


Welcome from Belinda Collett
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Please let our media team know if  you 

donõt want to be photographed
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Aims 

For local people registered with Rushcliffe GP practices to understand more and get involved 
in local health & wellbeing services improvement with:

Å Local GPs and other health and care experts from the wider NHS family

Å Local voluntary sector groups

Å Rushcliffe Borough Council

Å Fellow Rushcliffe residents and patients

Longer term goal 
Å Enhance health, wellbeing and resilience for individuals and local healthcare services

Å Develop a shared vision for the future health of Rushcliffe with patients and residents as 
equal partners to the service provided by the NHS and beyond

Å Understand how we do this in a sustainable way aligned to modern methods
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2.05 Overview of health & care changes in Rushcliffe ς the three shifts (make notes for Q&A)

3.00 Panel Q&A session: Speakers plus Derek Hayden, Communities lead, Rushcliffe Borough 
Council, and Louise Casey-Simpson, CEO of Your CVS (Community Voluntary Services)

3.30 Refreshments and Market Place discussions - talk to a selection of local health and care 
providers to find out what services they offer and take away useful information

4.15 Facilitated table discussions ς discuss/provide written feedback to key questions at your 
allocated table around the three shift themes

5.10 Feedback from the tables 

рΦол ²ƘŀǘΩǎ ƴŜȄǘ ŀŦǘŜǊ ǘƘƛǎ ŜǾŜƴǘ ς how to stay involved & live well in Rushcliffe

Close - evaluation and depart

Agenda
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Update on Local 

and National Health Initiatives

Dr Gurvinder Sahota

GP, Village Health Group

Clinical Director, Rushcliffe PCN

Director PartnersHealth
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National Context and Direction of Travel

History

- 2019: Launch of PCNs (5-year programme)

- Rushcliffe PCN aligned with borough boundaries

- Covers >140,000 patients
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National Context and Direction of Travel

Why Rushcliffe PCN Works

- Scale 

- Strong inter-practice and sector relationships

- Excellent management infrastructure

- Highly effective and high-performing network
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National Context and Direction of Travel

Core Objective of PCNs

- Increase primary care capacity through non-medical workforce

- Additional Roles Reimbursement Scheme (ARRS)

- Now ~100 professionals 

E.g. social prescribing/clinical pharmacy/first contact physio/care 

coordinators/care homes team/mental health practitioners plus 

physician associates and paramedics.

~150,000 appointments delivered in the past year
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National Context and Direction of Travel

PCN work -interrupted by the Covid pandemic

- re-directed to deliver covid vaccination

Post-Covid & Access Challenge

- National concern: GP access, especially face-to-face

- 2023: óCapacity and Access in General Practiceô

- Rushcliffeôs response:

  Å Modern telephony

  Å Improved data systems

  Å Digital ñFront Doorò: 4 practices
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Capacity and access- Rushcliffe

ÅRushcliffe are national leaders in this area.

ÅNew Digital Telephony systems and digital front door access has 

reduced missed calls from 20% to around 5%. 

ÅThis is around 7000 less missed calls a month.

Å Improved messaging systems, Did Not Attend (DNA) rates are 

down from 4% to 2.5%. This is around 145 appointments a month 

saved.
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Futureé

- PCN contract extended (by one year to April 2026)

- Government: 10-year NHS plan- still awaited

- Pharmacy first or pharmacy referral schemes

NHS Reorganisation

- NHS England to be abolished

- Future model: PCNs/Integrated Teams >100k

- Rushcliffe already aligned with this vision
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Primary care
General practice may not always be the place patients 

are signposted first

E.g. Pharmacy first schemes (Emma Anderson will tell 

us more on thisé)

There is a primary care team, this is now much more 

than just the GP or nurse

 - friendly plea- give them a chance

Self-care and supporting one another
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Final Thoughts

- Celebration of progress

- Strong foundations and proactive evolution

- Continued commitment to care quality

- Rushcliffe well positioned

- Much achieved ï more to come
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Å Helen Smith, Programme Director, South Notts Place-Based 

Partnership

Å Morgan Sharpe, Head of Social Prescribing
Å Dr Meg Pryor, GP and Lifestyle Medicine Specialist 

Shifting to a p revention - 

based approach



/SouthNottsPBP @SouthNottsPBP

What keeps us healthy?

How much do health and care 

services contribute to keeping us 

healthy and happy ?

20%



Our health is more than health services

"To create a society where everybody thrives, 

we need all of the right building blocks  in 

place: stable jobs, good pay, quality housing 

and education.

But right now, in too many of our communities, 

blocks are missing . Itôs time to fix the gaps.ò



Key
ÅBetter than England
ÅWorse than England
ÅSimilar to England
ÅCannot be 

compared

Figure 10: Life expectancy at birth (males), 

2016 ï 2020

Figure 11: Life expectancy at birth 

(females), 2016 ï 2020
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/SouthNottsPBP @SouthNottsPBP

Examples of how the missing Building 

Blocks of Health affect  health outcomes

ÅWarm Homes: At below 18ÁC, negative health effects may occur, such as 

increases in blood pressure and the risk of blood clots which can lead to strokes 

and heart attacks. 

ÅMould: Death of Awaab Ishak aged 2 due to respiratory condition caused by 

black mould in his home.

ÅSocial isolation: equivalent impact on health as smoking 15 cigarettes / day 



/SouthNottsPBP @SouthNottsPBP

Using The Building Blocks of Health in South Notts

ÅManaging individuals with a health 

condition  

ÅPrevent deterioration in health and 

wellbeing when one or more building 

blocks are missing or weaker

ÅSupporting communities



Scaling What Works Investing in Communities (4).zip
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Scaling what works
INVESTING IN COMMUNITIES



Community based care

Å Ш]ÂќƚШƓĲƖƚƓĲĦƣŔƻĲ

ÅThe need for lifestyle intervention as medicine

ÅRedirecting emphasis to prevention rather than 
љĦƨƖĲњ



Source: ONS: 2020- based interim national population 
projections жDownload the data

Modern GP caseload

https://www.ons.gov.uk/peoplepopulationandcommunity/populationandmigration/populationprojections/datasets/2020basedinterimnationalpopulationprojectionsyearendingjune2022estimatedinternationalmigrationvariant
https://www.ons.gov.uk/peoplepopulationandcommunity/populationandmigration/populationprojections/datasets/2020basedinterimnationalpopulationprojectionsyearendingjune2022estimatedinternationalmigrationvariant
https://www.ons.gov.uk/peoplepopulationandcommunity/populationandmigration/populationprojections/datasets/2020basedinterimnationalpopulationprojectionsyearendingjune2022estimatedinternationalmigrationvariant
https://www.ons.gov.uk/peoplepopulationandcommunity/populationandmigration/populationprojections/datasets/2020basedinterimnationalpopulationprojectionsyearendingjune2022estimatedinternationalmigrationvariant
https://ageing-better.org.uk/sites/default/files/2024-08/State-of-Ageing-2023-24-more-data.xlsx


The Rise of Lifestyle related chronic health 
conditions

ÅMental Wellbeing
ÅHealthy Relationships
ÅMinimising Harmful 

Substances
ÅHealthy Eating
ÅSleep
ÅPhysical Activity

1.High Blood pressure     2.Chronic disease monitoring     3.Arthritis     4. Diabetes     5. Mental Ill Health



Community based lifestyle medicine 
workshops

ÅShift from a reactive 
healthcare service to a 
PREVENTATIVE one.
ÅEmphasis on supporting good 

health PRE-diagnosis.
ÅHigh impact intervention 
ÅMove away from individual 

care to local networks of 
support.
ÅLow cost intervention which is 

scalable. 

Improved 
sense of 

connection, 
individuals 

support each 
other

Improved 
personal 
wellbeing 

Community 
based 

workshop



Remove the 
őċŰĬũĲв

Dr Meg Pryor т GP and Lifestyle Medicine 
Specialist



Rushcliffe Futures event 

19th June 2025

Community Health Services

óShifting services to the communityô

Katie Grant and Denise McCoid
 



Community Nursing 

ÅReferral from hospital

Å18 years and over, housebound (temporarily or permanently)

ÅNursing need

Å7-day service, 265 days per year 

Å8am ï 8pm provision

ÅOut of hours service 

ÅMDT working 

ÅCatheter, continence and leg ulcer clinics locally 

ÅSelf-referral SPA- 03000830100



What do we do? 
Comprehensive personalised holistic care and support at 
home 

ÅEducate and promote self-care

ÅThink family- support 

ÅWound care

ÅPressure ulcer management 

ÅLeg ulcer management

ÅCatheter care 

ÅContinence promotion and management 

ÅPalliative and end of life care 

ÅMedication support, administration 



Urgent care Response:
Definition of a ó2 hour responseô and criteria: 

A two-hour response is typically required when a person is at risk of admission (or re-admission) to hospital due to a ócrisisô and they are likely 

to attend hospital within the next 2 to 24 hours, without intervention to prevent further deterioration and to keep them safe at home.

Adults (over the age of 18). 

The person is experiencing a crisis which can be defined as a sudden deterioration in their health and wellbeing. 

This health or social care need requires urgent treatment or support within two hours and can be safely delivered in the home setting.

An Urgent Community NHS two-hour response is accessed and provided if the following characteristics are present:

The crisis may have been caused by a stressor event which has led to an exacerbation of an existing condition or the onset of a new 

condition or significant deterioration in clinical state or baseline functioning.



Urgent Community Response
Inclusion and Exclusion

Inclusion 

V Over 18 years of age. 

Exclusion 

V Is living in their own home or a residential/care 

setting. 

V Is in a crisis and needs intervention, within 2 hours 

to stay safely at home/usual place of residence. 

V Is living with dementia ï best practice is to share 

responsibility for care with older persons mental 

health teams. 

U Is acutely unwell or injured, requiring emergency 

care intervention and admission to an acute hospital 

bed. 

U Is experiencing a mental health crisis and requires 

referral/assess by a specialist mental health team*. 

U Needs acute/complex diagnostic and clinical 

intervention for patients safely in hospital. 



Virtual wards 

ÅIn a crisis and needs intervention to stay safely at home/usual place of residence

ÅPatients with medical issues that would normally require inpatient hospital care, but 
that could safely be managed in the community with virtual ward resources.

ÅReferral from hospital (NUH, SFH, DBH) or Community Step-Up via GP, UCR or 
specialist service.

ÅPathways - Frailty, Respiratory, Palliative, Acute

Å18 years and over

ÅOwn home or care home

Å7-day service, 265 days per year, 8am ï 8pm provision. Approx. 14day LOS

ÅMDT working, Matrons, RGN, NA, Physio, OT, AP

ÅNEWS score of 3 and below (unless agreed by MDT)



Discharge to Assess 

ÅAccess to recovery / reablement or rehabilitation on Day 1 following discharge from hospital ï 
PATHWAY 1 community dwelling

ÅFree at the point of delivery ï to enable an assessment period and recovery time to determine long 
term future needs.  No one is discharged without the opportunity to thrive.

ÅSafety net support in situ for discharge following MDT discussion in the Transfer of Care Hub ï 
then modified following progression ï delivered by Community Therapy in conjunction with Social 
care and 3rd sector services

ÅSafe and Well check on day of discharge ï reablement plan from Day 1

ÅServices operate Monï Sun 8am to 8pm ï 365 days a year

ÅAll ages and diagnosis suitable for pathway ï but need to be MFFD 



Discharge to Assess

ÅIf individuals are not ready to go home for 3Rôs ï then PATHWAY 2 or PATHWAY 3 provision can 
be organised in the Transfer of Care HUB.

ÅAssessment period is approximately 2 weeks ï then decisions are made regarding further rehab 
required or provision of longer term permanent support.

ÅFurther rehabilitation is provided by our Community Therapy teams. 

ÅOffer the opportunity to try óHOME FIRSTô with community staff having access to Sep up beds or 
respite rehabilitation to prevent readmission to acute sector ï if medically fit.

ÅAvoids individual's having to make decisions about long term care immediately post crisis.

ÅInter- agency working begins in the Transfer of Care Hub.  Avoids duplication. 

ÅCommunity expertise is utilised to access wide range of resources for long term management in 
the community



Shifting services left (hospital to community)

Neighbourhood working ï weôre already doing all of this:

üHuddles 

üCare home networking

üRDAN (Rushcliffe Dementia Action Network)

üGP clinical director meetings

üUnderstanding population health and building a workforce to support 
the needs of our local population 

ÅMoving Forward-local neighbourhood meeting set up. 



Pharmacy Services
Evans Pharmacy East Leake

Emma Anderson, Independent 
Prescriber, Senior Pharmacist

van



Evans pharmacy has 12 branches in the East Midlands, which 

include 4 IP pathfinder sites, two of which are in Nottinghamshire. 

Prescribing is part of our heritage and culture, and we have 

prescribed in on the day illness and urgent care for over a 

decade, we can now do this on the NHS at our East Leake 

branch on Mondays, Thursdays and Friday mornings. 

We also provide affordable travel and weight management 

prescribing services. 



On our NHS on the day illness prescribing service:

¶  Cough 

¶  Ear conditions not covered by NHS Pharmacy First 

¶  Skin rash 

¶  NHS Pharmacy First clinical pathway conditions that fall outside of the PGDs. 

¶ Lyme disease.

¶ Tetanus vaccine following injury 

¶ This is available Monday, Thursday, Friday morning ï either GP referrals or phone 

the pharmacy.



Pharmacy 
First ς nearly 

all 
pharmacies



Pharmacy 
Contraception 
service ς most 

pharmacies



Pharmacy Blood pressure 
checks ς most pharmacies

ÅWe offer all day monitoring too from most 
pharmacies.

ÅThis is the gold standard way to ensure you 
have well controlled blood pressure

ÅNote if you already have diagnosed high blood 
pressure you will need a GP referral to access 
this service.



NHS COMMUNITY PHARMACY OVERVIEW т Nottingham and Nottinghamshire ICB
April 2024 т December 2024

PREVENTION

NHS Community Pharmacy is one pillar of Primary Care, alongside GP Practices, Optometry and 

Dentistry.  Together they support more patients every working day than any other single part of the 

health system.

Cardiovascular Disease
NHS Community Pharmacy Teams in 

Nottinghamshire have opportunistically 
measured the Blood Pressure of

43,631 patients
They have confirmed high blood pressure using ambulatory 

monitoring in 992 of these patients so their high blood 

pressure can be managed. 

Assuming these patients comply with management for the 

next 5 years 8 deaths , 15 strokes and 10 

myocardial infarctions  have been prevented!

Strategic aim: Establish a framework for the future commissioning of NHS community pharmacy 

clinical services incorporating independent prescribing for patients in primary care:

ÅModels using prescribing instead of PGDs in existing Advanced Services (Acute Illness, 

Contraception)

ÅModels to support patients with Long Term Conditions (CVD, respiratory)

ÅNovel Models (opioid deprescribing, anticoagulation, menopause, prescription management)

No of IP Sites Live: 2/4 No. of consultations: >512

INDEPENDENT PRESCRIBING 
PATHFINDER PROGRAMME

ACCESS
Pharmacy First

NHS Community Pharmacy Teams in Nottinghamshire have 

completed 63,636 Pharmacy First consultations that would 

otherwise have happened in GP practices, urgent care 
settings or at NHS111.

63,636

NHS Community Pharmacies have improved access for 

patients and saved 10,606 hours of GPs and other 
healthcare professional time.

10,606 Hours Saved

That equates to 11 additional 
full -time clinicians!

Oral Contraception Service

7,342

7,342 consultations completed for Initiation and ongoing 

supply of oral contraception. NHS Community Pharmacies 

are helping to improve access to contraception and help 

prevent unplanned pregnancies.

Discharge 
Medicines 

Service

UEC SUPPORT

NHS Community Pharmacy teams in 

Nottinghamshire have completed 

5084 Discharge Medicines Service 

referrals from hospital trusts.  

Thereby avoiding 508 hospital 

readmissions resulting in better 

patient care, increased patient 
safety and saving financial costs of

£1,144,408

There are 216 NHS Community Pharmacies in Nottinghamshire situated in the 

heart of communities

Sickness to 
Prevention

Analogue 
to Digital

Hospital 
to 

Communi
ty



Independent Pathfinder Programme Overview тNottingham and Nottinghamshire ICB
July 2024 тMarch 2025

Consultation outcomes 

This pathfinder is intended to explore a framework for the future commissioning of NHS 
community pharmacy clinical services incorporating independent prescribing for patients 
in primary care.

Å 52% of consultations  resulted in 
an electronic prescription

Å 7% of patients only referred to 

another healthcare provider 
including GPs and dentists

ACCESS

826 consultations 

43% were walks ins and  57% were referred 
from another health service provider e.g. GP 
practice.

Model 

Community Pharmacy Teams across the 4 

sites have completed 826 consultations 
between July 2024 and March 2025

ÑőĲШůŸĬĲũШŔƚШљŸŰШƣőĲШ
ĬċǃШŔũũŰĲƚƚњШŔŰĦũƨĬŔŰŊШ
chest infections, ear 
conditions and new 
onset skin conditions. 
This depends upon the 
prescriber's self-
declared competency, 
allowing the individual 
prescriber to develop 
their skills . 

0

100
200

Number of Consultations 
by Month 

Where the sites are:

Evans East Leake

Evans Kirk Gate

Brinsley Pharmacy 

Applegate Pharmacy ï Ilkeston Road




















