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General Practice and the Long Term Plan 

“The biggest reform to GP services in 15 years”  HSJ 

“The most important change to the GP contract since 2004 and a potential game 

changer” BMJ 

“These are the most significant changes in 15 years”  BMA 

“The start of a new era for general practice” NHSE 

 



Neighbourhood 

30~50k 

Primary Care Networks that bring together local 
health and care professionals around natural local 
neighbourhoods of care – improving integrated ways 
of working and more joined-up pathways; and 
embedding population health approaches. 

Place 

~250-500k 

Groups of local primary care networks that work 
alongside partners in secondary care, mental health 
and with CCGs and local authorities, to: 
• Integrate health and care services 
• Work preventatively to stop people becoming 

acutely unwell 
• Care models to redesign care 

System 

1+m 

Providers and commissioners collaborating to: 
• Hold a system control total 
• Implement strategic change 
• Take on responsibility for operational and financial 

performance 
• Population health management 

Individual 

Supporting individuals to manage their own care 
through self-care, care navigation and improving 
patient activation. 

Primary Care in an ICS 



• The Network Contract will be a large Directed Enhanced Service (DES). 

By 2023/24, it is  expected to create national entitlements worth £1.8 billion 

(£1.2bn new funding), or £1.47m for a typical PCN covering 50,000 people, 

in return for implementation of relevant  NHS Long Term Plan commitments.  

 

• GPC England and NHS England are committed to 100% geographical 

coverage of the Network Contract by the Monday 1 July 2019 ‘go live’ 

date. Each Network will be led by a named accountable Clinical 

Director (0.25 WTE funding per 50,000 population.) 

 

• From April 2020, every PCN will be able to see the benefits it is 

achieving for its population and patients through a new national 

Network Dashboard. 

 

• A new national Network Investment and Impact fund, linked to 

performance against metrics in the Network Dashboard, starts in 2020. 

 

• The Network Contract will include national Network Service Specifications - 

these set out what all networks have to deliver (see next slide). 
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Introducing the Network Contract 



New Network Services and New Workforce 
• The following services will start by April 2020: 

• Structured Medications Review and Optimisation (increasing in scope and 

scale each year) 

• Enhanced Health in Care Homes 

• Anticipatory Care requirements for high need patients typically experiencing 

several long-term conditions 

• Personalised Care 

• Supporting Early Cancer Diagnosis 

• Both CVD Prevention and Diagnosis and Tackling Neighbourhood 

Inequalities will follow by 2021 

 

• PCNs can receive (subject to delivery of new service specifications) funding for up 

to an estimated 20,000+ additional staff by 2023/24: 

• Clinical pharmacists (from 2019/20) 

• Social prescribing link workers (from 2019/20) 

• First contact physiotherapist (from 2020/21) 

• Physician associates (from 2020/21) 

• First contact community paramedics (from 2021/22). 

 



Gloucestershire Place Based Care 



 

 

 

 

 

 

 

3. Transformational Support 

 

 

 
 

 

 

 

 

 

 

 

 

 

 

Locality Primary Care Networks 

Cheltenham 

(c. 48,000 – 58,000 patients) 

Three networks based on geography 

Forest of Dean 

(c. 64,000 patients) 

All eleven practices in one network 

Gloucester City 

(c.26,000 – 48,000 each) 

Five networks based predominantly on geography 

North Cotswold 

(c. 30,000 patients) 

All five practices in one network 

South Cotswold 

(c. 60,000 patients) 

All eight practices in one network 

Stroud & Berkeley Vale 

(c. 18,000 – 40,000 patients) 

Four networks based on geography 

Tewkesbury, Newent and 

Staunton (c. 43,000) 

All four practices within one network 

Total 16 Primary Care Networks 

Gloucestershire Primary Care Networks 



Specialist Regional 
Centres 

Specialist Hospital  
Services  

Community, 
Primary and  
Support  

Jack  

Me / My 
Home (1) 

My District/Locality  
(80-100,000) 

My Local Area (15-
30,000)  

My Village or Suburb 
(5–10,000) 

My Street 
(500-1,000)  

My County  
(600,000) 

My Region  
(2,000,000) 

Services plan responding to a 
‘people and place’ 
perspective  / Place based 
commissioning building on 
Jack’s Story  

Integrated Locality 
Partnerships 

GSF / ICS Delivery 
Board 

Primary Care  
Networks/Homes 

People And Place – Developing ICS Governance  



Integrated Locality Partnership (ILP) 

 

• Operational and Strategic partnership of senior 

leaders of providers and local government, 

supporting integration at PCN level,  

• Clinically-led integration, while involving staff and 

residents in decisions, to keep people in the community 

and out of hospital. 

• ILP Plan to deliver defined population strategy 

including prevention and public health, with aligned 

priorities agreed to improve outcomes,.   

• Develop multidisciplinary workforce models . 

Monthly meetings.  Quarterly more 
strategic focus.  Annually focus on 
agreeing/reviewing long term strategy 
and agree objectives for following year.   
 
Membership  
• Senior Representatives for all major 

providers (GCS, 2G, GHFT, SWASFT) 
• Social Care Lead 
• Public Health Lead 
• Local Government Representative 
• GPs 
• CCG Manager and CCG 

Director/Deputy 
• PPG or Lay Representative(s) 
• ILP Administrator 

Equal weighting; Collective decision making; 
Collective accountability; Collective share in 

achievements 



Cheltenham ILP 
Number of Primary Care 
networks 

3 

Cheltenham Peripheral Leckhampton, Sixways, 
Seven Posts, Stoke Road,  
Winchcombe 

Cheltenham Central Berkeley Place, Crescent 
Bakery, Overton Park, 
Royal Crescent, 
Springbank, Underwood, 
Yorkleigh 

Cheltenham St Pauls Corinthian, Portland, 
Royal Well, St 
Catherine’s, St George’s  

Registered Population 156,862  

GMS/PMS Spend £11,478,616 

GHFT Spend £63,091,607 

GCS Spend £14,166,826 

2G Spend £16,812,539 

SWAST (999) Spend £5,520,733 



 

 

 

Complex Care @ Home 

A multi-professional team within the 

Gloucestershire Care Services Integrated 

Community Team 
 

 

 

 

• Community Matrons/Case Managers  

• Community Dementia Matron  

• Administrator  

• Wellbeing Coordinators  

• Physiotherapist 

• Occupational Therapist 

• Dietitian 

 

• Adult Social Care – Care Navigator dedicated to the CC@H team 

 

• Community &Voluntary Sector Partners 

 

 



Complex Care @ Home – Case Study Outcomes 

Reg is 88 and lives alone and socially 
isolated. He has diabetes and heart failure, 
resulting in poor mobility, low blood pressure, 
pain and falls. He has had 9 admissions to 
GRH in 3 months 

 

Intervention: My Life My Plan completed, 
medication reviewed, referred to foot clinic, 
discussion and Advance Care Plan 
completed, exercise plan developed, driving 
license surrendered. 

 

Outcome: Daily strengthening exercises, 
gaining weight, no further falls, blood 
pressure and pain  improving. Bought 
mobility scooter and joined Age UK hub. No 
further admissions to hospital. Family happy 
with improvements and feel much more 
confident with him living independently at 
home. 

 

Betty is 93 and lives alone. 

Family wanted her to go to live in a care 
home as she has been increasingly 
dependent on them.  

She has been losing weight, fallen and 
fractured wrist, has osteoporosis and mild 
heart failure. Betty is upset as a friend and 
neighbour had fallen and been admitted to 
hospital then a care home. 

She has lost her confidence to go out – used 
to walk to town 2 to 3 times a week to meet a 
friend for coffee. 

 

Intervention:  My Life My Plan completed, 
discussion and Advance Care Plan 
completed, medication reviewed and some 
discontinued, blood pressure has improved.  

 

Outcome: Has now regained confidence and 
is now back to walking into town. Family 
confidence has improved and they are no 
longer discussing a move to a care home.  



Better Balance 

Cardiac Rehab 

Cancer Rehab 

Respiratory 
Rehab 

Exercise on 
Referral  

Health Walks 

Our Healthy Lifestyles Scheme delivers safe, supportive and targeted health 

initiatives to over 3800 residents who have long term health conditions. Our 

costing model meant that a whole year of healthy lifestyles classes in 2017/18 

only cost the authority £177.80.  

With current growth we forecast the scheme will generate income in 2018/2019.  
 



3814 attendances at Healthy Lifestyles schemes 

(2017/2018) 

33% 

Providing Targeted activities to promote Healthy Lifestyles  
and Reduce health inequalities.  



Hospital Physio Referral  
Jim had a fall at home and went 
to hospital, he was referred to 

the Falls Team 

Jim completes his 6 weeks at  
Active Balance and is asked if he 
would like to be referred to the 

Better Balance Classes 

Different Referral Pathways into  
Better Balance Classes  

Jim  

Maria 

Physio refers Jim to  
Better Balance Classes 

GP Referral  
Maria hasn’t fallen but is having 
some balance issues.  Maria asks 

her GP if there is anything she can 
do to help her balance. 

GP refers Maria to  
the Better Balance team. 

Better Balance team check 
suitability  

of each referral form.  

Self Referral  
Doris has been referred  by her GP 

to attend the classes but her 
husband Dave would like to attend 

as well.  

Dave completes his own referral 
form and sends it to the  

Better Balance team. 

Doris & 
Dave 

Once approved, Jim, Maria and Dave come to their 
nearest Better Balance Class! 



What have ILP Pilot members said? 

“The right 

people in the 

room together at 

the same time” 

“I am pleased to say 

we have made good 

progress and have 

actually achieved 

some things!” 

“As a committee we have had excellent engagement from 

all locality provider organisations as well as linked 

stakeholders with an interest in population well being and 

patient care” 

“We have begun to 

build strong links 

between all and given 

central structure to our 

cluster/network 

working” 

“A very 

promising start 

to ILP 

development. 

“We can share 

relevant 

information to the 

wider VCSE and 

public sector in our 

area”  

“Community-based 

wellbeing work is more 

effective and we feel 

we are all on the same 

side” 

“It’s great to have different 

providers in the room we 

appreciate being included as a 

District Council” 



Engagement and Next Steps 

• Engagement across our ICS providers: 

GP/GCS/2G/GHFT and other stakeholders  

• Finalise our Gloucestershire Primary Care Networks 

• Visits underway to all District Council CEOs 

• Agree number of ILPs and their boundaries 

• Implementation of ILPs across Gloucestershire from 

April 2019 onwards 

• Implementation of PCN Network Contract July 2019 

 

 



Questions? 


