






From:  
Sent: 03 February 2020 09:09 
To:  
Subject: FW: GMS implementation: Halfway Point 
Attachments: Fife Update to PCIP2 v0.2.docx 
 

 
 

 
 
Primary Medical Services, Directorate for Community Health & Social Care 
Area 1ER, St Andrew’s House, 1 Regent Road, Edinburgh, EH1 3DG  

 
 

From: (NHS FIFE)  nhs.net>  
Sent: 31 January 2020 14:38 
To:   < gov.scot> 
Cc:  (NHS FIFE) < hs.net>; ife.gov.uk; 
(NHS FIFE)  nhs.net> 
Subject: RE: GMS implementation: Halfway Point 
 
Dear   
 
Please find attached the Fife Health & Social Care Partnership update to PCIP2 as requested.  If you 
require any further information, please do not hesitate to contact me. 
 
Kind regards. 
 

 
 

 | Primary Care Transformation Programme Manager |Fife Health & Social Care 
Partnership |Rothesay House - 5th Floor North |Rothesay Place|Glenrothes | Fife KY7 5PQ | 
Tel.  Ext. |  Mob.  | Email: hs.net  
 
PA | |Email: nhs.net (Mon-Wed) 
  
The information in this e-mail is for the addressee only.  The e-mail contains privileged and 
confidential information, and if you are not the addressee, you must not copy, distribute or take 
any action in reliance on it. 
 
Fife Council and NHS Fife are supporting the people of Fife together through the Fife Health & 
Social Care Partnership. To find out more visit www.fifehealthandsocialcare.org  
 

 





This additional information is required to establish the ‘state of readiness’ of 
partnerships and will be used to inform discussion within the Oversight Group which 
includes representation from HSCPs, Boards, SG and SGPC. Through this it will 
possible to establish a clearer picture on the planning assumptions for where the 
system expects to be by March 2021 and to establish a clearer picture of barriers to 
implementation.  The template requiring completion is attached. 
 
In asking for this information, it will not be required to go through the formal IJB sign off 
process as it is not a full revision of the year 2 PCIP (although it should still be 
discussed with the GP sub and the IJB; it is a view from each of the partnerships on 
what is required to meet key commitments by March 2021. 
 
Returns are requested for 31 January. 
 

 
 
Primary Medical Services, Directorate for Community Health & Social Care 
Area 1ER, St Andrew’s House, 1 Regent Road, Edinburgh, EH1 3DG  

 
 

 
*********************************************************************
*  
This e-mail (and any files or other attachments transmitted with it) is intended solely 
for the attention of the addressee(s). Unauthorised use, disclosure, storage, copying or 
distribution of any part of this e-mail is not permitted. If you are not the intended 
recipient please destroy the email, remove any copies from your system and inform 
the sender immediately by return. 
Communications with the Scottish Government may be monitored or recorded in 
order to secure the effective operation of the system and for other lawful purposes. 
The views or opinions contained within this e-mail may not necessarily reflect those 
of the Scottish Government. 
*********************************************************************
* 
  
 
 
*****************************************************************************
*************************************** 
 
This message may contain confidential information. If you are not the 
intended recipient please inform the 
sender that you have received the message in error before deleting it. 
Please do not disclose, copy or distribute information in this e-mail or take 
any action in relation to its contents. To do so is strictly prohibited and 
may be unlawful. Thank you for your co-operation. 
 



NHSmail is the secure email and directory service available for all NHS staff 
in England and Scotland. NHSmail is approved for exchanging patient data and 
other sensitive information with NHSmail and other accredited email services. 
 
For more information and to find out how you can switch, 
https://portal.nhs.net/help/joiningnhsmail 
 
 
______________________________________________________________________ 
This email has been scanned by the Symantec Email Security.cloud service. 
For more information please visit http://www.symanteccloud.com 
______________________________________________________________________ 



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

For each section (“Projected delivery by March 2021” and “Mitigating Actions to 
Keep Programme on Track”) please include key information in short, concise, bullet 
points and /or only a few paragraphs.  

 
 
  

Workstream  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  
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.  
By March 2021, the following vaccination services are expected to be delivered 
Fife wide, covering all Fife GP Practices:  
 
1. pre-school programme  
2. school based programme  
4. influenza programme (childhood) 
5. at risk and age group programmes (shingles, pneumococcal, hepatitis B)  
 
The adult influenza programme and travel health programme will not be delivered 
by March 2021.    
 
Mitigating Actions to Keep Programme on Track. 
Qualified workforce availability, phased PCIF over 3 years and total projected 
PCIF allocation by March 2021 are all barriers to MoU priority delivery within the 3 
year timescale.    
 
Fife GP Sub Committee have indicated some GP Practices would like to continue 
to deliver the adult influenza programme as part of a hybrid model.  This is 
currently being explored, but will not be delivered by March 2021. 
 
A travel health service may be implemented in 2021/22 subject to agreement by 
the GMS Implementation Group. 



 
Workstream  Pharmacotherapy 
By April 2021, every practice will benefit from the pharmacotherapy service 
delivering the core elements as described below.  
 
Level one (core) 
 
Pharmacists: 
 
•Authorising/actioning all acute prescribing requests 
•Authorising/actioning all repeat prescribing requests 
•Authorising/actioning 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/actioning: 
•hospital outpatient requests 
•non-medicine prescriptions 
•installment 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.] 
 
Pharmacists: 
 
•Authorising/actioning all acute prescribing requests 

50/54 (93%) practices have some acutes actioned- no practices have ALL acutes 
actioned. It is unlikely that all acute requests will be done in any practice, 
although the proportion is likely to increase alongside staffing by 2021 when 
balanced alongside practice priorities.  Best delivered in a hub model. 
 

•Authorising/actioning all repeat prescribing requests 
30/54 (56%) practices have some repeats actioned- no practices have ALL 
repeats actioned.  It is very unlikely that all repeats requests will be done in any 



practice. Annual medication review service for all patients on repeat prescriptions 
necessary to deliver. The SP3A service specification is clear that batch signing of 
repeats is not within the service. 
 

•Authorising/actioning hospital Immediate Discharge Letters (IDLs) 
50/ 54 (93%) practices have some service - some practices have ALL IDLs 
actioned.  The proportion is likely to increase alongside staffing by 2021 when 
balanced alongside practice priorities and likely to be best delivered in a hub 
model. 
 

•Medicines reconciliation 
See answer above. 
 

•Medicine safety reviews/recalls 
Delivered Fife-wide.  Level of activity and uptake is variable.   
 

•Monitoring high risk medicines 
No specific data available at GP Practice/Cluster level.  Level of demand likely to 
be too high for full service with available resources. 
 

•Non-clinical medication review 
22/54 (41%) practices.  This is a technician delivered service, per the SP3A 
specification. The proportion is likely to increase alongside staffing by 2021 and 
may be a role for Pharmacy Support Workers going forward. 

 
Acute and repeat prescribing requests includes/authorising/actioning: 
 
•hospital outpatient requests 

51/ 54 (94%) practices have some outpatient request undertaken.  The 
proportion is likely to increase alongside staffing by 2021 when balanced 
alongside practice priorities.  Best delivered in a hub model. 

 
•non-medicine prescriptions 

No specific GP Practice/cluster level date available, however those receiving 
acute/repeat prescription support likely to receive this also. 

 
•installment requests 

No specific GP Practice/cluster level data available.  This is an ad-hoc service 
required by specific patient groups with low but variable demand levels.   

 
•serial prescriptions 
18/ 54 (33%) practices receive this service. Strategy for serial prescribing is under 
development. 
 
•Pharmaceutical queries 
  Delivered Fife-wide.  Uptake and level of activity is variable. 
 
•Medicine shortages 
 Delivered Fife-wide.  Uptake and level of activity is variable. 
 
•Review of use of ‘specials’ and ‘off-licence’ requests. 
 Delivered Fife-wide.  Uptake and level of activity is variable. 
 



Pharmacy Technicians 
 
•Monitoring clinics 

No specific data available. This is linked to the non clinical medication review line 
above. 
 

•Medication compliance reviews (patient’s own home) 
 10/54 (19%) practices have a service on home visits/compliance reviews.  The 

proportion is likely to increase alongside staffing by 2021.  
 
•Medication management advice and reviews (care homes) 

26/54 (48%) practices have care home medication reviews. This is not always 
solely technician delivered 
 

•Formulary adherence 
  Fife-wide. 
 
•Prescribing indicators and audits 
 Fife-wide. 
 
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.] 
 
 Barriers:  

o Biggest barrier is the volume of demand from level one which would be 
best addressed through fundamental national level redesign of 
prescribing management processes/policies.   

o Pharmacists and technician workforce availability 
o Potential to destabilise wider pharmacy services (Acute/Community) 
o Accommodation within GP practices  
o Time and capacity to train and develop students/new staff  at same time 

as developing a new service 
o Volume of study leave associated with NES competency frameworks 

and other essential qualifications 
o Pace of technology developments: electronic prescribing for 

Pharmacists  
 
 Mitigating actions: 

o Recruitment of student technicians, pharmacy support workers and 
foundation pharmacists 

o Work to increase levels of serial prescribing is underway via a SLWG 
and Healthcare Improvement Scotland iHub projects 

o Engagement/review of priorities in partnership with practices to ensure 
the service provided is the best possible fit for the practice 

o Prioritisation of patient facing role for all team members to promote 
retention of staff 

o Work ongoing to increase the scope of the Pharmacy Technician role 
and introduce the Pharmacy Support Worker role to improve skillmix 

o Ongoing engagement with community pharmacy exploring possible joint 



working 
o Hub model working will be tested during 2020 in three sites 
o Roll out of remote IT software during 2020 increases flexibility 

 
 
  



Workstream Community Treatment and 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.  
By March 2021, a Fife wide phlebotomy service will be delivered covering all Fife 
GP Practices.  
 
Mitigating Actions to Keep Programme on Track. 
Qualified workforce availability, phased PCIF over 3 years and total projected 
PCIF allocation by March 2021 are all barriers to MoU priority delivery within the 3 
year timescale.    
 
By 2021/22, a Fife wide wound care service (dressings, suture removal leg ulcer 
management, compression bandaging, doppler assessments) will be delivered to 
all Fife GP Practices.  There are currently no plans to deliver minor injuries, ear 
syringing or chronic disease monitoring. 
 
We will continue to develop the community care and treatment workforce skill set 
and competence to evolve the service.  
 
  



 
Workstream Urgent Care 
 
Urgent unscheduled care including the provision of advanced practitioner resource 
as first response for home visits. 
 
This will involve the implementation of sustainable advance practitioner provision 
in all HSCP areas, based on local service design. These practitioners will assess 
and treat urgent or unscheduled care presentations. This will allow GPs to focus 
on scheduled appointments with patients most in need of their skills as expert 
medical generalists. Where service models are sufficiently developed, advanced 
practitioners will also directly support GPs expert medical generalist work by 
carrying out routine assessments and monitoring of chronic conditions for 
vulnerable patients at home, or living in care homes. 
 
It is expected that the workload for advanced practitioners would mean that most 
GP practices would not have sole access to a advanced practitioners. It is likely 
that advanced practitioners would work across a number of GP practices to meet 
patient needs. GP clusters will play an important role in enabling this service to 
ensure effective working and good patient outcomes. 
 
Projected delivery by March 2021.  
By March 2021, the following in-hours urgent care services are expected to be 
delivered on a GP Cluster basis, covering all Fife GP Practices, based on Practice 
need:  
   

 First point of contact – home visits 
 In Practice urgent unscheduled care 

 
The service will be delivered by an Advance Nurse Practitioner (ANP) workforce.   
Mitigating Actions to Keep Programme on Track. 
Qualified workforce availability, phased PCIF over 3 years and total projected 
PCIF allocation by March 2021 are all barriers to MoU priority delivery within the 3 
year timescale.    
 
An Advance Paramedic and Urgent Care Practitioner workforce may be 
implemented in 2021/22 subject to agreement by the GMS Implementation Group. 
 
 
  



Workstream Additional Professional Roles 
 
Additional professional roles will provide services for groups of patients with 
specific needs that can be delivered by clinicians other than GPs, serving as first 
point of contact in the practice setting as part of the wider multi-disciplinary team. 
These include (but are not limited to) physiotherapy services, community mental 
health services and community links worker services. 
 
HSCPs will develop models to embed a musculoskeletal service within practice 
teams to support practice workload. In order to provide a realistic alternative for 
patients, access times must be comparable to those of general practice. Priority for 
the service, such as focusing on elderly care, will be determined by local needs as 
part of the Primary Care Improvement Plan. 
 
Community clinical mental health professionals (eg nurses, occupational 
therapists), based in general practice, will work with individuals and families 
assessing their mental health needs, providing support for conditions such as low 
mood, anxiety and depression. The outcome sought is improved patient care 
through rapidly accessible, appropriate and timely mental health input. 
 
Projected delivery by March 2021.  
 
The following additional professional roles are expected to be delivered by March 
2021:  
 

 mental health nurse triage (covering all Fife GP Practices) 
 first response MSK physiotherapy (covering 3 out of 7 Fife GP Clusters) 

  
It is unlikely there will be a Fife wide first response MSK physiotherapy service by 
March 2021, because there is insufficient workforce availability.  This is a known 
national issue.  
 
Mitigating Actions to Keep Programme on Track. 
Qualified workforce availability, phased PCIF over 3 years and total projected 
PCIF allocation by March 2021 are all barriers to MoU priority delivery within the 3 
year timescale.    
 
 
  



 
Workstream Community Links Workers 
 
HSCPs will develop CLW roles in line with the Scottish Government’s manifesto 
commitment to deliver 250 CLWs over the life of the Parliament. The roles of the 
CLWs will be consistent with assessed local need and priorities and function as 
part of the local models of care and support. 
 
Projected delivery by March 2021.  
 
By March 2021, all Fife GP Clusters will have access to community link workers as 
part of their local model of care and support.  3 WTE Local Area Co-ordinators 
(LACs) will provide deep-dive support to 4 out of 7 Fife GP Clusters. The LAC 
workforce will co-ordinate and support a further 7 WTE Mental Health Community 
Connectors funded by Action 15. 
 
Mitigating Actions to Keep Programme on Track. 
 
GP Practice accommodation is the main barrier.   
 
 
New ways of working.  
 
We also recognise as part of mitigating actions innovative models are being 
developed. Please share any examples of models of service redesign that would be 
of value to the wider system. It would also be helpful to provide links to (or copies of) 
any evaluation and the details of contacts from who further information can be 
obtained. Going forward we intend to develop a system to share this learning to 
areas who are perhaps not as advanced as others. 
 
Any other activities being undertaken to reduce workload for GPs may be detailed 
here. 
 

 In 2019/20, 20 Fife GP Practices are participating in the iHUB ‘Primary Care 
Administration Collaborative’ (workflow optimisation and signposting) to 
reduce GP workload. 

 In 2019/20, 10 Fife GP Practices are participating in the iHUB ‘Primary Care 
Pharmacotherapy Level 1 Collaborative’ to allow GPs to spend more time with 
patients and refocus their expert medical generalist role.  





 
 

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

For each section (“Projected delivery by March 2021” and “Mitigating Actions to 
Keep Programme on Track”) please include key information in short, concise, 
bullet points and /or only a few paragraphs. 
 
Workstream  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  
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 

 
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 with exception of 
full delivery for flu and at risk. 
 
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: 



 
 
Workstream  Pharmacotherapy 
By April 2021, every practice will benefit from the pharmacotherapy service delivering the core elements as described 
below.  
 
Level one (core) 
Pharmacists: 
 
•Authorising/actioning all acute prescribing requests 
•Authorising/actioning all repeat prescribing requests 
•Authorising/actioning 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/actioning: 
•hospital outpatient requests 
•non-medicine prescriptions 
•installment 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 
•Prescr bing indicators and audits 

 

 IT Solution - 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/ Staffing 
- 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. 

 Accommodation 
- Options to reduce the demand for accommodation associated with 

delivering the VTP are currently being explored. 
 Funding – other departments delivering elements of the programme 

requesting commitment for recurring funding is available MoU full delivery 
estimated at £3.8m and GCHSCP current planning of full delivery £2.5m 
(See Appendix 1) 

       
Projected date of full deliver: April 2021/22 
 
Funding gap for full MoU delivery and current planned expenditure: £1.5m 
 



At present there is varying degree of Pharmacotherapy resource into 60% of 
practices with serial prescribing in 50% and plan to have all practices with some 
resource by summer 2020 covering around a third of the MoU commitment.   
 
PCIP1 estimated that Glasgow would require between 178 and 229 additional wte 
staff to deliver the full requirements of the contract but explained that this would be 
unachievable, given the challenges with recruitment of qualified staff, the 
constraints on our funding and our capacity to put in place the management and 
supervision arrangements for such a large cohort of new employees in a short time 
period.  Therefore in PCIP1 we proposed to adopt the model developed by 
Inverclyde HSCP that would use the planning assumption of 0.4-0.5wte 
pharmacist per 5,000 patients which would require the recruitment of an additional 
90 pharmacotherapy staff based on the ratio of 2:1 pharmacists to technicians.  
We were clear in the PCIP1 that this did not allow for the full service as described 
in the GP contract.  We predicted that our proposed workforce would be in place 
by 2022/23.  While the Pharmacotherapy Implementation group currently estimate 
2.5wte staff (skill mix of pharmacist, pharmacy technician and pharmacy support 
worker) per 5000 patients as the requirement.  
 
We are about to undertake a further review of how we will deliver on this 
commitment and will be investigating alternative models for both staffing and 
service delivery such as, development of a Hub approach, revised staffing skills 
mix  and the recruitment of assistant grade staff.  
 
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.  

 By March 2021 most practices will receive some other aspects of level 1 work, 
the specifics of which will be 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 assist delivery while optimal models will continue to 
evolve. 

 Full service transfer is not possible in this time period with the main barriers 
being IT, premises and the availability of suitably qualified staff. The time taken 
to train staff and the impact of that supervision / training on the availability of 



existing staff needs to be recognised and given priority in work plans to ensure 
future delivery. 

 There is a need for efficient IT solutions which would allow, e.g. electronic 
transfer of prescriptions to community pharmacy; access to clinical records by 
community pharmacists delivering triaged common clinical conditions 
assessment and treatment, and efficient methods of remote access to multiple 
practices for pharmacy team members working to a hub model. 

 Availability of accommodation remains a critical issue for all new services. In 
many instances there is lack of suitable space in practices to accommodate 
pharmacy staff for the current allocation. The environment needs to be 
appropriate for safe clinical care. The potential development of hub models 
also requires suitable space which is at a premium. 

 
Based on the modelling we completed for the PCIP we estimated that full delivery 
of MoU commitments GCHSCP would require 229.5wte pharmacist staff at cost of 
£12.2m.  However GCHSCP are working to revised skill mix based on a ratio of 2 
pharmacists : 1 Technician at cost of £5.5m for delivery estimated at delivering up 
to around 50% of the commitments by 2022/23.  
 
Based on current planning assumptions and ongoing work to revise the staffing 
and delivery model we will remain some way from delivering the full commitments 
by 2021  
 
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.] 
 

Staffing 
 Maximisation of skills of pharmacy professionals is required through use of skill 

mix. Pharmacy technicians should lead delivery of level 1 service, supported by 
non-clinical Pharmacy Support Workers to ensure appropriate use of limited 
professional staff and efficient workflow.  

 Developing a training programme for pre-registration pharmacy technicians to 
increase the available workforce. This will need to link with other pharmacy 
settings to ensure all competencies covered for registration. 

 Developing posts for newly qualified pharmacists within primary care to 
maximise knowledge and opportunity. 

Service Model 
 The HIS Level 1 Pharmacotherapy Collaborative will provide further learning on 

how acute prescriptions, medicines reconciliation and serial prescribing can be 
streamlined for maximum impact.  

 Pharmacists to be working as clinicians as part of MDT delivering levels 2 and 
3, focusing on medication review and patient safety to transform the system 
and reduce overall workload associated with prescribing.  

 Developing joint working with acute services to test new models of medicines’ 
reconciliation at hospital admission with potential for transfer of clinical 
information and supply of medicines by community pharmacy. 

 Developing hub models and cluster based teams which will help maintain 
service levels to practices 

IT Solution 



 We are contributing to the development of the new GP IT provision and the use 
of interoperability cross sector in relation to medicines (acute, GP, CP), and 
process automation (e.g. meds rec) are key to supporting the changes on how 
service works. 

Wider system 
 Community pharmacy - discussions on the co-ordination of demands and 

priorities for community pharmacy and impact on contractors’ workforce needs 
to be considered at national level.   

Accommodation 
 Premises – we are investigating how to optimize agile working and new ways 

of working to reduce use of accommodation but there is still a need to provide 
appropriate office/clinical space.   We commissioned space utilisation and 
architect surveys of NHS owned properties to identify opportunities for improve 
and extended use of accommodation. 

Workforce and organisational growth GCHSCP 
 In the next few months we will be reviewing the leadership, management and 

organisational support required to respond to the growing and changing 
pharmacy workforce to support primary care.   

 
Projected date of full delivery: Full delivery will not be possible by March 2021 
and may take an additional 3-5 years. This will be influenced by external factors, 
e.g. learning from HIS collaborative, funding, staff training, IT and premises. 
 
Funding gap for full MoU delivery and current planned expenditure: Funding gap 
of £6.7m based on MoU full delivery £12.2m and GCHSCP planning delivery at 
£5.5m (See Appendix 1) 
 

 
 
Workstream Community Treatment and 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. 

 
As of 1st November 2019 half of GP practices (73) were accessing phlebotomy 
with 14 for planned bloods and over a third (59) of practices had access to 
treatment room services, with developments largely dependent on the availability 
of accommodation and sufficient staffing.  With noted turn over beginning with 
phlebotomy staff.  
 
In 2019/20 the model for implementing the MoU commitments for CTAC were 
revised within NHSGGC and as a result the new service model of 1 Phlebotomist 



to 8,000 population led to a significant growth in the size of the projected workforce 
that will be needed to fully deliver the MoU commitments.   
 
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.] 
 
Services we anticipate will be delivered: 

 ECG clinics within Health Centres 
 Non-Medical Prescribing 
 Nurse Led Ear Microsuction Clinics 
 Leg Ulcer Clinics 
 Well Leg / Diabetic Foot Clinic  (in conjunction with podiatry) – sign posting 

to third sector resources 
 MUST assessment & appropriate training 
 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 intention is that all practices will have access to the above services via a 
single point of access but the full range of equipment is unlikely to be situated 
within each and every centre. There should however be access to the equipment 
for every practice in each area.  
 
Barriers to service delivery include the following: 

 Time – staffing numbers and volume of change impacting on ability to 
deliver changes within preferred timescales 

 Accommodation – lack of appropriate clinical and managerial space 
 Existing staff retention during service set up period 
 eHealth/ IT Solution – difficulties with delivering within the timeframes 

required by the MoU. Difficulty to transfer required information onto EMIS: 
systems interface required. Different versions of EMIS within different GP 
Surgeries 

 Telephony – Delay setting up a Single Point of Access (SPOA). Access to 
buildings where telephone access issues continue. 

 Procurement – time from order to delivery is excessive resulting in delays to 
service initiation. Poor communication from procurement 

  
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.] 

 
Staffing 



 Rolling programme of staff recruitment and induction – which is ongoing 
 Staff training arrangements still being developed. 
 Increased admin capacity 
 Increase in service co-ordinator staff to support management 
IT Solutions 
 Working actively with e health on systems issues 
Joint working 
 Relationship building and coordination with GPs  
 Dialogue, management of expectations and solution focussed working with 

GPs 
Evaluation 
 Based on current planning assumptions ongoing work is required to evaluate 

the model and revisit demand to further refine the final service and staffing 
model that will be required to meet the MoU commitments. 

 Chronic Disease Monitoring and data collection somewhat away from that 
which is required under the MoU commitment.  

Accommodation 
 On-going challenges to secure adequate clinical space in local areas which 

provides easy access for patients. We commissioned space utilisation and 
architect surveys of NHS owned properties to identify opportunities for improve 
and extended use of accommodation. 

 
Projected date of full delivery: Full expected in delivery in 2021/22 
 
Funding gap for full MoU delivery and current planned expenditure: Based on 
the full delivery of MoU commitments GCHSCP would require 222wte staff at cost 
of £5.6m.   
 

 
 
Workstream Urgent Care 

 
 
Urgent unscheduled care including the provision of advanced practitioner resource as first response for home visits. 
 
This will involve the implementation of sustainable advance practitioner provision in all HSCP areas, based on local service 
design. These practitioners will assess and treat urgent or unscheduled care presentations. This will allow GPs to focus on 
scheduled appointments with patients most in need of their skills as expert medical generalists. Where service models are 
sufficiently developed, advanced practitioners will also directly support GPs expert medical generalist work by carrying out 
routine assessments and monitoring of chronic conditions for vulnerable patients at home, or living in care homes. 
 
It is expected that the workload for advanced practitioners would mean that most GP practices would not have sole access 
to a advanced practitioners. It is likely that advanced practitioners would work across a number of GP practices to meet 
patient needs. GP clusters will play an important role in enabling this service to ensure effective working and good patient 
outcomes. 

 
When we consulted with GPs in 2018 there was no consensus about the level and 
nature of need for urgent care and what should be done to reduce GP workload.  
Some GPs said that they valued retaining home visits in view of the level of patient 
need. GPs were particularly keen for us to develop new approaches to dealing 
with urgent care in care homes. The GPs we spoke to were not particularly 
supportive of using paramedics to cover their home visits.  Furthermore, the 
importance of effective triage to identify the appropriate response to urgent care 



calls was identified as a priority during the engagement period.  GPs asked us to 
look at how we could improve the approach to urgent care particularly for HSCP 
residential homes (the present care home liaison service covers purchased care 
only).  
 
Our current model being delivered is based on an ANP being located in the local 
authority residential care homes.  We are also working with SAS to provide 
rotation for advance paramedics to support home visits but this is not funded as 
part of the PCIP. 
 
In November 2019 we asked each of our primary care locality groups to assess 
the need for providing ANPs and/or paramedics to cover their home visits, given 
the wide variation in the activity between clusters and localities.  Each group will 
be providing details of their requirements in February and depending on this 
feedback we will then complete an exercise to plan, model and revisit demand and 
supply to further define the future service and staffing model that will be required. 
 
In our PCIP1 we undertook some modelling to assess the workforce and cost that 
would be required to achieve full delivery of the MoU commitments.  We estimated 
that GCHSCP would need to recruit 55wte ANPs if we based our approach on the 
Inverclyde New Ways and this would be at a cost of approximately £2.9m with our 
current planning assumptions of full delivery at 20wte at £1.1m which will further 
developed in 2020/21 as to the model for additional residential care homes and 
home visits and specialist teams. 
 
Given availability of skilled workforce and requirement to further develop the model 
predicted full delivery would not be until 23/24 
 
Projected delivery by March 2021.  
Funding gap for full MoU delivery and current planned expenditure: £1.1m 
[Please detail what services are projected to be delivered by 2021 and whether this will involve coverage of all practices in 
your area. Where delivery across the whole HSCP 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 service delivery.] 

 
 Local authority residential care home cover – delivered by 2020/21  
 Residential and extend to care homes – model requires to be considered 

with GPs and providers  
 Urgent Care i.e. home visits – Need to assess feedback from Locality 

Groups/Clusters and impact of joint working with SAS to allow us to assess 
timescale for delivery.   

 Specialist Teams – Need to consider role of advance practitioners in specialist 
team e.g. advanced respiratory practitioner 

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

 Service Model – We will be reviewing the impact of the ANP roll in residential / 
nursing care homes as well as what the response should be to all home visits 
with local GPs. 



 Staffing – There is a national challenge of developing a skilled workforce to 
deliver on the programme.  We have recruited staff who are not fully qualified 
as ANPs but are working towards achieving the full ANP qualifications.  

 IT Solutions – We are contributing to development of systems to support safe 
and timely management of patient information.  One of the obstacles to efficient 
working is the requirement for ANPs to use sign on to multiple GP systems. 

 Accommodation – Office space has been found in the residential care homes 
and agile working is facilitating current delivery.  Further scoping will be 
required if we extend the ANP roll to home visits.   

 
Projected date of full delivery: March 2024 
 
Funding gap for full MoU delivery and current planned expenditure: MoU full 
delivery £2.8m, GCHSCP planning full delivery £1.1m results in funding gap of 
£1.7m (See Appendix 1). 
 

 
Workstream Additional Professional Roles – 

Advance Physiotherapy Practitioners 
(APP) MSK 

 
Additional professional roles will provide services for groups of patients with specific needs that can be delivered by 
clinicians other than GPs, serving as first point of contact in the practice setting as part of the wider multi-disciplinary team. 
These include (but are not limited to) physiotherapy services, community mental health services and community links worker 
services. 
 
HSCPs will develop models to embed a musculoskeletal service within practice teams to support practice workload. In order 
to provide a realistic alternative for patients, access times must be comparable to those of general practice. Priority for the 
service, such as focusing on elderly care, will be determined by local needs as part of the Primary Care Improvement Plan. 
 
Community clinical mental health professionals (eg nurses, occupational therapists), based in general practice, will work 
with individuals and families assessing their mental health needs, providing support for conditions such as low mood, 
anxiety and depression. The outcome sought is improved patient care through rapidly accessible, appropriate and timely 
mental health input. 
 
In our PCIP we estimated that the full implementation of the pilot model would 
require between 44 and 51wte posts at a total estimated cost of between £2.2m 
and £2.45m per year.  These planning assumptions were taken from the 
Inverclyde New Ways pilot and based on a ratio of 1wte physiotherapist for up to a 
maximum of 3 practices (patient population of 14,000 to 16,000 per wte post) with 
an average activity of 14 to 16 consultations per day.   
 
During the PCIP1 consultation process stakeholders expressed concern about the 
impact that a future recruitment drive would have on the existing MSK 
physiotherapy service by drawing away experienced practitioners, if we scale up 
the recruitment for APPs too quickly and as a consequence reduce the capability 
of the MSK physiotherapy service to shorten its waiting times.  We proposed in the 
PCIP1, therefore, that we would recruit new practitioners in a phased way (5 per 
year) that would hopefully mitigate any adverse impacts on our existing service.  
Our experience however has been that that, despite this conservative approach to 
the programme the recruitment of physiotherapists has been very challenging. 
 



On 1st November 2019 15 practices had additional resource from 8.1wte based on 
0.33wte per 14-16,000 population.  Planning assumptions have been based on 
Inverclyde new ways of working and on B7 APPs. 
 
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 delivery across the whole HSCP 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 service delivery.] 
 
Based on current service and skill mix model then projected that model would not 
be deliverable until 2023/24 due to the lack of skilled practitioners in the 
employment market.  
 
Mitigating Actions to Keep Programme on Track. 
 
[Again this should set out any barriers to delivery and any mitigating actions you have in place to ensure the programme 
remains on track. You should also note the projected date of delivery if not March 2021 and the reasons why.] 
 

 Service Model – We have been progressing a service model for smaller 
practices and this is about to be piloted.  We have plans to progress more hub 
based approaches to delivery which could include a skill mix within the service.   

 Staffing – lack of skilled and experienced physiotherapist in the employment 
market to deliver on programme and impact on core MSK services being 
monitored and some consideration has to be given to the introduction of skill 
mix. 

 IT Solutions – We are contributing to the development of the systems to 
support safe and timely management of patient information as require to sign 
on to multiple GP systems by clinical staff and use of agile equipment 

 Accommodation – access to fully treatment room space limited within 
practices and we may need to consider arranging services around clusters 
rather than individual practices to accommodate requirements for MSK. We 
commissioned space utilisation and architect surveys of NHS owned properties 
to identify opportunities for improvement and extended use of accommodation. 

 
Projected date of full delivery: March 2024 
 
Funding gap for full MoU delivery and current planned expenditure: MoU full 
delivery £2.45m, GCHSCP planning full delivery £2.45m (See Appendix 1). 
 

 
 
Workstream Additional Professional Roles – 

Mental Health  
 

 
Additional professional roles will provide services for groups of patients with specific needs that can be delivered by 
clinicians other than GPs, serving as first point of contact in the practice setting as part of the wider multi-disciplinary team. 
These include (but are not limited to) physiotherapy services, community mental health services and community links worker 
services. 
 
HSCPs will develop models to embed a musculoskeletal service within practice teams to support practice workload. In order 
to provide a realistic alternative for patients, access times must be comparable to those of general practice. Priority for the 
service, such as focusing on elderly care, will be determined by local needs as part of the Primary Care Improvement Plan. 
 



Community clinical mental health professionals (eg nurses, occupational therapists), based in general practice, will work 
with individuals and families assessing their mental health needs, providing support for conditions such as low mood, 
anxiety and depression. The outcome sought is improved patient care through rapidly accessible, appropriate and timely 
mental health input. 

 
In the consultation on our PCIP1 GPs highlighted that a large number of people 
attend their practices with a range of less well-defined difficulties (such as stress 
and distress) and are less well served. In general there was no consensus on the 
role of mental health worker in a MDT and further work would be required to scope 
this out. We concluded, therefore, that the PCIP provided an opportunity to re-
design current service provision to better meet the needs of those patients who 
often experience socio-economic pressures and have experience of childhood 
trauma and adversity a conventional “medical” model based on a diagnosis of 
“mental illness” might not be appropriate.   
 
During 2018/19 we began the development of a mental wellbeing model and we 
are in the process of testing out components of the model to inform future planning 
of approach to mental health. 
 
In the interim funding has been made available to expand a commissioned service 
to provide 1-2-1 and group work support for patients attending GP services. 
 
In addition the HSCP is using funding from the Action 15 budget to review 
pathways between primary care and mental health pathways and develop a 
response to distress provided through a third sector commissioned service to 
which the PCIP team are contributing. 
 
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 delivery across the whole HSCP 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 service delivery.] 
 
Based on the full delivery of MoU commitments the deployment of a mental health 
worker (or community link worker) to every practice we estimated 66wte mental 
health workers would be required at cost of £2.9m. This was based on planning 
assumption that if all eligible practiced had link worker then mental health worker 
would be placed in those without a link worker However GCHSCP are considering 
alternative model in collaboration with mental health services with GCHSCP. 
 
Based on our current collaborative planning approach and mapping to define the 
model in GCHSCP then we envisage that this will take longer than we initially 
planned and therefore will not delivered by 2021. 
 
Mitigating Actions to Keep Programme on Track. 
 
[Again this should set out any barriers to delivery and any mitigating actions you have in place to ensure the programme 
remains on track. You should also note the projected date of delivery if not March 2021 and the reasons why.] 
 

 Service Model – We need to use the outcomes from the tests of change and 
further feedback from our 3 primary care locality groups to inform the future 
model of service.  This will need to complement and build on the existing 
approach to providing primary and community mental health services.  



 Staffing – We are sceptical about the capacity of the current employment 
market to provide enough suitably qualified and experienced mental health 
workers as per our original planning assumptions.  

 Developing a shared understanding - between primary care and mental 
health services on how to define need and the most effective way of providing 
support for patients.  We require to agree a shared language and response to 
varied presentations to primary care which is described as mental health. 

 Accommodation - We commissioned space utilisation and architect surveys of 
NHS owned properties to identify opportunities for improve and extended use 
of accommodation. 
 

Projected date of full delivery: March 2023 
 
Funding gap for full MoU delivery and current planned expenditure: MoU full 
delivery £2.9m, GCHSCP planning full delivery £2m resulting in funding gap of  
£0.9m (See Appendix 1) 
 

 
 
 
 
Workstream Community Links Workers 

 
 
HSCPs will develop CLW roles in line with the Scottish Government’s manifesto commitment to deliver 250 CLWs over the 
life of the Parliament. The roles of the CLWs will be consistent with assessed local need and priorities and function as part 
of the local models of care and support. 

 
Using the NRAC formula for allocating funding across health boards we will be 
able to fund up to 41 Community Links Workers.  Given the magnitude of the 
health inequalities and health problems experienced by Glasgow’s residents, we 
would prefer to see an increase in the number of Community Links Workers to 
cover all GPs, especially those located in the 80 most deprived neighbourhoods.  
Our ability to do this would depend, though, on additional resources being made 
available by the Scottish Government. 
 
We are on track to deliver the 41 CLWs. 
 
GCHSCP remain in ongoing discussion with the Scottish Government on the 
implications to support practices in the most deprived areas. 
 
Projected delivery by March 2021.  
 
[Please detail what services are projected to be delivered by 2021 and the number of practices who will access this. Where 
delivery across the whole HSCP 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 delivery.] 
 
There are a number of different levels of coverage for Glasgow City depending on 
the criteria used to calculate the number of CLWs required for the practices.  The 
following provides some details of these calculations: 
 



 Deliver to 39 practices and 2 thematic themes based on finance allocation 
from PCIP deliverable by early 2020/21.  

 Deliver to all 80 practices as per original planning not deliverable unless 
resources redirected from other MoU priorities with no agreement to support in 
long term.  Only deliverable with additional commitment from Scottish 
Government for long term commitment. 

 Assuming that the full delivery of MoU commitments will require a CLW 
embedded in all Deep End Practices and to respond to all practices with 50% 
or more of their practice list living in SIMD 1 and 2 GCHSCP would result in110 
practices meeting this criteria and therefore would require £4.7m. Only 
deliverable with additional commitment from Scottish Government. 

 Delivery to all 145 practices - Only deliverable with additional commitment 
from Scottish Government. 

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

 
 Service Model – We undertook re-modelling to provide additional capacity and 

the thematic approach provided a small increase in the numbers of practices 
that will be able to receive CLWs.  Developing use of shared learning / 
resources on cluster model in attempt to provide practices with no CLWs detail 
of community resources and services within the local area for signposting. 

 IT Solutions – the CLWs are employed by external providers and this has 
raised problems with access to use of agile IT equipment and information 
management being considered by Caldecott Guardian. 

 Accommodation – Obtaining access to adequate interview space in many 
practices is problematic and consideration is given to use of community venues 
or space close to practice i.e. HSCP accommodation.  

 Funding - MoU full delivery £3.7m of either CLW or mental health practitioner, 
GCHSCP planning full delivery £2.3m (See Appendix 1).  

 
Projected date of full delivery:  March 2021 (based on 41 practices receiving 
CLWs) 
 
Funding gap for full MoU delivery and current planned expenditure: £1.4m 
(difference between the 41wte model and the 80wte model). 
 

 
 
New ways of working.  
 
We also recognise as part of mitigating actions innovative models are being 
developed. Please share any examples of models of service redesign that would be 
of value to the wider system. It would also be helpful to provide links to (or copies of) 
any evaluation and the details of contacts from who further information can be 
obtained. Going forward we intend to develop a system to share this learning to 
areas who are perhaps not as advanced as others. 
 





 
 

Revised for Jan Submission to SGD
Primary Care lmprovement Fund 19/20 Planned 

Expenditure 
Apr 19 return 

to SGD

19/20 Planned 
Expenditure 

Jan 20 return 
to SGD

20/21 
Planned 

Expenditure

21/22 
Planned 

Expenditure

Full Delivery 
Cost ( on 
planning 

assumptions)

MOU Full 
Delivery

WTE  Full 
Delivery

Priority Workstreams
Vaccination Transformation Programme 1,064 740 1,560 2,293 2,550 3,769 25
Pharmacotherapy 1,769 2,253 3,473 3,716 5,500 12,240 230
Community Treatment and Care 1,714 1,074 4,496 5,674 5,674 5,674 222
Urgent Care 242 108 267 1,136 1,136 2,860 55
Community Link Workers 1,347 1,497 2,183 2,303 2,350 3,776 80
Mental Health 1,025 599 1,133 1,593 2,000 2,867 66
Advanced Practice Physios 556 385 1,024 1,322 2,458 2,458 46
Occupational Therapy* 26 0 168 264 264 0

Enabling Workstreams
Sustainability 50 0 100 100 100
Cluster Support 281 25 281 281 281
Project Team 358 353 416 426 7
Collaborative Leadership and Learning 317 32 241 245 1
Premises 470 288 1,050 1,300

Total approved projects 9,219            7,354             16,392         20,653         22,313           33,644      

PC Support 81 0 0
OOH 173 83 0
Total 9,219 7,608 16,475 20,653 22,313 33,644

Funding
Reserves 3,925
PCIP carry forward from 18/19 2,025
Baseline pharmacy funding 940
SG call down 19/20 718 13,294 18,792 18,792 18,792
SG Carry Forward 4,972 1,791
Total Funding 7,608 18,266 20,583 18,792 18,792

Funding Gap** 1,791 -70 -3,521 -14,852

* Occupational Thearpy not progressed in 2019/20
**GCHSCP Full deliver assumptions is over current allocation of £18.7m. If there is no additonal funding then we requirement to review the plan in line with budget.

Current Planning Assumptions with MoU adjustments Delivery as per MoU

Appendix 1 





first response for home 
visits 

 Availability of 
skilled workforce  

 

homes as well as 
response for all 
home visits with 
local GPs 

 Workforce planning 
at national level 
required  

 National solution to 
access to multiple 
practices e.g. 
single sign-on 
 

Additional 
Professional 
Roles – Advance 
Physiotherapy 
Practitioners 
(APP) MSK 

Alternative to GP as 
first point of contact in 
the practice setting as 
part of the wider MDT 
with examples i.e. MSK 
 
HSCPs will develop 
models to embed a 
musculoskeletal service 
within practice teams to 
support practice 
workload 

Based on 0.33wte per 
14-16,000 population 
and Inverclyde new 
ways of working 

Current model not 
deliverable within 
timescales due to 
limited workforce 

 IT solution to 
support safe 
delivery. 

 Availability of 
workforce skilled   

 

 National solution to 
access to multiple 
practices e.g. 
single sign-on 

 Consideration of 
hub model for 
some task 

 Consider skills mix 

Additional 
Professional 
Roles – Mental 
Health 

Alternative to GP as 
first point of contact in 
the practice setting as 
part of the wider MDT 
with examples i.e. MH 

professionals based in 
practice, will assess 
MH, provide support for 
conditions such as low 
mood, anxiety and 
depression through 
rapidly accessible, 
appropriate and timely 
mental health input 
 

Early stages of 
planning with MH 
services and some 
small tests of change 
using mental wellbeing 
Model 

The HSCP has not 
currently taken the 
approach to develop a 
Mental Health (MH) 
worker into practices 

 Complex MH 
system and joint 
working 

 Shared understand 
of type of demand 
and appropriate 
response 

 Test well-being 
model to inform 
future planning 

 Mapping of MH 
pathway lead by 
MH services 

 Development of 
additional element 
of commissioned 
contract i.e. lifelink 



Community Links 
Workers 

The roles of the CLWs 
will be consistent with 
assessed local need 
and priorities and 
function as part of the 
local models of care 
and support 

Insufficient resources 
to meet commitments 
to all practices in 
deprived areas 

Allocation for CLW on 
deprivation in ranked 
way top 38 practices  

 Funding to meet 
SG manifesto 
commitment 

 Ongoing discussion 
with SG re 
resources 
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PC Leads for information. 
 
The following information and attachments has been circulated to all Health and Social 
Care Partnerships 
 
 
We refer to the recent letter from the Director of Community Health and Social Care in 
the Scottish Government (attached) requesting information from partnerships on the key 
challenges to delivery and perceived resource gaps between current and actual models 
to deliver the MoU and meet contractual commitments.   
 
This additional information is required to establish the ‘state of readiness’ of 
partnerships and will be used to inform discussion within the Oversight Group which 
includes representation from HSCPs, Boards, SG and SGPC. Through this it will 
possible to establish a clearer picture on the planning assumptions for where the 
system expects to be by March 2021 and to establish a clearer picture of barriers to 
implementation.  The template requiring completion is attached. 
 
In asking for this information, it will not be required to go through the formal IJB sign off 
process as it is not a full revision of the year 2 PCIP (although it should still be 
discussed with the GP sub and the IJB; it is a view from each of the partnerships on 
what is required to meet key commitments by March 2021. 
 
Returns are requested for 31 January. 
 



 
 
Primary Medical Services, Directorate for Community Health & Social Care 
Area 1ER, St Andrew’s House, 1 Regent Road, Edinburgh, EH1 3DG  
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Update to 2019/20 PCIP – Planning Information for March 2021 
 

For each section (“Projected delivery by March 2021” and “Mitigating Actions to 
Keep Programme on Track”) please include key information in short, concise, bullet 
points and /or only a few paragraphs. 
 
The Highland Health and Social Care Partnership (H&SCP) is one of the largest 
integration authorities in Scotland and is co-terminus with the local authority area of 
Highland. Highland Health and Social Care Partnership has 65 practices, of which 47 
are classed as Remote and Rural according to the definitions used in the 2019 
Statement of Financial Entitlements. This presents a challenge to deliver both urban 
and remote and rural solutions.   
 
In summary, North Highland has made significant progress across 
Pharmacotherapy, First Contact Physiotherapy and Community Link Worker 
workstreams.  Focus is now on implementation of Urgent Care, CTAC and VTP 
which will be on a collaborative basis.  Mental Health remains the most challenging 
workstream with an operational model yet to be defined. 
 
Indicative financial allocations to each of the workstreams are noted below: 
   
      
Programme Budget Allocation 
Vaccination Transfer Programme  £992,000 
Pharmacotherapy  £3,038,000 
Community Treatment and Care £744,000 
Urgent Care  £744,000 
MSK First Contact Physiotherapists £544,000 
Mental Health £496,000 
Community Link Workers £496,000 
eHealth £60,000 
Total  £7,113,000 
 
 
Workstream  Pharmacotherapy 
By April 2021, every practice will benefit from the pharmacotherapy service 
delivering the core elements as described below.  
 
Pharmacists: 
 
•Authorising/actioning all acute prescribing requests 
•Authorising/actioning all repeat prescribing requests 
•Authorising/actioning 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/actioning: 
•hospital outpatient requests 



•non-medicine prescriptions 
•installment 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.  
 
A skill mix of staff has been employed during 2019:  
 

 Seventeen Band 7 Pharmacists (13.22 WTE),  
 Four Band 5 pharmacy technicians (4 WTE).  
 Three Band 8a pharmacy team lead posts are currently out to advert.   
 It is planned to add Pharmacy Support Workers to this service with these 

posts introduced in Spring 2020.   
 
The total current staff to patient ratio is 0.79WTE per 5,000 weighted patients, 
which relates to the total complement of primary care pharmacy staff including the 
new pharmacotherapy service and historic pharmacy support to GP practices and 
other primary care services.  By 2021 we are aiming for a staffing ratio of GP 
practice input of 1WTE per 5,000 weighted patients with each Practice receiving its 
fair share of resource from the pharmacotherapy allocation.  The development of a 
gap analysis calculator identifies the additional staff we will require to deliver this 
model and can be adjusted to account for different grades of staff.  
 
There are 59 out of 65 practices receiving service across North Highland with full 
implementation planned for Spring 2020.  For the six practices not yet in receipt of 
a pharmacotherapy service (due to an inability to recruit in these rural areas) 
remote IT access might facilitate the delivery of some service for these practices.  
Remote access might also benefit other practices either to ease pressure on 
space within premises or to support cover for leave and to develop a more resilient 
service.  It might also allow pharmacy staff to be more responsive for example to 
manage patient specific queries from GPs.  We are working closely with our 
eHealth colleagues to ensure that programmes of IT upgrades are aligned with the 
needs of the modernisation programme. 
 
Mitigating Actions to Keep Programme on Track. 
 

 Remote access to practice clinical information systems – working closely 
with eHealth to facilitate implementation and align priority areas. 

 On-going recruitment campaign to attract staff to the Highland region. 



 
Workstream Additional Professional Roles: 

First Contact Physiotherapy 
 
Additional professional roles will provide services for groups of patients with 
specific needs that can be delivered by clinicians other than GPs, serving as first 
point of contact in the practice setting as part of the wider multi-disciplinary team. 
These include (but are not limited to) physiotherapy services, community mental 
health services and community links worker services. 
 
First Contact Physiotherapy 
 
The FCP workstream is working to embed a musculoskeletal service within each 
practice team to reduce GP workload.  
 
Projected delivery by March 2021.  
 
Two Musculoskeletal (MSK) Clinical Lead posts were recruited to in early 2019 to 
implement the FCP model across the North Highland Partnership area.  The 
mainstream physiotherapy service (MSK and rehabilitation) is being monitored  to 
ensure there is a comprehensive service where continuity and stability of existing 
GP and Consultant referral pathways is maintained. 
 
The workstream has achieved 71% of anticipated recruitment to FCP roles 
(10.83WTE) and this is anticipated to reach 100% in the first few months of 2020, 
reaching the agreed model of 1WTE:13,000 population, with all FCP leave 
covered.   
 
Evidence to date consistently demonstrates the positive impact of the FCP role on 
primary care services where posts have been fully implemented.  Data reflects 
reduced waiting lists in mainstream physiotherapy and a low transition rate from 
FCP to mainstream physiotherapy.   
 
Gap analysis to meet the recommended model of 1WTE:10,000 is underway and 
will be considered if additional funding becomes available. 
 
Mitigating Actions to Keep Programme on Track. 
 

 A continuous service model is being developed to prevent service gaps and 
ensuring patients receive an optimum service.   

 Funding for annual leave absence is built into the model. Gap analysis work 
is underway which will identify all options regarding how other leave will be 
supported. 

 NHS Near Me will be tested as part of the model, where there is agreement 
with the GP Practices and GP Subcommittee.  This may also address some 
of the service gaps where recruitment has been problematic. 

 Continued strategic review of mainstream physiotherapy services to ensure 
the appropriate model is fully implemented and a planned approach is in 
place to avoid destabilisation of services in any area. The GP subcommittee 
have requested to see NHS Highland’s physiotherapy strategy and wish to 



be involved in any proposed changes to maintain physiotherapy services, 
before they happen. 

 
 
 
 
Workstream Community Links Workers 
 
HSCPs will develop CLW roles in line with the Scottish Government’s manifesto 
commitment to deliver 250 CLWs over the life of the Parliament. The roles of the 
CLWs will be consistent with assessed local need and priorities and function as 
part of the local models of care and support. 
 
Projected delivery by March 2021.  
 
This workstream has agreed to target allocation of resource to those most in need 
and so contribute to reducing health inequalities using the Scottish Index of 
Multiple Deprivation to identify levels of deprivation of areas served by GP 
practices.  Therefore, 29 out of 65 practices have been identified to receive this 
service, which will be commissioned from the community and voluntary sector 
through a procurement process due to be completed by June 2020. 
 
Mitigating Actions to Keep Programme on Track. 
 

 A detailed procurement process with defined timelines is in place. 
 There is continued engagement with the community and voluntary sector. 
 Exploration of eHealth solutions (e.g. Vision template for data collection) to 

support implementation. 
 Data sharing agreements to be put in place when preferred provider is 

appointed. 
 
 
Workstream Community Treatment and 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.  
 
The delivery options are currently under consideration and mobilisation will 
commence in 2020.  For practices in rural locations, alternative models are being 
considered whereby the service is delivered through increasing existing practice 
nursing hours or through local enhanced service mechanisms. 
 
We are looking to deliver CTAC, VTP and Urgent Care on a collaborative basis 
whereby resource can be pooled and economies of scale can be achieved.  We 
are looking to consult with GP Subcommittee, quality clusters and local practices, 
on best configuration of local models. 
 
Based on the Perth and Kinross week of care audit, which has been ‘highlandised’ 
by the workstream, the full level of activity would require funding of £1.14m.  This 
would be a shortfall of almost £400,000. 
 
Mitigating Actions to Keep Programme on Track. 
 
This workstream has agreed to work collaboratively with Urgent Care and VTP in 
order to maximise the potential by pooling the resource. 
 
Workstream Urgent Care 
 
Urgent unscheduled care including the provision of advanced practitioner resource 
as first response for home visits. 
 
This will involve the implementation of sustainable advance practitioner provision 
in all HSCP areas, based on local service design. These practitioners will assess 
and treat urgent or unscheduled care presentations. This will allow GPs to focus 
on scheduled appointments with patients most in need of their skills as expert 
medical generalists. Where service models are sufficiently developed, advanced 
practitioners will also directly support GPs expert medical generalist work by 
carrying out routine assessments and monitoring of chronic conditions for 
vulnerable patients at home, or living in care homes. 
 
It is expected that the workload for advanced practitioners would mean that most 
GP practices would not have sole access to an advanced practitioners. It is likely 
that advanced practitioners would work across a number of GP practices to meet 
patient needs. GP clusters will play an important role in enabling this service to 
ensure effective working and good patient outcomes. 
 
Projected delivery by March 2021.  
 
This workstream received an indicative allocated £744,000.  This equates to 
12WTE Band 7 Advanced Practitioners.  If each practice was allocated 12.5 hours 
of Band 7 Advanced Practitioner there would be a shortfall of £99,000 in funding.  
If each practice received 15 hours of ANP per week, there would be a shortfall of 
£868k and if each practice was allocated a full-time ANP the shortfall would be 
£3.2m.  The final model is yet to be defined and clusters will be involved in 



determining local models of care, along with GP Subcommitee approval. 
 
Scoping work will take place between January–June 2020 with implementation 
planned for August – December 2020. 
 
Mitigating Actions to Keep Programme on Track. 
 

 Review indicative workstream funding. 
 Review staffing model – it is unclear as to whether there are 12 ANPs 

available for recruitment across NHS Highland. 
 Ensuring an equitable service is provided across North Highland (urban and 

rural). 
 
This workstream has agreed to work collaboratively with Community Treatment 
and Care and VTP in order to maximise the potential by pooling the resource. 
 
  
 
Workstream  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  
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.  
 
This workstream has undertaken tests of change for over 65s flu vaccines and is 
currently evaluating these.  There is a plan to progress a collaborative working test 
of change in Lochaber in conjunction with CTAC and Urgent Care. 
 
The preferred service delivery model is hoped to be defined by April 2020 and 
implemented mid-2020. 
 
Mitigating Actions to Keep Programme on Track. 
 

 Review of workstream allocated funding. 
 Implementation of collaborative working across multiple workstreams. 
 Ensuring equity of service across geographical area. 
 Consider desire from GPs to retain this work. 

 
 



 
 
Workstream Additional Professional Roles: 

Mental Health Workers 
 
Additional professional roles will provide services for groups of patients with 
specific needs that can be delivered by clinicians other than GPs, serving as first 
point of contact in the practice setting as part of the wider multi-disciplinary team. 
These include (but are not limited to) physiotherapy services, community mental 
health services and community links worker services. 
 
HSCPs will develop models to embed a musculoskeletal service within practice 
teams to support practice workload. In order to provide a realistic alternative for 
patients, access times must be comparable to those of general practice. Priority for 
the service, such as focusing on elderly care, will be determined by local needs as 
part of the Primary Care Improvement Plan. 
 
Community clinical mental health professionals (eg nurses, occupational 
therapists), based in general practice, will work with individuals and families 
assessing their mental health needs, providing support for conditions such as low 
mood, anxiety and depression. The outcome sought is improved patient care 
through rapidly accessible, appropriate and timely mental health input. 
 
Projected delivery by March 2021.  
The scoping of this service will take place during 2020, which will include a 
workforce recruitment plan.  There are currently workforce shortages in mental 
health and it is important to NHS Highland that a system-wide approach is adopted 
to staff recruitment which does not destabilise existing secondary care mental 
health services. 
 
A multi-disciplinary workshop is being planned for February 2020 which will inform 
the scoping of service delivery, and bring visibility to Action 15 monies.   
 
Mitigating Actions to Keep Programme on Track. 
 

 Appointment of new workstream lead. 
 Review of workstream allocated funding. 
 Establishing preferred model of care. 
 Review staffing requirements ensuring existing services are not 

destabilised. 
 

 
New ways of working.  
 
We also recognise as part of mitigating actions innovative models are being 
developed. Please share any examples of models of service redesign that would be 
of value to the wider system. It would also be helpful to provide links to (or copies of) 
any evaluation and the details of contacts from who further information can be 
obtained. Going forward we intend to develop a system to share this learning to 
areas who are perhaps not as advanced as others. 



 
Any other activities being undertaken to reduce workload for GPs may be detailed 
here.  
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From:  on behalf of Primary Care Implementation Mailbox 
Sent: 03 February 2020 08:45 
To: 
Subject: FW: GMS implementation: Halfway Point 
Attachments: Final version Scottish BordersGMS Implementation Halfway Info Submitted 

SG 31stJan2020.docx 
 

 
 

From: < orders.scot.nhs.uk>  
Sent: 31 January 2020 13:00 
To:   < ov.scot>; Primary Care Implementation Mailbox 
<PCImplementation@gov.scot>; Mitchell E (Elinor) <Elinor.Mitchell@gov.scot> 
Cc:   < @borders.scot.nhs.uk>;
< orders.scot.nhs.uk>;  ,   
< borders.scot.nhs.uk> 
Subject: GMS implementation: Halfway Point 
 
Please find attached as requested Scottish Borders GMS Halfway Point information template. We have 
included a section in the template on the estimated additional resources needed to fully deliver the 
commitments of the MoU and have also embedded the most recent version of our PCIP document. 
Please note that this is a dynamic working document so the figures change monthly as recruitment or 
service decisions occur. The next update will be approved at the GP Executive meeting on 13th 
February  and can be shared with your department if required. 
 
Thank you 
 
Kind Regards 

 

 
 

Associate Director, Strategic Change 
NHS Borders 
Room 1EC039 
Education Centre 
Borders General Hospital 
Melrose 
TD6 9BS 
Tel:  
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Update to 2019/20 PCIP – Planning Information for March 2021 
 

For each section (“Projected delivery by March 2021” and “Mitigating Actions to 
Keep Programme on Track”) please include key information in short, concise, bullet 
points and /or only a few paragraphs. 
 
Workstream 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  
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.] 
 
Model agreed for NHS Borders to deliver school age and pregnant women vaccinations.  
Alternative VTP model  for <5 yrs and < under 5 yrs flu , adult and adult flu vaccinations 
agreed by Scottish Govt at the December meeting of the GP Executive with support given to 
develop plans for  working up the detail of the new  model by April 2020.  A work‐stream 
steering group is being re‐established. At the recent Community Treatment And Care (CTAC) 
workshop it was acknowledged that as CTAC develops it is envisaged that VTP will be 
incorporated within it. The movement of practice nurse hours is at the core of the new 
model and full coverage across all practices is the aim, however it will not be possible to 
achieve full implementation across all practices by April 2021 given the timescales involved. 
Projected delivery is by April 2022. 
 
Challenges: 

 Costs for the new model were estimated in the PCIP financial plan – work to finalise 
the detail of the model will identify more accurate costs, however it is possible that 
this may highlight a shortfall in funding. 

 Full engagement of practice nurses 

 IT infrastructure 
 
 
 
 



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.] 
 
This workstream is projected to be delivered fully by April 2022. 
 
Barriers ‐ linked to challenges listed above: 
 

 Significant work was done on the original VTP model – this will be used to inform the 
new model therefore not adding time to the process. 

 Work is underway to identify more detailed and accurate costs and a focussed GP 
Executive discussion session is being held in February. 

 As the new workstream group is established, an engagement plan will be followed 
for practice nurses 

 IM&T services are in the process of identifying a designated “Primary Care Support 
Team” within their service. Once in place this should help to identify IT issues and 
manage timely solutions 

 
 
 
 
Workstream Pharmacotherapy 
By April 2021, every practice will benefit from the pharmacotherapy service 
delivering the core elements as described below.  
 
Level one (core) 
 
Pharmacists: 
 
•Authorising/actioning all acute prescribing requests 
•Authorising/actioning all repeat prescribing requests 
•Authorising/actioning 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/actioning: 
•hospital outpatient requests 
•non-medicine prescriptions 
•installment 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.] 
 
We expect all practices to be in receipt of Level One services by 2021 and that Levels Two 
and Three will progress according to the plan during 2020/21.  
 
Challenges: 
 

 Recruitment at the appropriate bandings has been difficult and there is a risk that 
should these recruitment issues continue, not all practices may have prescribing 
pharmacists in place by April 2021.  

 Accommodation: as with other workstreams, accessing appropriate space at every 
health centre is an issue. 

 IT infrastructure – poor or lack of access to IT can impede service delivery. 
 
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.] 
 
Barriers ‐ linked to challenges listed above: 
 

 Recruitment: 
– Pharmacy services are providing local training programmes to develop 

pharmacy technicians who can then deliver appropriate levels of the 
Pharmacotherapy programme. 

– Changes to skill mix / Band levels are considered through regular discussions 
between the GP Executive and the Pharmacy Lead to try to respond as 
flexibly as possible to PCIP service needs. 
 

 Accommodation: a Premises workstream has been established and is working with 
NHS Borders’ Capital Team to identify solutions. This issue is also highlighted in the 
last section pertaining to the additional resources required to fully meet the MoU. 



 

 IM&T services are in the process of identifying a designated “Primary Care Support 
Team” within their service. Once in place this should help to identify IT issues and 
manage timely solutions. 

 
 
 
Workstream Community Treatment and 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.] 
 
The GP Executive is in the process of revitalising the work‐stream to ensure pace and 
delivery and as part of this, a more robust work‐plan is being developed. 
 
A workshop was held on 15/01/20 to discuss and confirm the scope of the work‐stream and 
to define the workplan in more detail. Building on work already underway regarding 
function and a standardised operating framework for treatment rooms but which has not 
progressed at the speed we would have wished, the workstream will address delivery of the 
core items from the MoU based on this framework and with an initial focus on phlebotomy 
services.  Project support has been secured from NHSB, Performance & Planning Dept. to 
enable baseline data across NHS Borders to be sourced and analysed and to support roll out 
across all practices as the model is confirmed. 
 
Challenges: 
 

 This workstream is complex and has the potential to become a massive and more 
long‐term programme of work as MDT development and chronic disease 



management are fully explored, additional aspects of CTAC are identified and as 
emerging community models of health and social care become more defined.  

  It is unlikely that this workstream will fully deliver before the end of 2021/22 and 
although work is underway to estimate funding requirements it is anticipated that 
additional and comprehensive resource will be required as the workplan progresses.  

 IT infrastructure 

 Accommodation 
 

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.] 
 
It is unlikely that this workstream will fully deliver before the end of 2021/22. 
 
Barriers ‐ linked to challenges listed above: 
 

 Complex nature of the scope of CTAC – being addressed by reinvigoration of the 
workstream and robust planning. 

 IT Infrastructure – IT requirements not yet known for the breadth of the workstream 
‐  IM&T services are in the process of identifying a designated “Primary Care Support 
Team” within their service. Once in place this should help to identify IT 
requirements, issues and manage timely solutions. 

 Funding – PCIP Business Partner currently working with the GP Executive to estimate 
costs. This will form part of the item on additional resources required to fully meet 
the MoU outlined later in this document. 

 Accommodation – is a challenge common to most of the workstreams as more new 
PCIP posts are introduced. A Premises workstream has been established and is 
working with NHS Borders’ Capital Team to identify solutions. This issue is also 
highlighted in the last section pertaining to the additional resources required to fully 
meet the MoU. 

 
Workstream Urgent Care 
Urgent unscheduled care including the provision of advanced practitioner resource 
as first response for home visits. 
 
This will involve the implementation of sustainable advance practitioner provision in 



all HSCP areas, based on local service design. These practitioners will assess and 
treat urgent or unscheduled care presentations. This will allow GPs to focus on 
scheduled appointments with patients most in need of their skills as expert medical 
generalists. Where service models are sufficiently developed, advanced practitioners 
will also directly support GPs expert medical generalist work by carrying out routine 
assessments and monitoring of chronic conditions for vulnerable patients at home, or 
living in care homes. 
 
It is expected that the workload for advanced practitioners would mean that most GP 
practices would not have sole access to a advanced practitioners. It is likely that 
advanced practitioners would work across a number of GP practices to meet patient 
needs. GP clusters will play an important role in enabling this service to ensure 
effective working and good patient outcomes. 
 
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 delivery across the whole 
HSCP 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 service delivery.] 
 
Seven advanced nurse practitioners (of which 6 are in training) appointed. A further 8 are 
being advertised early Feb. Recruitment is underway for a permanent Band 8a Clinical Nurse 
Co‐ordinator to provide supervision, management and clinical support to the ANP cohort 
across practices.  All PCIP posts are funded at 52 week cover. All GPs will have access to ANP 
support aligned to their individual practice, though not every practice will have a full time 
ANP post on site. Currently ANPs are in place in West & South clusters. While the aim is still 
to have full coverage of ANPs by April 2021, difficulty with recruitment and availability of 
fully qualified ANPs has the potential to delay this timeline. 
 
While the initial focus has been on ANPs the need to consider advanced paramedic 
practitioner roles has been acknowledged; adverts are now being posted which cover all 
advanced practitioner disciplines  and work will be undertaken to review Advanced 
Paramedic Practitioner roles and requirements. 
 
 
Challenges: 
 

 Recruitment remains a challenge for Borders – linked to this has been the need to 
support training & education programmes. 

 Accommodation  
 IT infrastructure 

 
Mitigating Actions to Keep Programme on Track. 
 
[Again this should set out any barriers to delivery and any mitigating actions you 
have in place to ensure the programme remains on track. You should also note the 



projected dates of delivery if not March 2021 and the reasons why.] 
 
Barriers ‐ linked to challenges listed above: 
 

 Recruitment. It has proven difficult to attract fully qualified ANPs; we have 
therefore taken on staff at a lower Banding and are providing a training 
programme supported by GP mentorship to develop these staff to become fully 
qualified..  

 Roll out to all practices – GP Executive has developed a “delivery map” to record 
roll out of posts as they are appointed. This is also used to help identify the most 
appropriate roll out patterns to ensure that all GP practices are in receipt of 
some elements of PCIP benefit  

 Accommodation: a Premises workstream has been established and is working 
with NHS Borders’ Capital Team to identify solutions. This issue is also 
highlighted in the last section pertaining to the resources required to fully meet 
the requirements of the MoU (the “gap”). 

 IT: IM&T services are in the process of identifying a designated “Primary Care 
Support Team” within their service. Once in place this should help to identify IT 
requirements, issues and manage timely solutions. 

 
 

 
Workstream Additional Professional Roles 
Additional professional roles will provide services for groups of patients with specific 
needs that can be delivered by clinicians other than GPs, serving as first point of 
contact in the practice setting as part of the wider multi-disciplinary team. These 
include (but are not limited to) physiotherapy services, community mental health 
services and community links worker services. 
 
HSCPs will develop models to embed a musculoskeletal service within practice 
teams to support practice workload. In order to provide a realistic alternative for 
patients, access times must be comparable to those of general practice. Priority for 
the service, such as focusing on elderly care, will be determined by local needs as 
part of the Primary Care Improvement Plan. 
 
Community clinical mental health professionals (eg nurses, occupational therapists), 
based in general practice, will work with individuals and families assessing their 
mental health needs, providing support for conditions such as low mood, anxiety and 
depression. The outcome sought is improved patient care through rapidly accessible, 
appropriate and timely mental health input. 
 
First Contact Physiotherapists (FCP) 
 
3.4 wte (5 staff) FCPs introduced to all of east and part central clusters in Borders. 
Recruitment to 4 further posts in Dec 2019 was unsuccessful and posts will be re‐advertised. 
The limited number of FCPs nationally is felt to be contributing to local recruitment 
difficulties.  Current focus is on embedding existing FCPs and evaluation will inform further 
expansion. Recruitment is underway for a Band 8a Snr Co‐ordinator post providing clinical 



and managerial support to the FCP service. The aim is for all practices to have access to FCP 
input, although not every practice will have a full time staff member on site. Given the 
current recruitment status it is likely that full coverage by March 2021 will not be possible 
and will need to continue into early 2021 / 22. 
 
Challenges: 
 

 Recruitment 

 Accommodation – found at some but not all sites. 

 IT infrastructure  
 
Community clinical mental health professionals 
 

 First Implementer site identified in South Cluster; team now based on site. 
Recruitment for additional Mental Health Practitioners underway, and there is 
optimism in the service that all posts will be filled and in post by March 2020.  

 Evaluation of the first implementer site is underway, and plans are in development 
to refine the PCMHT model then spread across the remaining three practices in 
south cluster. A plan for roll out to all clusters has been agreed and it is expected 
that this service will provide full coverage to all practices by April 2021. 

 
Challenges: 
 

 While accommodation has been made available at the first implementer site, it may 
not be readily available in every health centre. 

 
 
 
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 delivery across the whole 
HSCP 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 service delivery.] 
 
 
 
Mitigating Actions to Keep Programme on Track. 
 
[Again this should set out any barriers to delivery and any mitigating actions you 
have in place to ensure the programme remains on track. You should also note the 
projected date of delivery if not March 2021 and the reasons why.] 
Barriers ‐ linked to challenges listed above: 
 
First Contact Physiotherapists 
 

 Recruitment: The GP Lead for this work‐stream is exploring solutions with the 



Physiotherapy Head Of Service and evaluation of current  service delivery will 
allow decisions to be made by GP Executive re next steps should recruitment 
issues continue. 

 Accommodation:  a Premises workstream has been established and is working 
with NHS Borders’ Capital Team to identify solutions. This issue is also 
highlighted in the last section pertaining to the “gap” 

 IT: IM&T services are in the process of identifying a designated “Primary Care 
Support Team” within their service. Once in place this should help to identify IT 
requirements, issues and manage timely solutions. 
 

Community Mental Health Professionals 
 

 Accommodation:  a  Premises workstream has been established and is working 
with NHS Borders’ Capital Team to identify where problems arise and then 
identify solutions. This issue is also highlighted in the last section pertaining to 
the resources required to fully deliver the commitments within the MoU.  

 IT: IM&T services are in the process of identifying a designated “Primary Care 
Support Team” within their service. Once in place this should help to identify IT 
requirements, issues and manage timely solutions. 

 
 
Workstream Community Links Workers 
HSCPs will develop CLW roles in line with the Scottish Government’s manifesto 
commitment to deliver 250 CLWs over the life of the Parliament. The roles of the 
CLWs will be consistent with assessed local need and priorities and function as part 
of the local models of care and support. 
 
Projected delivery by March 2021.  
 
[Please detail what services are projected to be delivered by 2021 and the number of 
practices who will access this. Where delivery across the whole HSCP 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 
delivery.] 
 
CLWs will work with Local Area Coordinators (LACs) to establish effective operational model 
across the area. The funding from PCIP will add to the existing staffing complement for the 
mental health Local Area Co‐ordination team, which includes Community Link Workers.  The 
LACs fulfil the same role as the national CLW description; they work to build community 
capacity and support the more complex cases, our PCIP CLWs provide a ‘buddying’ 
/supportive role to ensure people are enabled to access the services/activities which will be 
of benefit to them. The LACs are the more senior role providing line management to the 
CLW.  The CLW /  LAC  PCIP model will provide full coverage across practices by March 2021. 
 
Challenges: 
 

 Current Business Service Manager is moving to a new post therefore continuity of 
support may be compromised. 



 
Mitigating Actions to Keep Programme on Track. 
 
[Again this should set out any barriers to delivery and any mitigating actions you 
have in place to ensure the programme remains on track. You should also note the 
projected date of delivery if not March 2021 and the reasons why.] 
 
Barriers ‐ linked to challenges listed above: 
 

 Current Business Service Manager moving post – Mental Health General Manager is 
progressing recruitment as a matter of urgency.  

 
 
 
 
 
New ways of working.  
 
We also recognise as part of mitigating actions innovative models are being 
developed. Please share any examples of models of service redesign that would be 
of value to the wider system. It would also be helpful to provide links to (or copies of) 
any evaluation and the details of contacts from who further information can be 
obtained. Going forward we intend to develop a system to share this learning to 
areas who are perhaps not as advanced as others. 
 
Any other activities being undertaken to reduce workload for GPs may be detailed 
here. 
 
Additional Services / Activities 
 

 NHS24 are working with NHS Borders to explore the development of a Triage service 
that will include all practices. This is at an initial stage in discussion but is seen as a 
very positive support within primary care. NHS 24 have indicated that the triage 
service can potentially support a 30% reduction in GP workload through utilising 
their triage process  to support the redirection of patients to the most appropriate 
service to meet their clinical needs. 

 

 While some progress was made initially across the PCIP workstreams within the plan, 
at the end of 2018/ 19 it was acknowledged that this had not been at the pace we 
would have wished and it was agreed to re‐invigorate the process and subsequently 
to revisit and update the PCIP.  

 
As part of the PCIP revitalisation process, it was evident that a more robust 
governance framework was required; a GP Executive was therefore introduced in 
April 2019 with membership from GP Sub Committee, NHS Borders and Borders 
Health & Social Care Partnership at senior level. The GP Executive is chaired by the 
Chair of GP Sub Committee and has the remit to oversee and steer the development 
and implementation of the PCIP. In doing so, the GP Executive ensures that the six 



priority areas for change within the PCIP are progressed and monitored in a 
meaningful way, according to an agreed timetable and with a level of scrutiny; 
thereby safeguarding the principles of the GP Contract and making sure that there 
will be equitable access to the new models of care across Scottish Borders. 

 
In addition, NHS Borders identified an Executive Lead to help drive forward progress; 
this post began in June 2019. A Project Manager for the overall programme was also 
appointed and started at the end of August. Both are core members of the GP 
Executive. 

 
Additional Resources Required to fully deliver the MoU commitments (the “gap”) 
 
1. Staffing / service resource 
 
The resources allocated to Borders for delivery of the PCIP programme will be fully utilised – 
as confirmed by the financial plan submitted in our returns and within the attached (most 
recent) PCIP document. 
 
However, we feel that in order to deliver the MoU commitments at the level and standard 
we would wish and believe is needed, additional time and resource is required. 
 
Confirming the level of this resource requirement is difficult, especially as there is the 
potential for Community Treatment and Care Services (CTAC)  to encompass a broad range 
of service development that is not yet quantified and the MDT workforce requires time to 
recruit, train and develop new skills and capacity.  
 
In considering the workstreams locally, the decision has been made to bring together the 
CTAC and VTP work within a phased timetable to allow us to maximise the skills and 
capacity of the services involved. Work has been undertaken to identify the potential 
additional resource required for this combined workstream and it is estimated at £1.5m. 
 
We have further identified the need for additional investment into Community Link Workers 
and Urgent Care at a combined total of £400k. 
 
This brings our estimated total shortfall to £1.9m 
 
2. Capital allocation  

 
Accommodation is a challenge across all workstreams and while we may be able to free up a 
certain amount of accommodation through links with NHS Borders’ space utilisation 
programme, capital resource is still required to modify or create rooms to be used by PCIP 
staff or indeed to undertake more significant reconfiguration of premises to allow these 
staff to work in primary care settings. As with all NHS Boards, the standard capital allocation 
has to support the breadth of priorities across all care sectors and services. Primary care 
capital priorities have to be considered alongside this whole range and can therefore take 
some years to address. Given the importance of the implementation of PCIP and its valuable 
role in helping to shift the balance of care, as well as the imperative within Integration 



Authorities to develop robust primary and community services we would request 
consideration of releasing an annual designated and ring‐fenced  “Primary Care” Capital 
Allocation to health boards in order to support and ensure appropriate delivery of this 
programme. 
 
 
Current PCIP Document 
 
Embedded below is the current version of our PCIP document as at 31st January. This is a 
dynamic document in which the workforce and expenditure patterns change as recruitment 
progresses or slight changes in service delivery are approved at our monthly GP Executive 
meetings. The next version will be available after the GP Executive on 13th February and can 
be sent to you if required.  
 

Working v4.0PCIP 
Updated 9th Jan 2020 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
  



 



From:  on behalf of Primary Care Implementation Mailbox 
Sent: 03 February 2020 08:45 
To: 
Subject: FW: Lanarkshire PCIP Half Way update 
Attachments: 31 January 2020 Scottish Government PCIP Half Way Point Update NHS 

Lanar....docx 
 

 
 

From: Findlay, Linda Dr ‐ Medical Director, South Lanarkshire Health and Social Care Partnership 
<Linda.Findlay@lanarkshire.scot.nhs.uk>  
Sent: 31 January 2020 16:02 
To:   < ov.scot>; Primary Care Implementation Mailbox 
<PCImplementation@gov.scot> 
Cc: (SLC)  @southlanarkshire.gov.uk> 
Subject: Lanarkshire PCIP Half Way update 
 
Dear Colleagues, 
Please find Lanarkshire’s Halfway PCIP update attached. 
We have aligned out CTAC and UC workstreams for operational ease and to reduce the number of 
meetings. 
Best Wishes 
Linda 
 
 
Linda Findlay 
Medical Director  
South Lanarkshire Health & Care Partnership 
Council Office 
Almada Street 
Hamilton ML3 0AA 
 
Tel  
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The following outlines specifically the core elements of Level 1 that can be delivered locally: 
 
Pharmacists: 
Will be delivered Authorising/actioning hospital Immediate Discharge Letters 

Medicines reconciliation 
Medicine safety reviews/recalls 
Monitoring high risk medicines 

Partial delivery* Authorising/actioning all acute prescribing requests 
Cannot quantify Authorising/actioning all repeat prescribing requests – at present this is limited 

to serial prescriptions.  The national pharmacotherapy service specification 
states that the pharmacotherapy service will review practice prescribing 
systems and processes to standardise and improve efficiency of systems – this 
is ongoing.   

Opportunistically Non-clinical medication review – as this has been identified as a task more 
suitable to support workers and/or technicians 

 
Acute and repeat prescribing requests includes/authorising/auctioning  
Will be delivered Hospital outpatient requests 

Non-medicine prescriptions 
Serial prescriptions   
Pharmaceutical queries 
Medicine shortages 
Review of use of ‘specials’ and ‘off-licence’ requests. 

Partial delivery* Instalment requests  
Cannot quantify Authorising/actioning all repeat prescribing requests – at present this is limited 

to serial prescriptions 
The national pharmacotherapy service specification states that the 
pharmacotherapy service will review practice prescribing systems and 
processes to standardise and improve efficiency of systems – this is ongoing.  

 
Pharmacy Technicians: 
Will be delivered Formulary adherence 

Prescribing indicators and audits 
Partial delivery* Medication compliance reviews (patient’s own home)  

Medication management advice and reviews (care homes) – Capacity to 
increase involvement in care homes will increase once the student technicians 
funded via year 3 monies are trained.   

Cannot quantify Monitoring clinics - Inclusion of this against technicians is not consistent with 
national pharmacotherapy specification which lists this as a pharmacist matter.  
National reconsideration is required. 

 
*This task requires presence within the practice and agreement with each individual practice.  Complete 
transfer of this task to pharmacotherapy is unable to be quantified.    
 
Challenges / Barriers being experienced in NHS Lanarkshire: 
 If the hubs are not fully established by 2021 this will impact on the ability to deliver level 1 

pharmacotherapy. 
 Availability of pharmacists and consequential impacts of recruitment of GPCPs on staffing in other 

areas particularly community and acute, is a concern.  
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 Mitigation by using a staff skill mix model with a hub delivery for aspects of level 1, which supports 
efficient use of resource, staff ability to work at the top of their license and retention of staff. However 
the staff skill mix model has similar challenges in relation to workforce as the technician role requires 
development of role and time to train. 

 Pressures with availability of property in terms of space in practices and provision to host hubs. 
 IT Digital – Hubs require IT equipment and infrastructure investment. Further exploration around 

prescribing is being undertaken as location may be limiting with paper scripts, possible mitigation via 
electronic prescribing but requires national agreement and resourcing 

 Serial prescribing requires additional administrative time investment by practice to allow gains to be 
realised.  Currently undertaking a focused evaluation of this to explore possible mitigation. 

 There is no nationally agreed staffing model or workforce capacity plan for pharmacotherapy services 
across Scotland. There is an expectation that the learning from the implementation of HUBs may 
inform the workforce and clinical model required. 

 HIS Level 1 Pharmacotherapy Collaborative will provide further learning on how level 1 tasks can be 
streamlined, and we will work to make the appropriate changes informed by their output.   

 
There has been significant progress in years 1 and 2 with the successful implementation and delivery of:  
 Key stakeholder workshops undertaken to consider the scope and design of a service delivery model 

together with identifying areas for further exploration and testing required. 
 Baseline resources established on where staff would be deployed to provide pharmacotherapy 

services across NHS Lanarkshire. 
 Workforce allocation agreed based on 1 pharmacist per 15,000 patients for first phase of recruitment 

acknowledging that this does not provide a level of cover every day of the week or cover short term 
sick leave/annual leave/training days etc 

 Tests of change completed of Pharmacotherapy Service in four practices with learning informing high 
level process maps for each aspect of Level 1 model. 

 Serial prescribing process and improvement toolkit developed which, after successful testing in one 
practice, spread across all ten localities. 

 Learning from the Practice Administrative Staff Collaborative (PASC) supporting the foundation it 
offers for the development of the pharmacotherapy model. 

 Monitoring of high risk medicines guidelines produced, ratified by the Area Drug and Therapeutic 
Committee (ADTC) and circulated via NHS Lanarkshire governance structures. 

 Governance framework in place for staff education, training and development to support staff to deliver 
this new service and ensure patient safety. 

 
Mitigating Actions to Keep Programme on Track: 
In years 2 and 3, NHS Lanarkshire will: 
 Implement a new pharmacotherapy model with changes to a staff skill mix model for Level 1 and the 

delivery of the service via a Hub Model.  This is a significant change from the original model 
considered.  

 Continue to use the learning from the Hub model and other tests of change to better inform our 
workforce requirements and the resource required to fund it. 

 Recruitment of new skill mix staff required to implement the Hub Model. 
 Exploring availability of property and appropriate IT facilities to support service delivery of the new 

hub service model. 
 Continued refinement of staff education, training and development to support staff to deliver this new 

service and ensure patient safety 
 Alignment at an operational level of the pharmacotherapy service within the primary care Multi-

disciplinary Team (MDT) model. 
 
 






