong service levels and 
performance management, with clear lines of responsibility and 
accountability, providing, overall, a more professional GP IT Service. It is 
expected this will begin to roll out winter 2020. 
 
Scottish Government are leading on the Joint Data Controller agreements 
for data to be shared more easily across various professional groups and 
GP Practices ensuring more efficient and joined-up working to support 
patient journeys.  It is anticipated this agreement will be in place by the 
end of 2019/20. 
  
The pace of delivery of IT systems that communicate and 
Information Sharing agreements remains a risk to MDT working.
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Through innovative successful recruitment campaigns there have been a large number of additional workforce recruited in support of implementation 
across each of the workstreams from July 2018-May-2019.   These are described in more detail under each of the professions noted below. 

Mental Health Practitioners (MHPs) 
 
Since March 2019, there has been a roll out of a new model for MHPs 
being based in General Practice as first point of contact practitioners.  
These roles are funded through PCIF and 
Mental Health Action 15 monies using a 
pan Ayrshire model.  The MHPs are 
currently only assessing patients and 
signposting on to other services if required.  
By increasing the number of MHPs 
available for GP Practices, there would be 
opportunity for the role to support and treat 
patients following assessment without the 
need to refer onto other mental health 
services if possible. 
 
Early data for the first 6 months of having 
these roles in GP Practices shows: 

 a high number of patients are requesting to see an MHP or being 
triaged by practice reception staff as first point of contact 

 92% of those being assessed were not known to Mental Health 
Services 

 Only 16% of people assessed required a prescription for 
medication 

 7% of total presentations were referred onto to community mental 
health services for ongoing treatment 

 

Further work is required to understand overall patient journeys and longer-
term benefits, however patients and GP Practices are reporting the early 
benefits of having a first point of contact MHP role available in practices for 
patients to self-refer to or be signposted to. This has been requested by all 
GP Practices as a priority. Capacity and current service models within 
Community and Primary Care Mental Health teams does not allow for this 
level of resource to be based in general practice. 
 
There are now 20.8 wte MHPs based across 34 GP practices with the roll 
out plan proposing a further 23 wte across Ayrshire and Arran to cover all  

GP practices. If Mental Health Action 15 monies are applied then the overall 
risk to funding of the programme as outlined on page 28 is mitigated. 
 

There is a risk to recruiting to all the required roles and oversight of 
recruitment across all HSCPs and other Mental Health Services will be 
needed to ensure there is not a knock on impact to other services.  
 
 
Advanced MSK Physiotherapists Practitioners (APP) 
There was agreement in previous PCIP to invest in an additional 7 wte first 
point of contact APP roles to provide this specialist care in the right place at 
the right time in GP practices. Due to the reduction in demand to core MSK 
services during the initial test with these roles, 
there was an aim to create a shift from all MSK 
Physios being based within acute services to a 
more blended model with general practice.  
There are now currently 11 wte physios 
employed, as well as a MSK Lead role providing 
professional leadership across 26 practices. 
 
The number of patients seeing the MSK 
Physiotherapists in GP practices continues to 
rise each month with demand now much higher 
than first anticipated in previous reports. Early 
results from May 2019 show that: 

 67% of patients are signposted as a first point of contact with the 
Physiotherapist 

• Only 1.7% of these required to be redirected to a GP 
• 75% of these patients were given self-management advice 

 

Recent evaluation of the service and referral rates to core MSK Service has 
highlighted that, although there continues to be a reduction in referrals to 
core service from some general practices, this is not consistent and at the 
rate originally projected.  This requires closer review, but early findings 
indicate that when a GP practice only has a small of amount of MSK Physio 
time in practice (for example 1 day) this is not having any impact on referrals 
or how MSK demand is managed in practices. 
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It has been acknowledged that further additional resource will be required 
to enhance the service provision in some areas. On this basis the roll out 
plan includes proposal for an additional 3 wte MSK Physio roles with an 
expectation that an additional 3 wte MSK roles will transfer from core MSK 
service over 19/20 and 20/21. If the predicted ongoing reduction in demand 
to core MSK service is achieved, there is a commitment to the transfer of 
further posts. 
 

There are a range of ways to be referred into core MSK Services and 
there is a risk that, although GP Practice referrals may reduce, close 
scrutiny will have to be given to other referral sources throughout the 
redesign of how this service is delivered. 
 
 
ANP Academy  
The Primary Care ANP Academy was established in September 2017 to 
develop a new workforce of Primary Care Advanced Nurse Practitioners.   
 
This programme offers Practice Nurses working in General Practice in 
Ayrshire and Arran, the opportunity to develop into the role of an Advanced 
Nurse Practitioner whilst maintaining their salary and contract of 
employment. 
 
Cohort 3 of ANP Academy Commenced in September 2019 with 22 nurses 
in total projected to complete training by 2021. 
 
No proposals have been put forward for future cohorts at this stage and the 
aim is to blend the ANP Academy approach with the ‘grow your own’ CTAC 
and Urgent Care Service model therefore funding for training will be 
available through this route.   

Community Link Workers 
The new GMS contract recognises the place of ‘Community Link Workers’ 
functioning as part of a broader Multi-disciplinary Team whilst not being 
prescriptive regarding the role and function and local operational 
arrangements. 
 
The new contract defines the Community Links Worker as a non-clinical 
practitioner based in or aligned to a GP practice or cluster who works directly 
with patients to help them navigate and engage with wider services. They 
often serve a socio-economically deprived community or assist patients who 
need support because of for example, the complexity of their conditions 
 
Across Ayrshire and Arran there are 25.5 wte 
Community Link Workers across 49 Practices. 
Some are funded through the PCIP and others 
through HSCP resources.  
 
Whilst East and North HSCP have now fully 
recruited to meet planned resources, South 
Ayrshire HSCP have reported they require a 
further 1.5 wte workers to ensure full practice 
coverage.  This will be included within detailed 
implementation plan. 
 

 
Full details of the roll out numbers within the MDT are included within Appendix E.  It should be noted that the GP Clinical Pharmacist role is included as part 
of the Pharmacotherapy Service within Appendix B. 
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Chapter 12:  Leadership and Management of New Multidisciplinary Teams 

The new GMS contract establishes GPs as Expert Medical Generalists 
whose responsibilities include local and whole system quality 
improvement, and local clinical leadership for the delivery of general 
medical services under GMS contracts.  
 
The national MoU identifies that EMGs “will strive to ensure robust 
interface arrangements, connection to and coherence with other parts of 
the wider primary care team (e.g. nurses physiotherapists), health and 
social care community-based services and with acute services where 
required. The EMG will be supported by a MDT; maximising the 
contribution of both clinical and non-clinical staff in medicine, nursing, 
allied health professions, links workers, practice management, 
administration and others.” 
 
There is an explicit understanding that part of this role will be senior 
clinical leadership of the multi-disciplinary teams. Line management of 
much of the primary care multi-disciplinary team staff will be provided 
through the employing authority (usually NHS Boards).  The purpose of 
the line management is to support staff in their role as a member of the 
primary care multi-disciplinary team attached to one or more practices 
and their patient lists. While all professionals involved in patient care have 
a leadership role to play, the senior clinical leadership role of doctors will 
be outlined in the GP role in Primary Care Improvement Plans.   
 
Practice Managers have a key role in the management and co-ordination 
of the MDT teams, working with various service leads within HSCP 
arrangements to ensure appropriate service provision within the practice 
through having oversight of patient access and leave arrangements as 
well as service commissioning arrangements to the practice.  Practice 
Managers will require ongoing support in this new way of working which is 
being led by the local Centre of Excellence Team who provide 
development to Practice Managers. 

Leadership which is intended to improve outcomes for patients will clearly 
require collaborative working with a wide variety of professionals who will 
be involved in primary care multi-disciplinary teams. Various members of 
these teams will also undertake leadership roles to achieve changes and 
improvements. There are many examples of effective teams whose 
membership have different employers. Many GPs will have had 
experience of this with district nurses and other professionals not directly 
employed by their practice. The MoU is a clear statement of intent to 
deliver this form of team working. We have agreed shared principles to 
ensure these teams operate in optimum ways to the benefit of patient 
care. Some of these primary care multi-disciplinary team members will be 
attached to individual practices but inevitably, in some cases, resources 
may have to be shared between different practices. GP clusters will have 
an important role in facilitating cross practice working including 
developing common working practices and pathways. We believe that the 
best way to deliver the 4Cs and relationship-based care to patients is 
through the effective relationships between the members of these primary 
care multi-disciplinary teams. 
 
There is an agreed Ayrshire and Arran Guiding Principles document 
which  works within the specifications of the national contract MoU to 
further explore the agreed ways of working between Ayrshire & Arran 
General Practice, North Ayrshire Health and Social Care Partnership 
(H&SCP), South Ayrshire Health and Social Care Partnership, East 
Ayrshire Health and Social Care Partnership and NHS Ayrshire & Arran.  
It focusses on the delivery of the key priorities of the national MoU to 
promote collaborative working across clusters and with wider health and 
social care.  
 
IJBs have the responsibility for the planning of health and social care 
services for their local population and commission delivery from the 
HSCPs, NHS Ayrshire & Arran, third and independent sector providers.  
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Chapter 14:  Primary Care Premises Introduces a number of measures designed to manage the risks of GPs 

carrying the responsibility for premises  

One of the overarching aims of reforming General Practice is to 
improve infrastructure and reduce risk in areas such as ownership 
of premises, IT and information sharing. These areas are being 
taken forward and explored on a national basis with a view to 
transitioning new arrangements by 2020  
 
The National Code of Practice for GP Premises was published on 
13 November 2017. Following the acceptance of the GMS contract 
offer by SGPC, Scottish Government and Health Boards are 
working to implement the Code of Practice. The Code sets out 
plans to offer interest-free secured loans to GPs who own their 
premises. It sets out the steps that GP contractors who lease their 
premises privately must take if they wish their Health Board to take 
on the lease.  
 
GP Owned Premises  
New interest-free sustainability loans will be made available, 
supported by £30 million investment over 2019/22.  There were 12 
loans submitted and approved from Ayrshire and Arran. 
 
GP Leased Premises 
The Scottish Government’s long-term strategy is that no GP 
contractor will need to enter a lease with a private landlord for GP 
practice premises. NHS Boards will gradually take on the 
responsibility from GP contractors for negotiating and entering into 
leases with private landlords and the subsequent obligations for 
maintaining the premises.  
 

NHS Boards will ensure that GP contractors are provided with fit-
for-purpose accommodation which complies with the standards set 
by the Premises Directions. 
 
If a lease expires before 1 April 2023, the most likely course of 
action is for the NHS Board to negotiate a new lease or provide 
alternative accommodation.  
 
If the lease expires after 1 April 2023, NHS Boards will take on the 
existing lease from GPs where:  

 The practice has ensured that its premises are suitable for 
the delivery of primary care services and are sufficient to 
meet the reasonable needs of its patients  

 The practice has met its statutory obligations regarding the 
premises  

 The practice has provided all relevant information to its NHS 
Board  

 The practice has given sufficient notice to its NHS Board of 
its need for assistance  

 The practice has registered the lease with the NHS Board  
 The practice has the agreement of the landlord to the 

assignation of the lease (and the other necessary conditions)  
 The practice has complied with its obligations under its 

existing lease  
 The rent represents value for money 

 
The availability of sufficient space in GP premises to facilitate 
the transfer of MoU tasks to the HSCPs remains a risk to the 
programme.
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Chapter 15:  Primary Care Improvement Fund Provides a financial summary of the overall investment from 

each IJB against the funding required against of the implementation programmes.  

Funding Allocation  
The Integration Joint Boards and NHS Board have received 
confirmation from Scottish Government of the allocated Primary 
Care Improvement Fund for 2018/19 and 2019/20 which will be 
used by IJBs to commission primary care services and is allocated 
on an NRAC basis through Health Boards to IJBs. 
 
To assist with preparation of the PCIP, Scottish Government has 
announced its commitment to increase the overall funding to     
£250 million by 2021-22.  Strictly as a planning assumption, and 
subject to amendment by Ministers without notice, the IJBs have 
been advised that it is expected that the Primary Care Improvement 
Fund (PCIF) increased to £55 million in 2019-20, and will further 
increase to approximately £110 million in 2020-21, and £155 million 
in 2021-22.  This will, as this year, be distributed on an NRAC 
basis.  This has allowed early planning assumptions for investment 
to be made within the PCIP. 
 
All PCIF in-year allocations should be considered as earmarked 
recurring funding.  It should be assumed therefore that staff may be 
recruited on a permanent basis to meet the requirements set out in 
the MoU.  Scottish Government will engage with the IJBs and NHS 
Boards over the three years on any plans to baseline these funds. 
 
Investment Required 
Through each of the Implementation Groups initial work has been 
carried out to understand the investment required from now until 
2022.   
 
Due to a large proportion of funding still to be allocated to Health 
Boards in 2020/21 and 2021/22, new service models will require 
phasing in across the final two years of implementation.  Phasing 
choices can be agreed at an HSCP level between services and GP 

practices based on priorities and should be made with an 
awareness of potential impact on other areas should there be a 
delay to certain services. 
 
For example the delivery of adult vaccinations and adult flu will rely 
on the introduction of CTAC services in all areas no later than 
September 2020.  Projections of staff have been made on this basis 
to support HSCPs with decisions and ensure there is no knock on 
impact to vaccination delivery.   
 
The service models projected are based on all GP practices having 
access to every service described within this plan.  At present this 
remains a financial risk to delivery of the programme. Where there 
is overspend highlighted as a result of ensuring equity of access to 
all practices, work will continue to mitigate this be refining models 
and skill mix during 2020/21 before the final PCIF allocation in 
2021/22. 
 
In line with legislation and accountability. The required investment 
detailed in the implementation action plans has been divided into 
IJB area for each year, along with WTE share, based on that IJB’s 
NRAC share of the funding.  As noted earlier in this document, the 
aim is to deliver a core pan Ayrshire service delivery model where 
possible in General Practice, with the recognition that there may be 
slight variation in delivery models based on the HSCP local delivery 
plans and population need.   
 
Changes or adjustments to the PCIP as it develops and matures 
will require to be signed off by the LMC. Any discussions on 
variation of service delivery models should take place through the 
Implementation Groups in the first instance and then escalated to 
the Writing Group or Oversight Group where required
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Chapter 16:  Summary of Risks Provides an overview of risk identified throughout each of the contract areas and 

actions that are being progressed to mitigate against these. 

Pharmacotherapy  
It is recognised that there remains risk that even with this level of 
investment, the full ambition of the MoU for Pharmacotherapy may 
not be deliverable.  In Ayrshire and Arran we have strived to 
develop the Pharmacotherapy Service as a priority with practices, 
testing skill mix to ensure best value, as well as designing the most 
efficient processes and systems to make delivery more achievable.  
As we move forward and continue to support practices with this 
new way of working with the funding and workforce plan outlined, 
the service will continue to monitor implementation closely, 
providing additional support where required and revising skill mix 
and models where appropriate to do so. 
 
By taking this approach the service will be able to identify during 
2020 which additional support is still required to achieve the 
ambition of the MoU. 
 
Community Treatment and Care (CTAC) 
This new workforce will be a balance of qualified nurses and Health 
Care Support Workers. Further work is required with practices and 
HSCP teams to confirm skill mix, professional governance and 
management/oversight arrangements of staff at a practice level. 
This agreement remains a risk to the programme.  With a view to 
implement this service by September 2020, there will be opportunity 
to explore different ways to deliver the most efficient service in 
practices safely, using a blend of skill mix and expertise before 
confirming the final agreed workforce numbers.  The funding profile 
committed for this area allows for a blend of skill mix between 
agenda for change Band 3 and Band 5, along with provision to 
support to HSCPs with management and professional leadership.  
There will be ongoing oversight and updates provided as to how 
this model develops in conjunction with HSCP teams and GP 
practices. 

 
Vaccination Transformation Programme 
The delivery of adult immunisations and adult flu by winter 2020 
relies on the implementation of CTAC by September 2020.  Any 
delay to this service being agreed and delivered through HSCP 
teams will delay the transfer of these vaccinations.  The delivery of 
adult flu vaccinations in winter 2020 will also require staff to agree 
to sign up to extra hours as well as the use of bank staff to carry out 
the number of flu clinics needed. 
 
The travel advice hub and spoke model will be designed and 
implemented 2020/21 – 2020/22 due to the training and 
development needs to deliver this service safely. 
 
Urgent Care Service 

There is a risk that there is insufficient workforce available to recruit 
to the advanced practitioners to deliver the Urgent Care Service 
Model.  We anticipate as the Primary Care Nurses gain experience 
they will be well placed to develop into these roles, providing a 
resource that is experienced in Primary Care and local networks. 
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Effective Multi-disciplinary Teams in General Practice  
 
The pace of delivery of IT systems that communicate and 
Information Sharing agreements remains a risk to MDT working. 
We will continue to provide work-around solutions in practices 
where possible until another solution is implemented. 
 
The availability of sufficient GP Premises to facilitate the transfer of 
MoU tasks to the HSCPs remains a risk to the programme whilst a 
number of additional staff are already taking up posts in practices.   
We have worked with 42 practices to arrange the removal of case 
notes from practices to create space and supported practices with 
small improvement grants to make adaptations to accommodate 
more members of staff.  This has not been possible for all practices 
due to space being available but we continue to look at hosting 

arrangements or other ways of working to ensure practices and 
patients still gain access to the services available. 
There is a financial risk to the overall delivery of sufficient MDTs to 
meet the requirements of the MoU for all Practices. Further clarity is 
required in respect of funding of these posts. If Mental Health 
Action 15 monies are applied then the overall risk to funding of the 
programme as outlined on pages 29-31 is mitigated. 
 
Throughout the report we have developed our planning and 
investment proposals to deliver the task transfer of the MoU jointly 
between, GP profession, HSCPs and NHS Board. At this time we 
are confident that this will substantially deliver towards the contract 
agreement. We have also highlighted a number of significant risks 
in terms of the sufficiency of resource both human and financial to 
fully deliver all tasks for all practices. This is an area that will require 
transparent review as we progress the plans. 
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Priority:                  Pharmacotherapy Service                                                                                                 Appendix B 

Objective How do we get there Timescale 
 

Arrangements to establish a sustainable 
pharmacotherapy service by 2021 

Establish project structure and governance arrangements with planning team to 
focus on meeting objective testing staffing level assumptions through pilot 
working  

2018/19 

Rollout serial prescribing and 
dispensing  

Establish a systematic and standard approach for initial identification and take-up 
of suitable patients; documentation templates; phased implementation  and roll 
out plan 

2018/19 

Roll out on track for all Practices to be signed up to service in March 2020 with a 
focussed piece of work over next 12 months (March 2021) to maximise uptake. 

2019-21 

Leadership and Training  Academy Establish a Pharmacotherapy/Education and Training leadership structure along 
with a refreshed management structure to reflect eventual model of 
pharmacotherapy service. 

2018/19 

Workforce Recruitment  Recruit to projected workforce for Band 8B Leadership role x 1 wte 
 Band 7s x 18.9 wte + Band 5s 5 wte 

2018 - 2020 

To reflect changes in skill mix projections and provide greater resilience to 
service recruit extra 3 wte Band 7 GP Clinical Pharmacists   

2020/21 

Monitor Implementation for Readiness of 
Task Transfer  

Once all practices have access to some pharmacotherapy resource carry out 
audit to create baseline data for tasks that cannot be counted using extracts from 
practice systems 

2019/20 

Look for unusually high numbers of acute prescribing compared to other 
practices with a similar list size.  This will enable us to work with the practice to 
look at improving systems and processes to reduce numbers. 

2019/20 

Create policies and procedure to maximise on all systems and processes where 
high quality safe prescribing can be guaranteed, reducing acute numbers and 
allowing a planned approach to medicine management in each practice. 

2019/20 

Adjust skill mix to enable delivery completion of tasks in a timely manner 2019 - 2021 
Work with team to proactively manage workload on a week to week basis 
accounting for leave and cover arrangements  

2020/21 

Continuously evaluate service for readiness of transfer in March 2021  2019 -2021 
Provide regular reports on state of readiness and advise of formal position  2020/21 
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Priority:                  Primary Care Nurse Service                                                                                                       Appendix C                                                                                                                                                                
                                Community Treatment and Care Services & Vaccination Transformation Programme 
 

Key Action set out in Memorandum  
of Understanding 

How do we get there Timescale 

 Management of minor injuries and 
dressings  

 Ear syringing 

 Suture removal  
 Chronic disease monitoring and related 

data collection  

1. Group established to carry out full scoping exercise to understand the current 
workforce and requirements with an aim to propose model Oct 19 

May -2018 – 
October 2019 

2. Test Primary Care Nurse model with new graduates – providing training and 
development in community and primary care nursing  

2018/19 

  3.  Further refine CTAC model and detailed service specification with HSCP 
Leads to allow recruitment and ready to roll out service by September 2020. 

Nov 19 – May 20 

Phlebotomy  Secondary Care Blood Requests   
 1.    Phase 1 – test site renal and urology   June 2018– October 

2018 
 2.    Phase 2 – Extend to other specialties   October 2018 – 

March 2019 
3.      Phase 3 – Provide Phlebotomy Service for General Practice  September 2020/21 

Vaccination Programme    
Pre-school Programme 
 

1. Scope and cost a pan Ayrshire model for agreement  August 2019 

 2. Implement new model (including flu) January 2020 
School based Programme 1. No changes   
Travel vaccinations and travel health 
advice 

1. Develop hub and spoke model with current travel health clinic within Ayrshire 2019/20-2020/21 

Influenza Programme 1. Agreement to deliver via nurse bank/primary care nurse development roles  October 2020 
At risk and age group programmes 
(pregnant women shingles, pneumococcal, 
hepatitis B 

1.  Pregnant Woman to be delivered by midwife at 20 week scan within Ayrshire 
Maternity Unit.  A cost of up to 2.5 wte midwives to expand the service will be 
required. 

October 2018 

 2. All other adult age group vaccinations to be delivered via Community 
Treatment and Care Service 

September 2020 
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Priority:                  Urgent Care Service                                                                                                                Appendix D                                                                                                                                                               
                                
Key Action set out in Memorandum  
of Understanding 

How do we get there Timescale  

Advanced Practitioner Resource to 
assess and treat urgent or unscheduled 
care presentations and home visits within 
an agreed local model or system of care 

Access Multi-Disciplinary Team (MDT) Practitioner Resource to assess and treat 
urgent care presentations by: 

 

1. Link to MDT workstream to establish standardised pathways for Advance 
Practitioner Resource to assess and treat urgent or unscheduled care 
presentations 

2018-20 

2. Develop signposting algorithms / pathways linked to clinical decision making  
2018-20 in line with MDT development 

2018-20 

3. Provide infrastructure /pathways for consistent signposting / navigation across A&A 
in line with MDT development (signposting training, NHS24 / H&SCP directories, 
Linkworkers / Community connectors) 

2018-19 

4. Scope Remote and Rural specific requirements and solutions 2018-19 
5. Support implementation for NHS24 Practice Websites where add value 2019/20 
6. Maintain Eyecare Ayrshire and continue to promote 2018-21 
7. Maintain existing Pharmacy First and promote 2018-21 
8. Maximise the uptake of community pharmacy as a first port of call for common 

clinical conditions by utilisation of the Minor Ailment Service (MAS) 
2018-21 

9. Support the development of Independent Pharmacist Prescribers (IPPs) for 
common clinical conditions 

2018-21 

10. Undertake social media / communication campaign for right care, right person, 
linking to national work as appropriate – scoping and planning 

2018-21 

 11. Create a local collaborative with clusters to undertake quality improvement activity 
including minimising home visits 

2018/19 

 12. Scope home visit activity, demography, ANP involvement and practice protocols 
across practices, learning from good practice 

2018/19 

 
 

13. Create Urgent Care Service linking to MDT and Primary Care Nurse workstream to 
enable continuing development of community teams. 

2020-2021 

 14.  Develop ‘grow our own’ approach to training advanced practitioners to achieve 
required 34 wte advanced practitioners across all GP Practices. 

2020-2021 
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Priority:                  Multidisciplinary Team in General Practice                                                                           Appendix E                                                                                                                                                      
 

Key Action set out in  
Memorandum of  
Understanding 

How do we get there Timescale  

Advanced MSK 
Physio  
 

1. Recruited to 7 additional MSK Physio posts  (11 wte in total) 2018/19  

2. Recruit to additional 3 wte to further enhance service (1wte per HSCP) 2020/21 

3. Present plan to show additional resource phasing out from core MSK service to GP Practices 2020/21 
 

Primary Care Mental 
Health Services 

1. Testing of MHP role in General Practice concluded that an additional 23 wte Band 6 MHPs were 
required. East – 8 wte, North – 8 wte, South 7 wte 
These roles will be phased in as funding allows within IJB allocated funding, including any funding 
from Mental Health Action 15  

2020-2021 

Community Link 
Workers  

1. Group established with HSCP Leads to review number of Link Workers in post and scope current 
roles. 

 

2. Initial scoping identified South Ayrshire required 1.5wte to ensure full coverage across all practices 
in line with other HSCPS 

2020/21 

Development of 
ANPs 

1. Development of 12 ANPs through ANP Academy – includes academic study and 
mentoring/supervision in their place of work.  Cohort 1 of 14 commenced September 2017 

Committed 

2. Cohort 2 – 3 students and spread across additional GP Practices.  Reduced number due to 
evaluation taking place and learning to take place on cohort 1 

September 
2018 

 3. Cohort 3 – 7 students  September 
2019  

 4. Future development of ANPs will be through the Urgent Care Service model  
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GMS implementation: Halfway Point 
 

East Dunbartonshire HSCP - Financial Gaps 
 

 

The  Director  of  Community  Health  and  Social  Care,  Scottish  Government  has  requested  each 

partnership report on the key challenges of delivery and perceived resource gaps between current 

and  actual  models  to  deliver  the  Memorandum  of  Understanding  (MoU)  and  meet  contractual 

commitments.   

In response to this East Dunbartonshire Health and Social Care Partnership (HSCP) have completed 

the  requested  information (Appendix 1),  and  has  also  provided  a  financial  scope  on  what  the 
potential  gaps  towards  full  implementation  would  cost  locally  (Appendix 2).    This  is  a  high  level 
position and focuses on accommodation (existing and future developments) and staffing required to 

be recruited in order to fulfil the MoU commitments.  

Our position in 2021 will be:‐ 

 Vaccination  Transformation  Programme  –  Our  board  wide  partners  are  aiming  for  full 
delivery 

 Pharmacotherapy – full delivery will not be possible by March 2021 

 Community  Treatment  and  Care  Services  –  A  practice  based  model  will  be  implemented 
(with the exception of chronic disease data collection and extended scope of practice) 

 Urgent Care – Funding has been allocated for coverage in two of our three clusters, but will 
be dependent on recruitment of Advanced Nurse Practitioners. 

 Additional Professional Roles 
o Funding available for HSCP cover for Advanced Practice Physio but will  require the 

development of a Hub based model which has not been tested locally yet. 
o Wellbeing Worker Hub model will be implemented. 

 
75% of services identified within the MoU will be offered to practices either within HSCP premises, 
their own premises or as a cluster based model by 2021. 
There are some caveats for consideration:‐ 

 There is a high level of turnover of new recruits due to the testing of new service models and 
delivery.  This instability is board wide and may not settle for a number of years. 

 We have not built  in back fill  into any of these services, but will  rely on  local geographical 
flexibilities and arrangements if there are challenges in service delivery. 

 Currently we are reliant on our GP colleagues to accommodate our new staff which means 
all models are practice based.  Whilst we are working creatively to look at alternative venues 
we will be dependent on these current arrangements for the short to medium term. Some of 
these  alternative  solutions will  involve major  remodelling,  which  includes working  closely 
with our Capital Planning Partners, or the purchase / rental of new premises.    



 Our full implementation will rely on the identified funding gap (appendix 2) and availability 
of workforce.  
 

Recent  engagement  with  a  range  of  stakeholders  highlighted  that  there  has  been  constructive 

developments  and  progress  at  this  halfway  point.    It  is  clear  that  there  is  a  shared  vision  with 

partners to make this work and to embrace the principles of the GMS contract. 

   



Appendix 1 

Update to 2019/20 PCIP – Planning Information for March 2021 

 For each section (“Projected delivery by March 2021”) and “Mitigating Actions to keep on Track”) 

please include key information in short, concise bullet points and / or only a few paragraphs. 

Work stream Vaccination Transformation Programme 
The Vaccination Transformation Programme can be divided into different work streams: 
  
1. pre‐school programme  
2. school based programme  
3. travel vaccinations and travel health advice  
4. influenza programme  

 Pre 5 Flu 

 Housebound Influenza 
5. at risk and age group programmes (shingles, pneumococcal, hepatitis B)  
 
We expect HSCPs and NHS Boards to have all of these programmes up and running by the end of the 
3‐year transition period ‐ in April 2021 
  
Projected delivery by March 2021.  
[Please detail what services are projected to be delivered by 2021 and whether this will involve 
coverage of all practices in your area. Where full service transfer is unlikely please outline what is 
required for this to be achieved. In particular we are interested in any barriers such as funding, staff, 
IT or other risks that may prevent full service transfer.] 
 
1. pre‐school programme  
The delivery of routine childhood immunisations was transferred from all GP practices in NHS 
Greater Glasgow and Clyde (NHSGGC) in 2018/19.  We expect all childhood ‘mop‐up’ immunisations 
to be fully transferred and delivered by 2021. 
 
2. school based programme  
School based immunisation programmes (primary school flu, HPV, MenACWY, DTP and a MMR mop‐
up in S1 and S2) are delivered by NHSGGC School Immunisation Team.  Through a DES GP practices 
currently deliver primary school flu mop‐up for those who have missed vaccination at school, for 
whatever reason, and on a case‐by‐case basis mop‐up of secondary school vaccinations for those 
who have missed vaccination and will not be returning to school the following academic year. This 
mop up accounts for no more than 3‐ 4 % of total vaccinations delivered to school aged children. 
 
We expect all school immunisation programme mop‐ups to be fully transferred and delivered by 
2021. 
 
3. travel vaccinations and travel health advice  
A three tier model for travel health advice and travel vaccinations has been proposed nationally.  
Whilst planning continues, the delivery of travel vaccinations and travel health advice will not be 
delivered by 2021 for the following reasons: 

 national development of Fit for Travel website (estimated completion date February 2021) 

 awaiting outcome of national discussions with NHS 24 to explore potential for delivery of 
tier 2 (risk assessment and, dependent on local model, prescribing of vaccines available 
through NHS) 



 Workforce 
 
4. influenza programme  
Following a pilot of 2‐5 year old flu (not yet in school) targeting 20% of eligible patients across 20% 
of GP practices in 2019/20, accommodation allowing, 2‐5 year old flu (not yet in school) will be fully 
transferred from all GP practices by 2021. 
 
Adult flu vaccinations (over 65 and <64 “at risk”) will not be fully transferred by 2021 for the 
following reasons:  

 workforce 

 dependency on national interim IT solution to meet the scale of the programme 

 accommodation 
 

Adult seasonal flu vaccination is offered from October to March every year.  Dependent on solutions 
to the above and tests of change being conducted in 2020/21, the target for full service transfer 
would be 2021/22. 
 
5.  pregnant women 
Following a pilot in 2019/20, the delivery of vaccinations (flu and pertussis) to pregnant women will 
be delivered by 2021. 
 
6. at risk and age group programmes (shingles, pneumococcal, hepatitis B) 
Whilst planning for these programmes continues through NHSGGC’s Adult Vaccination Planning 
Group, at risk and age group programmes will not be fully transferred by 2021 for the following 
reasons: 

 specific to shingles; contraindications to the live vaccine that is currently used 

 dependency on national interim IT solution 

 accommodation 

 workforce 
 

Mitigating Actions to Keep Programme on Track. 
[Again this should set out any barriers to full delivery and any mitigating actions you have in place to 
ensure the programme remains on track. You should also note the projected date of full delivery if 
not March 2021 and the reasons why.] 
 
The overarching barriers to the full delivery of VTP by March 2021 are: 

 dependency on interim IT solution to deliver scale of programmes 

 workforce 

 accommodation 
 
The following mitigating actions are being taken in an effort to address the above: 

 dependency on interim IT solution to deliver scale of programmes 
- Scottish Government Digital Health Team are reviewing a national options paper and 

Health Board VTP Business Change Managers across Scotland are working collegiately to 
progress this piece of work in line with tight timescales  

- Specific to 2‐5 year old flu (not yet in school), a manual workaround would be possible 
however this would be incredibly admin intensive.  

 Workforce 
- A national short life working group has been established to develop a national 

framework for healthcare support workers administering vaccines; with wider 
consultation on a draft framework planned for March 2020. 





Work stream  Pharmacotherapy 
By April 2021, every practice will benefit from the pharmacotherapy service delivering the core 
elements as described below.  
 
Level one (core) 
 
Pharmacists: 
 
•Authorising/6actioning all acute prescribing requests 
•Authorising/6actioning all repeat prescribing requests 
•Authorising/6actioning hospital Immediate Discharge Letters 
•Medicines reconciliation 
•Medicine safety reviews/recalls 
•Monitoring high risk medicines 
•Non‐clinical medication review 
 
Acute and repeat prescribing requests includes/authorising/6actioning: 
•hospital outpatient requests 
•non‐medicine prescriptions 
•instalment requests 
•serial prescriptions 
•Pharmaceutical queries 
•Medicine shortages 
•Review of use of ‘specials’ and ‘off‐licence’ requests. 
 
Pharmacy Technicians 
 
•Monitoring clinics 
•Medication compliance reviews (patient’s own home) 
•Medication management advice and reviews (care homes) 
•Formulary adherence 
•Prescribing indicators and audits 
 

Projected delivery by March 2021.  
 
[Please detail what services are projected to be delivered by 2021 and whether this will involve 
coverage of all practices in your area. Where full service transfer is unlikely please outline what is 
required for this to be achieved. In particular we are interested in any barriers such as funding, 
staff, IT or other risks that may prevent full service transfer.] 
 

 All GP practices currently have access to pharmacist and pharmacy technician support 
delivering prescribing indicators, formulary adherence, pharmaceutical queries including 
advice on specials and shortages advice as a minimum. Non‐clinical medication review is 
part of the repeat prescribing LES for delivery by non‐clinical staff within practices. 

 Serial prescribing is being rolled out by pharmacy teams working closely with e‐health and 
community pharmacy as a key element of delivering more streamlined repeat prescribing.  

 Most practices receive some other aspects of level 1 work, the specifics of which will have 
been agreed with the practice. Level 2 and 3 work is ongoing in a proportion of practices. 
Input will increase over the next 15 months. 

 The original models were based mainly on pharmacists providing the service. Learning 
from work to date shows a significant change of skill mix is possible and will significantly 







 

Work stream Community Treatment & Care Services 
Community treatment and care services include many non‐ GP services that patients may need, 
including (but not limited to): 
 
•management of minor injuries and dressings 
•phlebotomy 
•ear syringing 
•suture removal 
•chronic disease monitoring and related data collection. 
 
There will be a three year transition period to allow the responsibility for providing these services to 
pass from GP practices to HSCPs. By April 2021, these services will be commissioned by HSCPs, and 
delivered in collaboration with NHS Boards that will employ and manage appropriate nursing and 
healthcare assistant staff. Phlebotomy will be delivered as a priority in the first stage of the Primary 
Care Improvement Plans. 
 

Projected delivery by March 2021.  
[Please detail what services are projected to be delivered by 2021 and whether this will involve 
coverage of all practices in your area. Where full service transfer is unlikely please outline what is 
required for this to be achieved. In particular we are interested in any barriers such as funding, staff, 
IT or other risks that may prevent full service transfer.] 
 
Our aspiration remains that patients from all practices will have access to CTAC services by March 
2021.  Each of the partnerships within NHSGGC started from a different point regarding existing 
treatment room services.  Some HSCPs had no existing service and some had a partial service – i.e. a 
proportion of the population had access to treatment room services.  
 
The services that will be available within each HSCP will be influenced by the rate at which they are 
able to identify accommodation and recruit staff but the overall list includes: 

 ECG clinics within Health Centres 

 Non‐Medical Prescribing 

 Nurse Led Ear Micro suction Clinics 

 Leg Ulcer Clinics and other wound care 

 Well Leg / Diabetic Foot Clinic  (in conjunction with podiatry) – sign posting to third sector 

resources 

 MUST assessment 

 Urinary catheterisation 

 Enteral Tube Management 

 Introduction of hoists in some areas for immobile, non‐housebound patients 

 Data collection for chronic disease management (vital signs, biometrics) 

 Domiciliary Phlebotomy 

The future will see a possible expansion of services around chronic disease management. 
Each HSCP has its own challenges but some of the barriers to service delivery include the following: 

 Staffing ‐ numbers and volume of change impacting on ability to deliver changes within 

preferred timescales.  Are the staff we need available and how do we ensure we don’t 

destabilise existing services by recruiting their staff? 

 Accommodation – lack of appropriate clinical and operational managerial space and 
















