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

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

Local voluntary sector groups

Rushcliffe Borough Council

FellowRushclifferesidents and patients

Longer term goal

Enhance health, wellbeing and resilience for individuals and local healthcare service:

Develop a shared vision for the future healthRfishcliffewith patients and residents as
equal partners to the service provided by the NHS and beyond

Understand how we do this in a sustainable way alignemidolern methods
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Agenda

2.05 Overview of health & care changes in Rushclgffie three shiftsmake notes for Q&A)

3.00 Panel Q&A sessioBpeakers plus Derek Hayden, Communities lead, Rushcliffe Borc
Council, and Louise Cassynpson, CEO of Your CVS (Community Voluntary Services)

3.30 Refreshments and Market Place discussietadk 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 discussiomsdiscuss/provide written feedback to key questions at yo
allocated table around the three shift themes

5.10 Feedback from the tables
pPon 2KIFGQa vy Schowtd stay iSved Kliveawel SrieRaishdliffe
Close- evaluation and depart

29 Partners V& N ‘
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Update on Local
and National Health Initiatives

Dr Gurvinder Sahota

GP, Village Health Group
Clinical Director, Rushcliffe PCN
Director PartnersHealth




National Context and Direction of Travel

History
- 2019: Launch of PCNs (5-year programme)
- Rushcliffe PCN aligned with borough boundaries

- Covers >140,000 patients




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 pharmacyf/first contact physio/care
coordinators/care homes team/mental health practitioners plus
physician associates and paramedics.

~150,000 appointments delivered in the past year ’




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: oO0Capacity and Access in Gen

-Rushcli ffebs response:
A Modern telephony
A Il mproved data systems

A Digital HAFront Door 0: 4:,,»psctic
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Capacity and access- Rushcliffe

A Rushcliffe are national leaders in this area.

A New Digital Telephony systems and digital front door access has
reduced missed calls from 20% to around 5%.

A This is around 7000 less missed calls a month.

A 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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Futur e é

- 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 thise)

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 T more to come
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Shifting to a p revention -
based approach

A Helen Smith, Programme Director, South Notts Place-Based
Partnership

A Morgan Sharpe, Head of Social Prescribing

A Dr Meg Pryor, GP and Lifestyle Medicine Specialist
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What keeps us healthy?

How much do health and care
services contribute to keeping us
healthy and happy ?

20%

© wwwhealthandcarenotts co.uk [} / SouthNottsPBP yJ @SouthNottsPBP



Our health is more than health services

40%
10%
30%

20%

Sowrce: Inititune fes Climeal Systams inprovement, Goung Beyond Clmecsl Walle Solving Complus Prodiams iOctober 2014
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Socioeconomic Factors
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Edacation Job Statn ley Secial

Physical Environment @
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Health Behaviours

Akohol Use
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Health Care

Access to Care
Qualty of Care
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50% can be traced
back 1o your
postoode.

Only 20% inciude
those moments in a

heathcare
environment.

"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,
| t 0s

blocks are missing
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85.7

years in
Musters

81.8
years in

years in Rushcliffe

Nottingham
shire

Figure 10: Life expectancy at birth (males),
2016171 2020

Key
A Better than England
A worse than England

years

A cannot be -
compared In _EaSt
ﬂ Bri

years years in

in _
Nottingham Rushcliffe

shire

Figure 11: Life expectancy at birth
(females), 2016 i 2020
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Examples of how the missing Building
Blocks of Health affect health outcomes

Awarm Homes: At below 18AC, 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.

AMould: Death of Awaab Ishak aged 2 due to respiratory condition caused by
black mould in his home.

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

.|
@ www.healthandcarenotts.co.uk [} / SouthNottsPBP , @SouthNottsPBP
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Using The Building Blocks of Health in South Notts

A Managing individuals with a health
condition

A Prevent deterioration in health and R
wellbeing when one or more building
blocks are missing or weaker

A Supporting communities

© wwwhealthandcarenotts co.uk [} / SouthNottsPBP yJ @SouthNottsPBP



Scaling What Works:
Investing in .
Communities




Socual prescrubung is already prevention
in action —
we must scale it, not sideline it.
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Case study

A Life Changed Through Connection

A young woman overwhelmed with low mood, chronic fatigue -
Leave university was wheelchair bound- now also socially isolated -
SP Care plan

‘Farm Eco - Open water - allotment, Dr Meg Pryor Healthy Lifestyle
Workshop

Focus on -connection with others, Green SP and creativity Térn
things around, now runs her own business

This is what can work.




Green Social Prescribing & Craft Session




Our Systemss are Overstretched

————
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Reactive, crisis-driven care system. -
Because everything is streched - system LSS
Capacity only deal with crisis. |
‘We must shift focus upstream to prevent poor
health outcomes in the first place.

That is our responsibility
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Primary Care Housing Mental Health Social services
Services




TIME TO GO
UPSTREAM

Why we need to treat the cause,
not just the crisis.

WHO'S UPSTREAM
PUSHING THEM IN?

That's the difference between
treating emergencies and preventing them.

CONNECT. PREVENT. THRIVE.

You see someone drowning in a
river and jump in to save them.
Then another person comes
floating down, and you save
them too. Soon, more and more
people are coming down the
river. You're pulling them out as
fast as you can. Eventually,
someone suggests going
upstream to find out why people
are falling in in the first place."
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Outcomes

/a0

*138 participant feedback responses ;
across 6 wellbeing sessions || 1l ||
-+ Average session rating: 9.3-9.5/10
-+ Reported benefits: reduced anxiety, II

improved mood, greater self-confidence
-+ Some reported fewer GP visits and
better self-management
-+ Activities included health and well being
activities such as breathwork & yoga,
creative sessions, health education, )i
cooking, friendship group sessions .1 €
and more... |




Prevention in Action | ,J;sw* N%“

Let’s live well in Rushcliffe campaigns.. g :

Lets live well with Dementia in Rushcliffe n Rushcliffe

Let’s live well during menopause in Rushcliffe * L
Dementia

ole Friendly

Galvanise community around initiatives

Liye Well

These simple, community-based sesssions/ &*v" K Sheifte

AN

interventions yield real health improvements. AE




We Need to
Invest in What
Works

Community
Cure

s Social prescribing must be embedded in PCNs
and ICBs
s NOt just pilot projects — core to prevention
strategy
¢ Fund relationships, not just treatments
s Health begins in communities, not clinics

*Social prescribing is prevention.
Let's scale what works and build healthier
communities together.



New Social
Prescrib ing
Community

App

Community
Cure

RUSHCLIFFE SOCIAL PRESCRIBING

COMMUNITY HUB

etsﬁwa‘

‘33\-,111 Rushcliffe

Rush( liff'e

NEW APP

W scany
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Visit the Social Prescribing Facebook page
www.facebook.com/RushcliffeSP

icb-nn.rushcliffesocialprescribing@nhs.net




Scaling what works

INVESTING IN COMMUNITIES



Community based care
A W] Akt WGUI + GUHEAQqR21J

AThe need for lifestyle intervention as medicine

ARedirecting emphasis toprevention rather than
mwpHa2 |1 U




Modern GP caseload

The number of patients per GP still high

Number of patients for every permanent GP in England

12,000
|
1,500

1,000

500

0

2016 2018 2020

2022

' Source: BBC analysis of NHS England figures

Number of older people will grow over the next 40 years

Numbers in thousands

2013 2053
e
65-79 °
12,000 6,000 0 6,000 12,000

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



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

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

AMental Wellbeing
AHealthy Relationships

AMinimising Harmful
Substances

AHealthy Eating
ASleep
APhysical Activity




Community based lifestyle medicine

workshops
AShift from a reactive
healthcare service to a
PREVENTATIVE one.

AEmphasis on supporting good
health PREdiagnosis.

AHigh impact intervention

AMove away from individual
care to local networks of
support.

ALow cost intervention which is
scalable.

Community
based
workshop

Improved
personal
wellbeing

Improved
sense of
connection,
individuals
support each
other
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Dr Meg Pryomr GP and Lifestyle Medicine
Specialist




NHS!

Nottinghamshire Healthcare
NHS Foundation Trust

Rushcliffe Futures event
19t June 2025

Community Health Services

0Shi fting services to the

Katie Grant and Denise McCoid
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Trust Honesty Respect Compassion Teamwork




Community Nursing

AReferral from hospital

A18 years and over, housebound (temporarily or permanently)
ANursing need

A7-day service, 265 days per year

A8am i 8pm provision

AOut of hours service

AMDT working

ACatheter, continence and leg ulcer clinics locally
ASelf-referral SPA- 03000830100
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What do we do?

Comprehensive personalised holistic care and support at
home

AEducate and promote self-care

AThink family- support

AWound care

APressure ulcer management

ALeg ulcer management

ACatheter care

AContinence promotion and management
APalliative and end of life care
AMedication support, administration
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Urgent care Response:
Definition of a 62 hour responsed a

A two-hour response is typically required when a person is at risk of admission (or re-admission) to hospital due to a 6 ¢ r ansl 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.

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

Adults (over the age of 18).

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.

[ 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.
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Urgent Community Response

Inclusion and Exclusion

Inclusion

Exclusion

<

Over 18 years of age.

( N
U Is acutely unwell or injured, requiring emergency

<

Is living in their own home or a residential/care
setting.

care intervention and admission to an acute hospital
bed.

J

to stay safely at home/usual place of residence.

Is in a crisis and needs intervention, within 2 hours

U Is experiencing a mental health crisis and requires
referral/assess by a specialist mental health team*.

V' Is living with dementia i best practice is to share
responsibility for care with older persons mental
health teams.

<

intervention for patients safely in hospital.

\.
[ U Needs acute/complex diagnostic and clinical
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Virtual wards

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

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

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

A Pathways - Frailty, Respiratory, Palliative, Acute

A 18 years and over

A Own home or care home

A 7-day service, 265 days per year, 8am i 8pm provision. Approx. 14day LOS
AMDT working, Matrons, RGN, NA, Physio, OT, AP

ANEWS score of 3 and below (unless agreed by MDT)
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Discharge to Assess

A Access to recovery / reablement or rehabilitation on Day 1 following discharge from hospital i
PATHWAY 1 community dwelling

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

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

A Safe and Well check on day of discharge i reablement plan from Day 1
A Services operate Moni Sun 8am to 8pm i 365 days a year
A All ages and diagnosis suitable for pathway i but need to be MFFD
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Discharge to Assess

Alf individuals ar e noftthen BATHWAY 2 ar PAFTHWAY Dprogisiohncan 3 RO s
be organised in the Transfer of Care HUB.

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

A Further rehabilitation is provided by our Community Therapy teams.

Aoffer the opportunity to try OHOME FIRST6 with c¢
respite rehabilitation to prevent readmission to acute sector 1 if medically fit.

A Avoids individual's having to make decisions about long term care immediately post crisis.
A Inter- agency working begins in the Transfer of Care Hub. Avoids duplication.

A Community expertise is utilised to access wide range of resources for long term management in
the community
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Shifting services left (hospital to community)

Neighbourhood workingi we 6 r e al ready doing all

U Huddles

U Care home networking

U RDAN (Rushcliffe Dementia Action Network)
U GP clinical director meetings

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

AMoving Forward-local neighbourhood meeting set up.
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Pharmacy Services
Evans Pharmacy East Leake

Emma Anderson, Independent
Prescriber, Senior Pharmacist

evans ==

pharmacy



Evans pharmacy background

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.




Conditions treated

On our NHS on the day iliness prescribing service:

Cough ’ti
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 i either GP referrals or phone

the pharmacy.

=4 =2 =2 A 4 -4 -5



Pharmacy
Firstg¢ nearly

all
pharmacies

We can help you with seven
common conditions without
needing a GP appointment

- L] -
Sinusitis
[adults and children aged 12 years and over)

Sore throat

(adults and children aged 5 years and over)

Earache

(children and young adults aged 1 year to 17 years)

Infected insect bite

(adults and children aged 1 year and over)

Impetigo

(adults and children aged 1 year and over)

Shingles

(adults aged 18 years and aver)

Urinary tract infection

[wormen, aged 16 to 64 years)




Need a supply
of oral
contraception?

Pharmacy
Contraception

servicec most
pharmacies

You can now arrange to get your
first, or next supply directly from some
of our local pharmacies in confidence.

Ask a member of our pharmacy team
for more information.




Providing NHS services

NHS Blood Pressure
Check Service =

40 years or
over?

Do you know
your blood
pressure?

40 years or over?

Pharmacy Blood pressure
checksg most pharmacies

A We offer all day monitoring too from most
pharmacies.

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

A Note if you already have diagnosed high blood
pressure you will need a GP referral to access

this service.



NHS COMMUNITY PHARMACY OVERVIEMNottingham and Nottinghamshire ICB g Anlogie s NHS|

April 2024 T December 2024
[ 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.

PREVENTION ~* UEE SUBPORT-,
Cardiovascular Disease

Discharge

&- Medicines

Service
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

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!

INDEPENDENT PRESCRIBINGs,  £1,144,408
E PATHFINDER PROGRAMME  **4.eussssnssnans®

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

clinical services incorporating independent prescribing for patients in primary care:

A Models using prescribing instead of PGDs in existing Advanced Services (Acute lliness,
Contraception)

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

A Novel Models (opioid deprescribing, anticoagulation, menopause, prescription management)
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o ACCESS
Pharmacy First

63,636

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.

10,606 Hours Saved

NHS Community Pharmacies have improved access for
patients and saved 10,606 hours of GPs and other
healthcare professional time.

That equates to 11 additional
full -time clinicians!

Oral Contraception Service

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.
7,342 l | I I
* »
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There are 216 NHS Community Pharmacies in Nottinghamshire situated in the
heart of communities




Independent Pathfinder Programme Overview TNottingham and Nottinghamshire ICB ' Integrated

Care System

JUlV 2024TMarCh 2025 \ /) Nottingham & Nottinghamshire
[ This pathfinder is intended to explorex framework for the future commissioning of NHS ]

community pharmacy clinical services incorporating independent prescribing for patients g EEEEEEEEEEEEEEEEEEEEEN,

in primary care. CTTITTITITTITTR :@ ACCESS '»
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: _ chest infections, ear = Community Pharmacy Teams across the 4 :
r‘l& 52%of consultations resultedin = conditions and new - : sites have completed 826 consultations -
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Thank you for listening




SHIFTING g
ACCESS
TO SERVICES

DIGITALLY

Rushcliffe S _ , »
primary Care Network Presented by Matt & Georgia, Digital Inclusion Coordinators




AGENDA

CURRENT LANDSCAPE OF a7 ’

RUSHCLIFFE PCN ‘
ONLINE SERVICES IN PRACTICE

HOW WE SUPPORT PATIENTS IN
RUSHCLIFFE

NHS APP OVERVIEW H

FUTURE PLANS



L -
Rushcliffe
Primary Care Network

RUSHCLIFFE PCN

POPULATION: APPROX 140,000 PATIENTS ACROSS 11 PRACTICES

St George's
Medical Practice
Castle 14,110 patients

Healthcare

16,847 patients

® Gamston
® Medical
Centre
6,542 patients

(! East Bridgford
Medical Centre
7,505 patients

@ Bingham
Medical Centre
12,229 patients

Musters
Medical _  West
Practice Bridgford
9,756 patients  Medical

Centre
4,792 patients

{7 Radcliffe-on-Trent

Health Centre
8,323 patients

UNREGISTERED,

\ Sheaih INACTIVE USERS
Centre @ Cropwell
8,137 patients Bishop Surgery

5,409 patients

Ruddington
Church House ® Medical Centre

Surgery 7,175 patients
1705 pa%nms

Keyworth
11,387 patients

® East Leake
Orchard Surgery,  Health Centre
Kegworth 11,513 patients

7,043 patients

@ Sutton Bonington

Surge
1,706 patients




ONLINE SYSTM

ACCESS IN VILLAGE HEALTH GROUP s t .
ORCHARD SURGERY e
RUDDINGTON MEDICAL J =

CENTRE i RAPID HEALTH
) i ST GEORGES MEDICAL i
3 different online systems PRACTICE =L O  MUSTERS MEDICAL

used amongst Rushcliffe - PRACTICE
Practices e BELVOIR HEALTH GROUP

ACCRUX
Used for non-urgent queries - e CASTLE HEALTHCARE ¥ Lr
Medical or Admin EAST BRIDGFORD MEDICAL CENTRE e G
RADCLIFFE ON TRENT HEALTH CENTRE
Can be accessed through the GAMSTON MEDICAL CENTRE

NHS App or through the GP WEST BRIDGFORD MEDICAL CENTRE
Practice Website




ONLINE

ACCESS IN BENEFITS INCLUDE:
GETTING HELP WITH A NEW OR

PRACTICES ‘/ONGOING HEALTH PROBLEM

(AN APPOINTMENT OR PRESCRIPTION)

+ ASKING FOR A FIT / SICK NOTE

+ REQUESTING DOCTORS LETTERS

On average, thereareapprox  o/” REDUCING TELEPHONE CALLS
1000 - 1200 online queries

submitted each month across
Rushcliffe PCN



HOW WE SUPPORT
PATIENTS IN RUSHCLIFFE

1 DIGITAL SUPPORT SESSIONS AT GP PRACTICES
SINCE APRIL 2025

240+ PATIENTS SUPPORTED 1-ON-1 WITH THE
NHS APP OR USING ONLINE SERVICES

37 HOURS Zicral'suprorTsessions
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