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1.  PURPOSE OF REPORT 

This paper is coming to the IJB for: 

 

For approval    For endorsement    To note   

 
The purpose of the report is to: ‐ 
[purpose] 

 Update members on the changes to dates on the implementation of new General 

 Medical Services and the Primary Care Improvement Plan 

 Highlight that a new Memorandum of Understanding is imminent but at the point of 
writing not yet available 

 Highlight the update return to Scottish Government. 

 Update members on the implementation of the new General Medical Services 2018 
contract and the Primary Care Improvement Plan. 

 Request support to uncouple the Community Treatment 
 

2.  ROUTE TO THE BOARD 

This paper has been: 

Prepared     Reviewed     Endorsed    

 

         Prepared and approved by the South Lanarkshire IJB.  

 



3.  RECOMMENDATIONS 

The Integration Joint Board is asked to approve the following recommendation(s): ‐ 
[recs] 

1. That the PCIP4 tracker is endorsed; 
2. That the changed time frames for implementation are noted; 
3. That the addition of transitionary payments is noted; 
4. That a move back to separate workstreams to progress Community Treatment and Care and 

Urgent Care is supported; 
5. That the progress of the Primary Care Improvement Plan is noted; and 
6. That the areas of risk identified at section 6 and escalation via NHS 

Lanarkshire’s Board risk register systems are noted. 

4.   VARIATIONS TO DIRECTIONS? 

 

                

5.  BACKGROUND/SUMMARY OF KEY ISSUES 

5.1   Background 

5.1.1  The General Medical Services (GMS) 2018 contract came into force on the 01 April 2018. The 

transformational change linked to the contract is supported by the Memorandum of 

Understanding (MOU) and linked to the Primary Care Improvement Plan (PCIP). The initial 

PCIP was agreed by the Integrated Joint Board’s (IJB), Health Board and GP sub‐committee in 

July 2018. At that time, it was agreed that six‐monthly updates would be provided to chart 

progress and challenges against the MOU. The Pandemic has disrupted delivery of the PCIP 

and also the reporting schedules both locally and nationally. 

5.1.2.   A halfway assessment was undertaken by the Scottish Government, with returns on 
progress, barriers and mitigation as well as asks from Boards being required. These were 
considered Scotland wide by the National Oversight Group. However, the process was stood 
down as the nation responded to Covid‐19. Between the first and second waves of the 
pandemic the PCIP 3 tracker was requested by the Scottish Government to allow a 
“stocktake” position by the National Oversight Group. Work was again paused as the second 
wave of the pandemic took hold and staff were again orientated towards the Covid 
response. A PCIP 4 tracker (Appendix 1) has now been submitted to Scottish Government. 

 
5.1.3.   The contract offers details for the PCIPs: 

 How the services will be introduced before the end of the transition period in 2021 

 That they will be overseen by a Scottish GMS oversight group 

 Clear milestones for the redistribution of GP workload 

 Development of effective primary care multidisciplinary team working 

 Boards and Health and Social Care Partnerships (HSCP) will deliver clear 

 Arrangements to deliver on the commitments of 

 

 

 

Yes    No    N/A   



5.2   Next Steps 

5.2.1.   The end date for delivery of the first phase of the contract was initially March 
2021.However, it has been accepted that the pandemic has delayed the delivery. 

 
5.2.2   That said, there is a desire that the PCIPs are moved forward and an agreement nationally 

that the principles of the PCIP are the correct ones, essentially collaborative multidisciplinary 
teams working alongside GPs in their role as Expert Medical Generalists to manage patients 
in their own community should continue to be the direction of travel. 

 
5.2.3   The Scottish Government and British Medical Association (BMA) released a joint statement 

in December 2020 detailing the new agreements surrounding delivery of the contract. The 
detail of this will be crucial and is being worked through at a national level. The statement is 
attached at Appendix 2 and summarised in the table below: 

 

Contact Area  Expectations  Timeframe  Additional information 

Vaccine Services  Vaccinations that are 
still in the core GMS 

contract under 
additional services 

schedule 

01 October 
2021 

New Transitionary Service basis to 
be negotiated by Scottish GP 
Committee (SGPC) and the 
Scottish Government in 2021and 
payments will be made to 
practices providing these 
services from 2022‐23 

Pharmacotherapy  Regulations will be 
amended 
so that NHS Boards 
are 
responsible for 
providing a 
Level One 
Pharmacotherapy 
service to every 
general 
practice for 2022‐23* 

2022‐23  Payments for those practices 
that still do not benefit from a 
Level One Pharmacotherapy 
service by 2022‐23 will be made 
via a Transitionary Service until 
such time as the service is 
provided 

Community 
Treatment and 
Care Services 

Regulations will be 
amended 
so that Boards are 
responsible for 
providing a 
community treatment 
and 
care service for 2022‐
23 

2022‐23  Where practices do not benefit 
from this service, payment will 
be made via a Transitionary 
Service basis until such time the 
service is provided. 

Urgent Care 
Service 

Legislation will be 
amended 
so that Boards are 
responsible for 
providing an 
Urgent Care service to 
practices for 2023‐24 

2023‐24  Consideration will need to be 
given about how this 
commitment fits into the wider 
Redesigning of Urgent Care 
work currently in progress. 

Additional 
Professional Roles 

The pandemic has    Working with Health & Social 
Care Partnerships and NHS 



highlighted the need 
for early local 
intervention to tackle 
the rising levels of 
mental health 
problems across all 
practices as well as the 
challenges in areas of 
high health 
inequalities. 

Boards, we will consider how 
best to develop these services 
at practice level, and establish 
more clearly the ‘endpoint’ for 
the additional professional roles 
commitment in the Contract 
Offer by the end of 2021. 

Premises  No update in the joint 
statement but work 
on going. 

   

*Pharmacotherapy delivery and the different levels is particularly contentious and more detail is 
expected in the revised MOU. 
 
5.2.4   The Contract is underpinned by a MOU; this is currently being reviewed nationally. A letter 

from Scottish Government in respect of this is attached at Appendix 3. The original MOU 
(Appendix 4) remains in effect until the details of the update are agreed. 

 
5.2.5.   We were directed to complete and submit the PCIP 4 tracker to Scottish Government by 30 

May 2021, this is out of step with our IJB meetings and was submitted in draft until such 
times as it is approved at the IJB. 

 
 6.  CONCLUSIONS 

6.1   It is agreed that the principles of the PCIP are still the correct ones and needed to support 
the transformation of General Practice envisaged in the nGMS. Delivery timeframes have 
changed with prioritisation being given to Vaccine Transformation (VTP), Pharmacotherapy 
and Community Treatment and Care (CTAC) as detailed in the Cabinet Secretary/BMA letter 
of December 2020. A revised MOU is awaited. A PCIP Recovery Plan is in place and is being 
progressed. 

 
7. IMPLICATIONS 

7.1   GENERAL IMPLICATIONS 

7.1 .1  The details of the Joint Statement from Scottish Government/BMA are being 
finalised nationally. There are emerging risks associated with the overall plan as well as 
individual workstreams. Risks identified are: 

  PCIP will not be delivered within the timeframes due to recovery from the pandemic 

 possibility of further Covid waves 

 financial risk in that non delivery may lead to additional payments to General Practice to 
deliver the services  

 reputational risk locally and nationally and workforce confidence. 

 a number of the PCIP workforce remain deployed to the Covid effort, particularly in the 
Covid Community Pathway and Vaccination, which will delay delivery of the PCIP 

 GP sustainability 

 Financial risk to deliver the PCIP within existing budget allocation 
 
 



7.1.2   Each PCIP work stream has an individual risk register which feed to an  overarching risk 
register for the programme, the highest rated risks remain around workforce, funding and 
infrastructure. There is a requirement for the risk registers to be updated for each 
workstream and escalated to NHS Lanarkshire to reflect the emerging risks and options to 
mitigate the emerging risks. 

 
7.1.3   GP sustainability remains a risk. The PCIP is a plan for medium to long‐term 

development and sustainability of primary care in general and General Practice specifically. 
Without an effective primary care sector, no Health and Social Care system can function 
effectively. 

 

7.2  NATIONAL OUTCOMES 

  The PCIP workstream impact on all nine national outcomes.  

7.3  ASSOCIATED MEASURE(S) 

 
7.4  Climate Change, Sustainability and Environmental Implications 

There are no implications for climate change in terms of the information contained in this 
report 
There are no implications for sustainability in terms of the information contained in this 
report. There are no implications for the environment in terms of the information contained 
in this report. 

 

7.5   FINANCIAL 

Financially, implementation of the PCIP is complex. It requires a balance in 
expenditure between different workstreams, recycling of existing expenditure and efficiency 
of “back office” functions. Despite review and skill mixing the PCIP is not fully deliverable 
within the financial envelope indicated and this has been highlighted previously and again in 
the PCIP 4 tracker. The Integration Authorities and Board will continue to be appraised of 
the developing financial implications. 

 

  This paper has been reviewed by Finance: 

Yes     No    N/A   

   

7.5  RISK ASSESSMENT/RISK MANAGEMENT  

  GP sustainability sits on the IJB and NHSL Risk Registers.  

7.6   PEOPLE 

7.7  INEQUALITIES & FAIRER SCOTLAND DUTY  

EQIA Completed & Fairer Scotland Impact Assessment Form Completed:  

 

Yes    No    N/A   



 
There is no requirement to carry out an impact assessment in terms of the proposals 
contained within this report. However, consultation will continue to be extensive. The 
Equality Impact Assessment for the programme is being refreshed. 

 
Consultation and engagement across a wide range of stakeholders is pivotal to the 
successful implementation of the PCIP. The programme has a dedicated communications 
and engage 

   

8.  BACKGROUND PAPERS 

  None. 

8. APPENDICES 

 

Appendix 1 PCIP Tracker 

Appendix 2 Joint Statement Scottish Government BMA   

Appendix 3 Letter re MOU 

Appendix 4 Original MOU 

 

 

CHIEF ACCOUNTABLE OFFICER (or Depute)   

Members seeking further information about any aspect of this report, please contact the following; 

Lucy Muno on telephone number 01698 752 751 

 

 

  

 



Local Implementation Tracker Guidance

 The following tracker should be used by Integration Authorities in collaboration with Health Boards and GP sub-
committees to monitor progress of primary care reform across their localities, and in line with service transfer as set 
out within the Memorandum of Understanding.  

The MoU Progress tab should be used through local discussions between Integration Authorities and GP sub-
committee to agree on progress against the six MoU priority services as well as that the barriers that areas are facing 
to full delivery.  Integration Authorities should provide information on the number of practices in their area which 
have no/partial/full access to each service.  The sum of these should equal the total number of practices in each area.  
Please only include numbers (or a zero) in these cells; comments boxes have been provided to supply further 
information. 

If you are funding staff through different funding streams, for example, mental health workers through Action 15 
funding, please include this information in the relevant section so we are aware that you are taking steps to recruit 
staff in this area.

The Workforce and Funding Profile tab  should allow Integration Authorities to consider financial and workforce 
planning required to deliver primary care improvement, and reassure GP sub-committee of progress.

For the workforce numbers and projections, we are limiting our questions to WTE numbers, but are also asking you to 
provide headcounts for community links workers so that we can monitor progress towards the commitment to 250 
additional CLWs.

If you are funding staff through different funding streams, for example, recruiting mental health workers in Action 15, 
do not record these in Table 1.  However, they should be included in Tables 2 and 3 to inform workforce planning.

We have included new rows this time at the foot of Tables 1 and 3 (shaded in red).  Please include here your estimate 
of total required spend (Table 1), and total required staff (Table 3) in order to reach full delivery across each of the 
services.

We would also ask that this local implementation tracker be updated and shared with Scottish Government by  31st 
May 2021.



Covid PCIP 4

Health Board Area: NHS Lanarkshire
Health & Social Care Partnership: North Lanarkshire HSCP and South Lanarkshire HSCP
Total number of practices: 100

2.1 Pharmacotherapy Practices with no  access by 
31/3/21

Practices with partial access by 
31/3/21

Practices with full access by 
31/3/21

Practices with no  access by 
31/3/22

Practices with partial access by 
31/3/22

Practices with full access by 
31/3/22

Practices with NO Pharmacotherapy service in place 0 0 0 0 0 0
Practices with Pharmacotherapy level 1 service in place 0 100 0 0 100 0
Practices with Pharmacotherapy level 2 service in place 0 100* 0 0 100* 0
Practices with Pharmacotherapy level 3 service in place 0 0 0 0 0 0

2.2 Community Treatment and Care Services Practices with no  access by 
31/3/21

Practices with partial access by 
31/3/21

Practices with full access by 
31/3/21

Practices with no  access by 
31/3/22

Practices with partial access by 
31/3/22

Practices with full access by 
31/3/22

Practices with access to phlebotomy service 0 100 0 0 0 *100
Practices with access to management of minor injuries and dressings service 0 100 0 0 0 *100

Practices with access to ear syringing service **100 0 0 0 0 *100
Practices with access to suture removal service **100 0 0 0 0 *100

Practices with access to chronic disease monitoring and related data collection **100 0 0 0 0 *100
Practices with access to other services 0 100 0 0 0 *100

2.3 Vaccine Transformation Program Practices with no  access by 
31/3/21

Practices with partial access by 
31/3/21

Practices with full access by 
31/3/21

Practices with no  access by 
31/3/22

Practices with partial access by 
31/3/22

Practices with full access by 
31/3/22

 Pre School - Practices covered by service 0 0 100 0 0 100
School age - Practices covered by service *catch-up - various 100 0 * Flu 100 0 0 100

Out of Schedule - Practices covered by service 100 0 0 0 0 100
Adult imms - Practices covered by service 100 0 0 0 0 100

Adult flu - Practices covered by service 0 0 100 0 0 100
Pregnancy - Practices covered by service 0 0 100 0 0 100

Travel - Practices covered by service 100 0 0 0 0 100

2.4 Urgent Care Services Practices with no  access by 
31/3/21

Practices with partial access by 
31/3/21

Practices with full access by 
31/3/21

Practices with no  access by 
31/3/22

Practices with partial access by 
31/3/22

Practices with full access by 
31/3/22

Practices supported with Urgent Care Service 89 11 0 *79 *21 0

2.5 Physiotherapy / MSK Practices with no  access by 
31/3/21

Practices with partial access by 
31/3/21

Practices with full access by 
31/3/21

Practices with no  access by 
31/3/22

Practices with partial access by 
31/3/22

Practices with full access by 
31/3/22

Practices accessing APP 94 3 3 95 3 3

2.6 Mental health workers  (ref to Action 15 where appropriate) Practices with no  access by 
31/3/21

Practices with partial access by 
31/3/21

Practices with full access by 
31/3/21

Practices with no  access by 
31/3/22

Practices with partial access by 
31/3/22

Practices with full access by 
31/3/22

Practices accessing MH workers / support through PCIF/Action 15 61 0 39 20 0 80
Practices accessing MH workers / support through other funding streams 81 0 19 20 0 80

2.7 Community Links Workers Practices with no  access by 
31/3/21

Practices with partial access by 
31/3/21

Practices with full access by 
31/3/21

Practices with no  access by 
31/3/22

Practices with partial access by 
31/3/22

Practices with full access by 
31/3/22

Practices accessing Link workers 0 0 *10 0 0 100

2.8 Other locally agreed services Practices with no  access by 
31/3/21

Practices with partial access by 
31/3/21

Practices with full access by 
31/3/21

Practices with no  access by 
31/3/22

Practices with partial access by 
31/3/22

Practices with full access by 
31/3/22

Practices accessing service 0 0 0 0 0

2.9 Issues FAO National Oversight Group

Comment / supporting information
Current practice allocation is on a ratio of 1 wte APP to 15,000 practice population. We have a desire to have a service across all practices but will be dependent on further additional funding from Scottish Government.  Access to MSK provision across the community system has been significantly adversely affected with the 
standing down of the national number. This has impacted negatively on practice workload.

What are the specific barriers to your practices receiving a full MH service?  Please attach a copy of your Mental Health action plan if you have one.
We have a total of 20wte staff for the PCMH&Wellbeing service which is mainly Mental Health Nurses.  Our plan has always been to recruit to the full complement of additional mental health staff working in primary care (which is approximately 50) by end of Action 15 programme in 2022 & we have a recruitment plan in 
place to achieve that.  We have MH Liaison Nurses in 39 GP practices which should increase to 45 by early summer. The 39 practices that have a mental health liaison nurse have allocated sessions per week. Some practices have 1 session, some have 2 sessions and a few have 4 sessions.  
The 19 practices that have access to the mental health workers have full access to the resources being provided.  We are hopeful that we will be in all GP practices (depending on recruitment) by the middle of 2022.  

MOU PRIORITIES

What assumptions are you using to determine full delivery, and what specific barriers are you facing in achieving this?  Assumptions for full service delivery are based on delivering all tasks from the Level 1 pharmacotherapy table outlined in the GMS 2018 contract. Barriers to this include insufficient funding structure and 
workforce nationally (as pharmacists are now on national shortage profession list), Board specific barriers include identifying premises to accommodate staff and IT solutions to enable remote working (such solutions are required due to challenges in basing all staff required to deliver a full level 1 service physically in 
practices).  The national delays in progressing digital prescribing directly impact on achievement of pharmacotherapy Level 1.   We are using workforce to manage tasks that could be supported by better digital solutions, this is inappropriate and undermines the ability to eliver Level 1 and retain and recruit staff.   These 
would need to be agreed nationally eg. electronic prescribing.
 *Aspects of Level one and level two pharmacotherapy are interlinked.  For example, whilst clinically assessing the appropriateness of high risk medications under level one, if any issues are identified, the pharmacist has a professional responsibility to resolve these issues (categorised under level 2 in the pharmacotherapy 
table) in the interest of patient safety. A national view on where this sits with the L1 delivery would be welcome.

What assumptions are you using to determine full delivery, and what specific barriers are you facing in achieving this?
Prior to Covid, Lanarkshire was delivering Treatment Room Services to some extent in all ten localities.  For the majority of practices, this included all aspects on this return except chronic disease monitoring and related data collection.  All GP practices had been surveyed to identify tests and task activities still being carried 
out by practices, rather than by CTAC, with a view of addressing historical arrangements through levelling up of provision. Early scoping around long term conditions, chronic disease monitoring and related data collection had begun.   
Treatment and care services activity altered during the first wave of the pandemic and an urgent/ emergency service was put in place through domiciliary services. Currently, treatment and care services are being 'stood up' on a phased basis across Lanarkshire; phlebotomy, dressings and injections being the first provisions 
to recommence. Capacity has been greatly reduced by the need for physical distancing and the increased infection prevention and control measures required.   Scoping of long term conditions and chronic disease monitoring and related data collection has recommenced and testing commenced during October 20 for 3 
conditions with the aim to scale and spread across all of Lanarkshire.  The CTAC Operational Group has reconvened regular meetings from end April 21 to begin progressing this workstream requirements. 
* Access to treatment and care services by 31/03/22 is dependent on the ongoing pandemic and the responses required to manage it. 
** This was a reduction compared to previous returns due to the impact of Covid.

What assumptions are you using to determine full delivery, and what specific barriers are you facing in achieving this?
Full delivery will be on those cohorts that were identified in the original contract offer.  For all vaccines other than travel health, full delivery will be dependent on pulling information from GP systems in the first instance to identify patients who are to receive vaccine.  Travel health cannot deliver in this way as these vaccines 
are ad hoc in nature and as such will be patient identified.  Our initial modelling was on cohort uptake until 19/20 and a provision for 75% uptake, but over the 20/21 flu season, we saw an increased uptake in all three GP / PCIP cohorts, which is to be welcomed, but modelling for future years will need to consider this.   The 
flu programme was achieved through a mass vaccination model for flu season 2020-2021, as such the 20/21 staffing requirement and accommodation requirement was impacted by social distancing, and careful consideration will need to be given to the possible need for revision of funding allocations which were informed 
on pre-covid uptake levels.  

A VTP SLWG has progressed project plans to map out the remainder of the vaccination services that require to be transferred to Board managed services. This exercise has identified a number of areas where we are awaiting national information on or where local solutions are required, these are detailed below.
Barriers:
Travel Health - require clarification the Fit for Travel has been updated to be the source of initial information and point for linking into Board vaccination service.
Travel Health– require clarification if provision of national initial call handling provision (NHS24) will be available, or indeed if not immediately, in future as this would inform the selection of local solutions.
Travel Health – require confirmation that national PGDs will be provided including when they will be provided, if not, will require to locally develop. 
VTP / IT – access to patient records to ensure patient safety specifically for Shingles, Travel Vaccinations, and Pneumococcal.
VTP – National IT system provision, require confirmation of what will be made available and by when.  Require confirmation that future proofing of IT solutions includes certification of vaccine module in national IT system provision.
VTP – increased pressure on available accommodation due to covid response limits options of where vaccination clinics can be delivered.
There is a need for clarification regarding timelines detailed in joint BMA/Cabinet Secretary Letter with full implementation to be October 21 or  by March 22?
There is an assumption that recently announced additional cohorts are not to be funded by PCIP, nor indeed shall they default to GPs to deliver.

What assumptions are you using to determine full delivery, and what specific barriers that you are facing to achieving this? 
Currently there are ANPs in training across 11 practices in NHSL, and progress towards the planned urgent care model continues. The team of ANPs have been supporting the Covid community assessment centres since March 2020, the CACs remain reliant on this redeployment.  NHS Lanarkshire continues to recruit training 
and qualified ANPs, in addition to Senior ANPs, who will support the delivery of urgent care going forward.  Potential barriers:  ANPs being available to support urgent care model will vary depending upon ongoing response required to the pandemic. Furthermore, there remains a concern that the redeployment to Covid 
Assessment Centres could detrimentally affect recruitment and retention of ANPs.  The Covid pandemic and changing ways of working has given us an opportunity to revisit the urgent care model, and this will be further explored in the coming months.  The numbers are indicative of the current funding for ANPs.  Wider 
modelling is being undertaken to review how more practices can be supported with an urgent care service, however, even with this access, will remain partial without further funding for Advanced Practitioners in Urgent Care .

* Practices with access may differ as a result of ongoing urgent care model review/provision.

Comment / supporting information 
Model is:
2wte co-ordinators who are in post.
18wte GP Community Link Workers.
10wte Financial Welfare Advice workers (via a SLA with 3rd sector partners) - this provision was in place for 1 April 2021.

* as of 31/03/21, 10 practices had full access to a GP Community Link Worker.  Phasing of availability of capacity across 100 practices is in line with recruitment detailed below.  
As of 30/04/2021, 22 practices had full access.  We continue to engage directly with all GP practices with a view to going live at a time that works best for them within the constraints of the phasing detailed below.

18wte GP Community Link Workers  = 180 half day sessions across 100 practices.
As of 31/03/2021 10.6wte (106 sessions - 59%) was in place and available.
By July 21 a further 4wte (40 sessions - 22%) will be available.
A final 3.4wte (34 sessions - 19%) will be added by September 21.

Comment / supporting information - 
Phase 2 testing of the delivery of the Occupational Therapy Service in Primary Care Test of Change was initiated in January 2020, however, this service is not funded by PCIP but through transformation funding. There is no substantive funding stream at the current time.  In this second phase of testing, it was proposed that 
occupational therapy services be aligned with GP services across the Hamilton and Bellshill localities, (25 GP Practices). The planned roll out of Primary Care Occupational Therapy Service across Hamilton and Bellshill localities was suspended W/B 16th March 2020 in response to the COVID pandemic.   Primary Care 
Occupational Therapists (n = 7) were redeployed to community rehabilitation teams, in response to NHS Lanarkshire’s COVID service re-design.  Primary Care OT staff (n=4), continued to support 2 general practices (from phase 1), providing  a remote early intervention and prevention service. They were able to offer support 
and therapeutic interventions to people with significant complex co-morbidities and long term health conditions and  those who were shielding or experiencing negative effects of lockdown. A combination of telephone consultations, Near Me and other digital resources such as online materials and apps were utilised.  
Approval for the Occupational Therapy Primary Care recovery was granted by RRROG on 11th June, to enable the occupational therapy staff to return to GP practice.  Currently Occupational Therapy  provision is aligned to 18 practices,  supporting GP colleagues,  who are experiencing  a period of high activity and increased 
workload demands. Occupational Therapy offers essential supports to patients, experiencing occupational performance difficulties due to mental or physical health or combination of both, whether COVID related or pre-existing or newly diagnosed long term condition.

Whilst good progress has been made since the service recovered, the stepped introduction of occupational therapy services into the 25 GP practices has been impacted upon. A small number of staff were again deployed to the Vaccine  Programme in March 2021. A combination of accommodation  pressures and IT 
difficulties, such as remote access to Vision and service re-design in response to COVID  have impacted at times, on progress.  Therefore the  target of 25 practices has not been reached by March 2021, as initially planned. Phase 2 funding  initially expired in July 2021 but this had been temporarily  extended to December 
2021.  This should enable the remaining 7 GP Practices in the Hamilton and Bellshill Localities to be given access to the Primary  Care Occupational Therapy service. Data collection from phase 2 is currently being evaluated and will be presented in June 2021. Opportunities will be sought to link  with appropriate stakeholders, 
explore funding opportunities/work streams in effort to secure permanent funding to enable the PCOT service to continue. 

Additional professional services



Covid has highlighted existing health inequalities and without mitigation the response to Covid is likely to increase health inequalities. Ministers are keen to see all sectors 
renewing their efforts on this and will be encouraging all sectors to work together. HSCPs and GPs are already taking significant actions to close the gap.  HSCPs are using their 
position to bring sectors together to help take a whole-system approach to big issues. GPs are playing their part - whether through referrals to services for weight 
management or smoking cessation, or through outreach to the communities which are hardest to reach and where most inequality is experienced.

Please provide any comments on the impact of Covid on health inequalities and any measures taken to mitigate this impact.  Please attach a copy of your EQIA/Fairer 
Scotland Duty Assessment /Health Inequalities Assessment if you have them.

See embedded Word document below for wider Health Promotion activities and programmes: 

2.10 Health Inequalities

Please detail the impact of Covid on the PCIP process and where you are in that process. How has Covid impacted previous projected delivery.        

There is a need to ensure a more coordinated approach to workforce planning at a national level. 

Clarification is needed as to whether funding for workforce and maintenance of GP premises which have been taken over by the board is to come from PCIP funding or another 
funding stream, noting that this will affect different boards differently.  In Lanarkshire, 14 possible lease transfers have been identified, of which 10 have submitted applications 
registering leases they wish to transfer and 4 assignations have been completed.

Delays in progressing sustainability loans is causing concern. For example, sustainability loans processing was initiated by NHSL / practices nearly two and a half years ago - we 
are not aware of any practices being paid out for these - the delays in pay out has hindered planning at a practice / board level further reducing confidence in sustainability of 
General Practice as a partnership entity - given the new covid environment, we would expect that this process should be delivered on a timeous basis remotely or otherwise.  

We are expecting at some time that boards will be expected to take practice premises wholly into public ownership as the loan schedule increments - given this, clarity around 
timescale would allow both boards and practices to plan for the future post covid world with confidence. 

The pandemic is likely to continue to impact on the delivery of PCIP.

Review of funding offered against PCIP ask is required.  It is evident from the detail in the return under workforce and funding profile (lines 13 -19), that the current funding 
envelope does not cover the ask.

The on-going pandemic beyond May 2021 will affect PCIP delivery.  This will impact on timescale for delivery due to continued Covid response and time required to recover from 
providing Covid support.

There is a need for a clearer definition of 'in direct support of general practice', better acknowledgement and articulation of the transformational vs transactional aspects of 
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Funding and Workforce profile

Table 1:  Spending profile 2018 - 2022 (£s)

Staff cost

Other costs (staff 
training, 
equipment, 
infrastructure etc.) Staff cost

Other costs (staff 
training, 
equipment, 
infrastructure etc.) Staff cost

Other costs (staff 
training, 
equipment, 
infrastructure etc.) Staff cost

Other costs (staff 
training, 
equipment, 
infrastructure etc.) Staff cost

Other costs (staff 
training, 
equipment, 
infrastructure etc.) Staff cost

Other costs (staff 
training, 
equipment, 
infrastructure etc.)

2018-19 actual spend 274 1548969 86922 913705 286928 0 0 304930 160230 0 0

2019-20 actual spend 682231 31968 3234717 55506 2387398 248372 0 0 478792 258064 28202 8012

2020-21 actual spend 2175240 264862 5219653 5905 3877380 106256 0 0 445246 -46728 173536 19441

2021-22 planned spend 1576000 50000 7514000 150000 7282000 150000 0 0 662000 160000 1080000 20000

Total planned spend 4433471 347104 17517339 298333 14460483 791556 0 0 1890968 531566 1281738 47453
Total additional spend required for full 
delivery 112200 36000 9178000 106000 2644800 1499000 0 0 12002000 175000 135000 20000

TOTAL headcount staff in post as at 31 
March 2018 0
INCREASE in staff headcount (1 April 2018 
- 31 March 2019) 0
INCREASE in staff headcount (1 April 2019 
- 31 March 2020) 2
INCREASE in staff headcount (1 April 2020 
- 31 March 2021) 11
PLANNED INCREASE staff headcount (1 
April 2021 - 31 March 2022) [b] 7
TOTAL headcount staff in post by 31 
March 2022 20
[b] If planned increase is zero, add 0. If planned increase cannot be estimated, add n/a

Pharmacist
Pharmacy 
Technician Nursing

Healthcare 
Assistants Other [a] ANPs

Advanced 
Paramedics

Other [a] - Senior 
ANPs

** Mental Health 
workers MSK Physios

Occupational 
Therapists*
Not funded from PCIP, 
Test of Change only

TOTAL staff WTE in post as at 31 March 
2018 20 6 0.0 0.0 0.0 0.0 0.0 0.0 0.0 2.08 1.2 0.0
INCREASE in staff WTE (1 April 2018 - 31 
March 2019) 20.0 3.0 0.0 55.0 24.5 9.0 0.0 0.0 0.0 0.0 0.0 0.0
INCREASE in staff WTE (1 April 2019 - 31 
March 2020) 40.0 2.4 38.7 0.0 0.0 7.0 0.0 2.0 0.0 0.0 8.6 2.0
INCREASE in staff WTE (1 April 2020 - 31 
March 2021) 11.5 0.0 21.0 0.0 0.0 9.0 0.0 2.0 20.0 0.0 2.6 10.8
PLANNED INCREASE staff WTE (1 April 
2021 - 31 March 2022) [b] 0.0 64.0 31.0 22.9 5.0 6.0 0.0 1.0 30.0 0.0 0.0 7.2
TOTAL staff WTE in post by 31 March 
2022 91.5 75.4 90.7 77.9 29.5 31.0 0.0 5.0 50.0 2.08 12.4 20.0

Total staff (WTE) required for full delivery 170.5 85.0 100.7 89.9 29.5 68.5 0.0 10.0 142.0 56.0 61.2 20.0
[a] please specify workforce types in the comment field
[b] If planned increase is zero, add 0. If planned increase cannot be estimated, add n/a

Service 6: 
Community link 

workers

Table 2:  Workforce profile 2018 - 2022 (headcount)

Financial Year

Comment:  
Pharmacotherapy - The 66WTE planned increase in technicial workforce in 2021/22 is a broken down into 2 senior technicians, 15 trainee technicians and 49 pharmacy support workers. 2 WTE senior technician posts have been 
filled and recruitment will commence for student technicians and pharmacy support workers in 2021/22. The staff in post before 31st March 2018 were funded under GPCP which has now evolved into pharmacotherapy. *85 
includes all technical staff (Band3 Pharmacy Support Workers, Band 4 Student Technicians, and Band 5 technicians).
ANPs - It takes two full academic years to train an ANP and support them to attain the Post Graduate Diploma in Advance Practice.  If we are to deliver the urgent care model in time, we would need to pull forward the 
recruitment of trainee ANPs now and double run some of the modules to have a fully trained and equipped workforce to deliver by March 2023.  If we do not recruit to the additional 37.5 posts just now, to begin academic 
programme in September 2021, there is a significant risk that we will not be able to deliver urgent care.  
* Urgent Care funding is included in the Community Treatment and Care figures in Table 1.
Community Link Workers - commitment of 30 WTE has been spread across a combined delivery between health & social care partnership members.  NHL Lanarkshire has recruited against 20 wtes and the funding for 10 wtes has 
been released via SLAs to third sector partners to provide specialist financial advice.  As such, it is not possible to define a headcount for the SLA component but it relates to a provision of service rather than the employment of 
posts.
Premises - there will be additional costs in relation to securing sufficient premises across the Board estate to host PCIP workforce, and this is further increased by ensuring that this is Covid secure.
IT infrastructure/equipment -  there will be additional costs in relation to providing an IT infrastructure for all services and equipment ie. laptops and phones for all PCIP staff.
** Mental Health -  In Lanarkshire, the current Mental Health provision sits under Action 15, if we wished to fully develop this across all practices under PCIP the increased numbers and finance would be needed.

Table 3:  Workforce profile 2018 - 2022 (WTE)

Financial Year

Service 2: Pharmacotherapy Services 1 and 3: Vaccinations / Community Treatment and Service 4: Urgent Care (advanced practitioners) Service 5: Additional professional roles

Service 5: Additional Professional roles 
(£s)

Service 6: Community link workers (£s)

Health Board Area: NHS Lanarkshire
Health & Social Care Partnership: North Lanarkshire HSCP 

   

Service 6: 
Community link 

workers

Please include how much you spent in-year from both PCIF and any unutilised funding  held in reserve

Financial Year

Service 1: Vaccinations Transfer 
Programme (£s)

Service 2: Pharmacotherapy (£s)
Service 3: Community Treatment and 
Care Services (£s)

Service 4: Urgent care (£s) * see 
comment box under Table 3



Local Implementation Tracker Guidance

 The following tracker should be used by Integration Authorities in collaboration with Health Boards and GP sub-
committees to monitor progress of primary care reform across their localities, and in line with service transfer as set 
out within the Memorandum of Understanding.  

The MoU Progress tab should be used through local discussions between Integration Authorities and GP sub-
committee to agree on progress against the six MoU priority services as well as that the barriers that areas are facing 
to full delivery.  Integration Authorities should provide information on the number of practices in their area which 
have no/partial/full access to each service.  The sum of these should equal the total number of practices in each area.  
Please only include numbers (or a zero) in these cells; comments boxes have been provided to supply further 
information. 

If you are funding staff through different funding streams, for example, mental health workers through Action 15 
funding, please include this information in the relevant section so we are aware that you are taking steps to recruit 
staff in this area.

The Workforce and Funding Profile tab  should allow Integration Authorities to consider financial and workforce 
planning required to deliver primary care improvement, and reassure GP sub-committee of progress.

For the workforce numbers and projections, we are limiting our questions to WTE numbers, but are also asking you to 
provide headcounts for community links workers so that we can monitor progress towards the commitment to 250 
additional CLWs.

If you are funding staff through different funding streams, for example, recruiting mental health workers in Action 15, 
do not record these in Table 1.  However, they should be included in Tables 2 and 3 to inform workforce planning.

We have included new rows this time at the foot of Tables 1 and 3 (shaded in red).  Please include here your estimate 
of total required spend (Table 1), and total required staff (Table 3) in order to reach full delivery across each of the 
services.

We would also ask that this local implementation tracker be updated and shared with Scottish Government by  31st 
May 2021.



Covid PCIP 4

Health Board Area: NHS Lanarkshire
Health & Social Care Partnership: North Lanarkshire HSCP and South Lanarkshire HSCP
Total number of practices: 100

2.1 Pharmacotherapy Practices with no  access by 
31/3/21

Practices with partial access by 
31/3/21

Practices with full access by 
31/3/21

Practices with no  access by 
31/3/22

Practices with partial access by 
31/3/22

Practices with full access by 
31/3/22

Practices with NO Pharmacotherapy service in place 0 0 0 0 0 0
Practices with Pharmacotherapy level 1 service in place 0 100 0 0 100 0
Practices with Pharmacotherapy level 2 service in place 0 100* 0 0 100* 0
Practices with Pharmacotherapy level 3 service in place 0 0 0 0 0 0

2.2 Community Treatment and Care Services Practices with no  access by 
31/3/21

Practices with partial access by 
31/3/21

Practices with full access by 
31/3/21

Practices with no  access by 
31/3/22

Practices with partial access by 
31/3/22

Practices with full access by 
31/3/22

Practices with access to phlebotomy service 0 100 0 0 0 *100
Practices with access to management of minor injuries and dressings service 0 100 0 0 0 *100

Practices with access to ear syringing service **100 0 0 0 0 *100
Practices with access to suture removal service **100 0 0 0 0 *100

Practices with access to chronic disease monitoring and related data collection **100 0 0 0 0 *100
Practices with access to other services 0 100 0 0 0 *100

2.3 Vaccine Transformation Program Practices with no  access by 
31/3/21

Practices with partial access by 
31/3/21

Practices with full access by 
31/3/21

Practices with no  access by 
31/3/22

Practices with partial access by 
31/3/22

Practices with full access by 
31/3/22

 Pre School - Practices covered by service 0 0 100 0 0 100
School age - Practices covered by service *catch-up - various 100 0 * Flu 100 0 0 100

Out of Schedule - Practices covered by service 100 0 0 0 0 100
Adult imms - Practices covered by service 100 0 0 0 0 100

Adult flu - Practices covered by service 0 0 100 0 0 100
Pregnancy - Practices covered by service 0 0 100 0 0 100

Travel - Practices covered by service 100 0 0 0 0 100

2.4 Urgent Care Services Practices with no  access by 
31/3/21

Practices with partial access by 
31/3/21

Practices with full access by 
31/3/21

Practices with no  access by 
31/3/22

Practices with partial access by 
31/3/22

Practices with full access by 
31/3/22

Practices supported with Urgent Care Service 89 11 0 *79 *21 0

2.5 Physiotherapy / MSK Practices with no  access by 
31/3/21

Practices with partial access by 
31/3/21

Practices with full access by 
31/3/21

Practices with no  access by 
31/3/22

Practices with partial access by 
31/3/22

Practices with full access by 
31/3/22

Practices accessing APP 94 3 3 95 3 3

2.6 Mental health workers  (ref to Action 15 where appropriate) Practices with no  access by 
31/3/21

Practices with partial access by 
31/3/21

Practices with full access by 
31/3/21

Practices with no  access by 
31/3/22

Practices with partial access by 
31/3/22

Practices with full access by 
31/3/22

Practices accessing MH workers / support through PCIF/Action 15 61 0 39 20 0 80
Practices accessing MH workers / support through other funding streams 81 0 19 20 0 80

2.7 Community Links Workers Practices with no  access by 
31/3/21

Practices with partial access by 
31/3/21

Practices with full access by 
31/3/21

Practices with no  access by 
31/3/22

Practices with partial access by 
31/3/22

Practices with full access by 
31/3/22

Practices accessing Link workers 0 0 *10 0 0 100

2.8 Other locally agreed services Practices with no  access by 
31/3/21

Practices with partial access by 
31/3/21

Practices with full access by 
31/3/21

Practices with no  access by 
31/3/22

Practices with partial access by 
31/3/22

Practices with full access by 
31/3/22

Practices accessing service 0 0 0 0 0

2.9 Issues FAO National Oversight Group

Comment / supporting information
Current practice allocation is on a ratio of 1 wte APP to 15,000 practice population. We have a desire to have a service across all practices but will be dependent on further additional funding from Scottish Government.  Access to MSK provision across the community system has been significantly adversely affected with the 
standing down of the national number. This has impacted negatively on practice workload.

What are the specific barriers to your practices receiving a full MH service?  Please attach a copy of your Mental Health action plan if you have one.
We have a total of 20wte staff for the PCMH&Wellbeing service which is mainly Mental Health Nurses.  Our plan has always been to recruit to the full complement of additional mental health staff working in primary care (which is approximately 50) by end of Action 15 programme in 2022 & we have a recruitment plan in 
place to achieve that.  We have MH Liaison Nurses in 39 GP practices which should increase to 45 by early summer. The 39 practices that have a mental health liaison nurse have allocated sessions per week. Some practices have 1 session, some have 2 sessions and a few have 4 sessions.  
The 19 practices that have access to the mental health workers have full access to the resources being provided.  We are hopeful that we will be in all GP practices (depending on recruitment) by the middle of 2022.  

MOU PRIORITIES

What assumptions are you using to determine full delivery, and what specific barriers are you facing in achieving this?  Assumptions for full service delivery are based on delivering all tasks from the Level 1 pharmacotherapy table outlined in the GMS 2018 contract. Barriers to this include insufficient funding structure and 
workforce nationally (as pharmacists are now on national shortage profession list), Board specific barriers include identifying premises to accommodate staff and IT solutions to enable remote working (such solutions are required due to challenges in basing all staff required to deliver a full level 1 service physically in 
practices).  The national delays in progressing digital prescribing directly impact on achievement of pharmacotherapy Level 1.   We are using workforce to manage tasks that could be supported by better digital solutions, this is inappropriate and undermines the ability to eliver Level 1 and retain and recruit staff.   These 
would need to be agreed nationally eg. electronic prescribing.
 *Aspects of Level one and level two pharmacotherapy are interlinked.  For example, whilst clinically assessing the appropriateness of high risk medications under level one, if any issues are identified, the pharmacist has a professional responsibility to resolve these issues (categorised under level 2 in the pharmacotherapy 
table) in the interest of patient safety. A national view on where this sits with the L1 delivery would be welcome.

What assumptions are you using to determine full delivery, and what specific barriers are you facing in achieving this?
Prior to Covid, Lanarkshire was delivering Treatment Room Services to some extent in all ten localities.  For the majority of practices, this included all aspects on this return except chronic disease monitoring and related data collection.  All GP practices had been surveyed to identify tests and task activities still being carried 
out by practices, rather than by CTAC, with a view of addressing historical arrangements through levelling up of provision. Early scoping around long term conditions, chronic disease monitoring and related data collection had begun.   
Treatment and care services activity altered during the first wave of the pandemic and an urgent/ emergency service was put in place through domiciliary services. Currently, treatment and care services are being 'stood up' on a phased basis across Lanarkshire; phlebotomy, dressings and injections being the first provisions 
to recommence. Capacity has been greatly reduced by the need for physical distancing and the increased infection prevention and control measures required.   Scoping of long term conditions and chronic disease monitoring and related data collection has recommenced and testing commenced during October 20 for 3 
conditions with the aim to scale and spread across all of Lanarkshire.  The CTAC Operational Group has reconvened regular meetings from end April 21 to begin progressing this workstream requirements. 
* Access to treatment and care services by 31/03/22 is dependent on the ongoing pandemic and the responses required to manage it. 
** This was a reduction compared to previous returns due to the impact of Covid.

What assumptions are you using to determine full delivery, and what specific barriers are you facing in achieving this?
Full delivery will be on those cohorts that were identified in the original contract offer.  For all vaccines other than travel health, full delivery will be dependent on pulling information from GP systems in the first instance to identify patients who are to receive vaccine.  Travel health cannot deliver in this way as these vaccines 
are ad hoc in nature and as such will be patient identified.  Our initial modelling was on cohort uptake until 19/20 and a provision for 75% uptake, but over the 20/21 flu season, we saw an increased uptake in all three GP / PCIP cohorts, which is to be welcomed, but modelling for future years will need to consider this.   The 
flu programme was achieved through a mass vaccination model for flu season 2020-2021, as such the 20/21 staffing requirement and accommodation requirement was impacted by social distancing, and careful consideration will need to be given to the possible need for revision of funding allocations which were informed 
on pre-covid uptake levels.  

A VTP SLWG has progressed project plans to map out the remainder of the vaccination services that require to be transferred to Board managed services. This exercise has identified a number of areas where we are awaiting national information on or where local solutions are required, these are detailed below.
Barriers:
Travel Health - require clarification the Fit for Travel has been updated to be the source of initial information and point for linking into Board vaccination service.
Travel Health– require clarification if provision of national initial call handling provision (NHS24) will be available, or indeed if not immediately, in future as this would inform the selection of local solutions.
Travel Health – require confirmation that national PGDs will be provided including when they will be provided, if not, will require to locally develop. 
VTP / IT – access to patient records to ensure patient safety specifically for Shingles, Travel Vaccinations, and Pneumococcal.
VTP – National IT system provision, require confirmation of what will be made available and by when.  Require confirmation that future proofing of IT solutions includes certification of vaccine module in national IT system provision.
VTP – increased pressure on available accommodation due to covid response limits options of where vaccination clinics can be delivered.
There is a need for clarification regarding timelines detailed in joint BMA/Cabinet Secretary Letter with full implementation to be October 21 or  by March 22?
There is an assumption that recently announced additional cohorts are not to be funded by PCIP, nor indeed shall they default to GPs to deliver.

What assumptions are you using to determine full delivery, and what specific barriers that you are facing to achieving this? 
Currently there are ANPs in training across 11 practices in NHSL, and progress towards the planned urgent care model continues. The team of ANPs have been supporting the Covid community assessment centres since March 2020, the CACs remain reliant on this redeployment.  NHS Lanarkshire continues to recruit training 
and qualified ANPs, in addition to Senior ANPs, who will support the delivery of urgent care going forward.  Potential barriers:  ANPs being available to support urgent care model will vary depending upon ongoing response required to the pandemic. Furthermore, there remains a concern that the redeployment to Covid 
Assessment Centres could detrimentally affect recruitment and retention of ANPs.  The Covid pandemic and changing ways of working has given us an opportunity to revisit the urgent care model, and this will be further explored in the coming months.  The numbers are indicative of the current funding for ANPs.  Wider 
modelling is being undertaken to review how more practices can be supported with an urgent care service, however, even with this access, will remain partial without further funding for Advanced Practitioners in Urgent Care .

* Practices with access may differ as a result of ongoing urgent care model review/provision.

Comment / supporting information 
Model is:
2wte co-ordinators who are in post.
18wte GP Community Link Workers.
10wte Financial Welfare Advice workers (via a SLA with 3rd sector partners) - this provision was in place for 1 April 2021.

* as of 31/03/21, 10 practices had full access to a GP Community Link Worker.  Phasing of availability of capacity across 100 practices is in line with recruitment detailed below.  
As of 30/04/2021, 22 practices had full access.  We continue to engage directly with all GP practices with a view to going live at a time that works best for them within the constraints of the phasing detailed below.

18wte GP Community Link Workers  = 180 half day sessions across 100 practices.
As of 31/03/2021 10.6wte (106 sessions - 59%) was in place and available.
By July 21 a further 4wte (40 sessions - 22%) will be available.
A final 3.4wte (34 sessions - 19%) will be added by September 21.

Comment / supporting information - 
Phase 2 testing of the delivery of the Occupational Therapy Service in Primary Care Test of Change was initiated in January 2020, however, this service is not funded by PCIP but through transformation funding. There is no substantive funding stream at the current time.  In this second phase of testing, it was proposed that 
occupational therapy services be aligned with GP services across the Hamilton and Bellshill localities, (25 GP Practices). The planned roll out of Primary Care Occupational Therapy Service across Hamilton and Bellshill localities was suspended W/B 16th March 2020 in response to the COVID pandemic.   Primary Care 
Occupational Therapists (n = 7) were redeployed to community rehabilitation teams, in response to NHS Lanarkshire’s COVID service re-design.  Primary Care OT staff (n=4), continued to support 2 general practices (from phase 1), providing  a remote early intervention and prevention service. They were able to offer support 
and therapeutic interventions to people with significant complex co-morbidities and long term health conditions and  those who were shielding or experiencing negative effects of lockdown. A combination of telephone consultations, Near Me and other digital resources such as online materials and apps were utilised.  
Approval for the Occupational Therapy Primary Care recovery was granted by RRROG on 11th June, to enable the occupational therapy staff to return to GP practice.  Currently Occupational Therapy  provision is aligned to 18 practices,  supporting GP colleagues,  who are experiencing  a period of high activity and increased 
workload demands. Occupational Therapy offers essential supports to patients, experiencing occupational performance difficulties due to mental or physical health or combination of both, whether COVID related or pre-existing or newly diagnosed long term condition.

Whilst good progress has been made since the service recovered, the stepped introduction of occupational therapy services into the 25 GP practices has been impacted upon. A small number of staff were again deployed to the Vaccine  Programme in March 2021. A combination of accommodation  pressures and IT 
difficulties, such as remote access to Vision and service re-design in response to COVID  have impacted at times, on progress.  Therefore the  target of 25 practices has not been reached by March 2021, as initially planned. Phase 2 funding  initially expired in July 2021 but this had been temporarily  extended to December 
2021.  This should enable the remaining 7 GP Practices in the Hamilton and Bellshill Localities to be given access to the Primary  Care Occupational Therapy service. Data collection from phase 2 is currently being evaluated and will be presented in June 2021. Opportunities will be sought to link  with appropriate stakeholders, 
explore funding opportunities/work streams in effort to secure permanent funding to enable the PCOT service to continue. 

Additional professional services



Covid has highlighted existing health inequalities and without mitigation the response to Covid is likely to increase health inequalities. Ministers are keen to see all sectors 
renewing their efforts on this and will be encouraging all sectors to work together. HSCPs and GPs are already taking significant actions to close the gap.  HSCPs are using their 
position to bring sectors together to help take a whole-system approach to big issues. GPs are playing their part - whether through referrals to services for weight 
management or smoking cessation, or through outreach to the communities which are hardest to reach and where most inequality is experienced.

Please provide any comments on the impact of Covid on health inequalities and any measures taken to mitigate this impact.  Please attach a copy of your EQIA/Fairer 
Scotland Duty Assessment /Health Inequalities Assessment if you have them.

See embedded Word document below for wider Health Promotion activities and programmes: 

2.10 Health Inequalities

Please detail the impact of Covid on the PCIP process and where you are in that process. How has Covid impacted previous projected delivery.        

There is a need to ensure a more coordinated approach to workforce planning at a national level. 

Clarification is needed as to whether funding for workforce and maintenance of GP premises which have been taken over by the board is to come from PCIP funding or another 
funding stream, noting that this will affect different boards differently.  In Lanarkshire, 14 possible lease transfers have been identified, of which 10 have submitted applications 
registering leases they wish to transfer and 4 assignations have been completed.

Delays in progressing sustainability loans is causing concern. For example, sustainability loans processing was initiated by NHSL / practices nearly two and a half years ago - we 
are not aware of any practices being paid out for these - the delays in pay out has hindered planning at a practice / board level further reducing confidence in sustainability of 
General Practice as a partnership entity - given the new covid environment, we would expect that this process should be delivered on a timeous basis remotely or otherwise.  

We are expecting at some time that boards will be expected to take practice premises wholly into public ownership as the loan schedule increments - given this, clarity around 
timescale would allow both boards and practices to plan for the future post covid world with confidence. 

The pandemic is likely to continue to impact on the delivery of PCIP.

Review of funding offered against PCIP ask is required.  It is evident from the detail in the return under workforce and funding profile (lines 13 -19), that the current funding 
envelope does not cover the ask.

The on-going pandemic beyond May 2021 will affect PCIP delivery.  This will impact on timescale for delivery due to continued Covid response and time required to recover from 
providing Covid support.

There is a need for a clearer definition of 'in direct support of general practice', better acknowledgement and articulation of the transformational vs transactional aspects of 
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Funding and Workforce profile

Table 1:  Spending profile 2018 - 2022 (£s)

Staff cost

Other costs (staff 
training, 
equipment, 
infrastructure etc.) Staff cost

Other costs (staff 
training, 
equipment, 
infrastructure etc.) Staff cost

Other costs (staff 
training, 
equipment, 
infrastructure etc.) Staff cost

Other costs (staff 
training, 
equipment, 
infrastructure etc.) Staff cost

Other costs (staff 
training, 
equipment, 
infrastructure etc.) Staff cost

Other costs (staff 
training, 
equipment, 
infrastructure etc.)

2018-19 actual spend 274 1548969 86922 913705 286928 0 0 304930 160230 0 0

2019-20 actual spend 682231 31968 3234717 55506 2387398 248372 0 0 478792 258064 28202 8012

2020-21 actual spend 2175240 264862 5219653 5905 3877380 106256 0 0 445246 -46728 173536 19441

2021-22 planned spend 1576000 50000 7514000 150000 7282000 150000 0 0 662000 160000 1080000 20000

Total planned spend 4433471 347104 17517339 298333 14460483 791556 0 0 1890968 531566 1281738 47453
Total additional spend required for full 
delivery 112200 36000 9178000 106000 2644800 1499000 0 0 12002000 175000 135000 20000

TOTAL headcount staff in post as at 31 
March 2018 0
INCREASE in staff headcount (1 April 2018 
- 31 March 2019) 0
INCREASE in staff headcount (1 April 2019 
- 31 March 2020) 2
INCREASE in staff headcount (1 April 2020 
- 31 March 2021) 11
PLANNED INCREASE staff headcount (1 
April 2021 - 31 March 2022) [b] 7
TOTAL headcount staff in post by 31 
March 2022 20
[b] If planned increase is zero, add 0. If planned increase cannot be estimated, add n/a

Pharmacist
Pharmacy 
Technician Nursing

Healthcare 
Assistants Other [a] ANPs

Advanced 
Paramedics

Other [a] - Senior 
ANPs

** Mental Health 
workers MSK Physios

Occupational 
Therapists*
Not funded from PCIP, 
Test of Change only

TOTAL staff WTE in post as at 31 March 
2018 20 6 0.0 0.0 0.0 0.0 0.0 0.0 0.0 2.08 1.2 0.0
INCREASE in staff WTE (1 April 2018 - 31 
March 2019) 20.0 3.0 0.0 55.0 24.5 9.0 0.0 0.0 0.0 0.0 0.0 0.0
INCREASE in staff WTE (1 April 2019 - 31 
March 2020) 40.0 2.4 38.7 0.0 0.0 7.0 0.0 2.0 0.0 0.0 8.6 2.0
INCREASE in staff WTE (1 April 2020 - 31 
March 2021) 11.5 0.0 21.0 0.0 0.0 9.0 0.0 2.0 20.0 0.0 2.6 10.8
PLANNED INCREASE staff WTE (1 April 
2021 - 31 March 2022) [b] 0.0 64.0 31.0 22.9 5.0 6.0 0.0 1.0 30.0 0.0 0.0 7.2
TOTAL staff WTE in post by 31 March 
2022 91.5 75.4 90.7 77.9 29.5 31.0 0.0 5.0 50.0 2.08 12.4 20.0

Total staff (WTE) required for full delivery 170.5 85.0 100.7 89.9 29.5 68.5 0.0 10.0 142.0 56.0 61.2 20.0
[a] please specify workforce types in the comment field
[b] If planned increase is zero, add 0. If planned increase cannot be estimated, add n/a

Service 6: 
Community link 

workers

Table 2:  Workforce profile 2018 - 2022 (headcount)

Financial Year

Comment:  
Pharmacotherapy - The 66WTE planned increase in technicial workforce in 2021/22 is a broken down into 2 senior technicians, 15 trainee technicians and 49 pharmacy support workers. 2 WTE senior technician posts have been 
filled and recruitment will commence for student technicians and pharmacy support workers in 2021/22. The staff in post before 31st March 2018 were funded under GPCP which has now evolved into pharmacotherapy. *85 
includes all technical staff (Band3 Pharmacy Support Workers, Band 4 Student Technicians, and Band 5 technicians).
ANPs - It takes two full academic years to train an ANP and support them to attain the Post Graduate Diploma in Advance Practice.  If we are to deliver the urgent care model in time, we would need to pull forward the 
recruitment of trainee ANPs now and double run some of the modules to have a fully trained and equipped workforce to deliver by March 2023.  If we do not recruit to the additional 37.5 posts just now, to begin academic 
programme in September 2021, there is a significant risk that we will not be able to deliver urgent care.  
* Urgent Care funding is included in the Community Treatment and Care figures in Table 1.
Community Link Workers - commitment of 30 WTE has been spread across a combined delivery between health & social care partnership members.  NHL Lanarkshire has recruited against 20 wtes and the funding for 10 wtes has 
been released via SLAs to third sector partners to provide specialist financial advice.  As such, it is not possible to define a headcount for the SLA component but it relates to a provision of service rather than the employment of 
posts.
Premises - there will be additional costs in relation to securing sufficient premises across the Board estate to host PCIP workforce, and this is further increased by ensuring that this is Covid secure.
IT infrastructure/equipment -  there will be additional costs in relation to providing an IT infrastructure for all services and equipment ie. laptops and phones for all PCIP staff.
** Mental Health -  In Lanarkshire, the current Mental Health provision sits under Action 15, if we wished to fully develop this across all practices under PCIP the increased numbers and finance would be needed.

Table 3:  Workforce profile 2018 - 2022 (WTE)

Financial Year

Service 2: Pharmacotherapy Services 1 and 3: Vaccinations / Community Treatment and Service 4: Urgent Care (advanced practitioners) Service 5: Additional professional roles

Service 5: Additional Professional roles 
(£s)

Service 6: Community link workers (£s)

Health Board Area: NHS Lanarkshire
Health & Social Care Partnership: North Lanarkshire HSCP 

   

Service 6: 
Community link 

workers

Please include how much you spent in-year from both PCIF and any unutilised funding  held in reserve

Financial Year

Service 1: Vaccinations Transfer 
Programme (£s)

Service 2: Pharmacotherapy (£s)
Service 3: Community Treatment and 
Care Services (£s)

Service 4: Urgent care (£s) * see 
comment box under Table 3



Joint Letter - GMS Contract Update for 2021/22 and Beyond 
 

 
 
Prior to the Scottish LMC Conference, we want to take this opportunity to emphasise 
our continuing commitment to the 2018 General Medical Services Contract in 

Scotland document (“the Contract Offer” or “Blue Book”) and to reconfirm the 
investment commitment into general practice and primary care. Our experiences and 
those of the wider system during the pandemic have confirmed to us that the 
principles and aims contained within the Contract Offer remain the right ones - 

collaborative multi-disciplinary teams working alongside GPs in their role as Expert 
Medical Generalists to manage patients in their own community. 
 
We have achieved a great deal and it is important we do not lose sight of that. But 

we must recognise we still have some way to go. Nowhere is this clearer than in our 
efforts over the last two and a half years to deliver enhanced multi-disciplinary 
teams; a key commitment in the Contract Offer. This is why we intend to make the 
reforms we have made a permanent part of the support that you receive from NHS 

Boards and Health & Social Care Partnerships – by putting them on a contractual 
footing. 
 
This presents a number of challenges as we will need to do it in such a way that 

continues the development of NHS Board-employed multi-disciplinary teams and the 
transfer of responsibility for services from practices to Health & Social Care 
Partnerships, as was originally intended in the Contract Offer. Patient safety will be 
paramount in our efforts to transform primary care and there can be no gap in 

service provision as a result of our proposed changes. On this basis, we have jointly 
agreed to the following approach for each of the multi-disciplinary team services 
committed to in the Contract Offer.  
 
Vaccination Services – Vaccinations that are still in the core GMS contract under 

the Additional Services Schedule, such as childhood vaccinations and immunisations 
and travel immunisations, will be removed from GMS Contract and PMS Agreement 
regulations by 1 October 2021. All historic income from vaccinations will transfer to 

the Global Sum 2022-23 including that from the five vaccination Directed Enhanced 
Services1.  
 
Whilst our joint policy position remains that general practice should not be the default 

provider of vaccinations, we understand that practices may still be involved in the 
delivery of some vaccinations in 2022-23 arrangements. Where this is necessary, it 
will be covered on a new Transitionary Service basis to be negotiated by SGPC and 
the Scottish Government in 2021 and payments will be made to practices providing 

these services from 2022-23.  
 

                                              
1 The Childhood Immunisation Scheme, the Influenza & Pneumococcal Scheme, the Meningitis B Immunisation Scheme, the 
Pertussis immunisation programme for pregnant and post-natal women, and the Shingles (Herpes Zoster) Immunisation 

Scheme. 



Pharmacotherapy – Regulations will be amended so that NHS Boards are 

responsible for providing a Level One Pharmacotherapy service to every general 
practice for 2022-23. Payments for those practices that still do not benefit from a 

Level One Pharmacotherapy service by 2022-23 will be made via a Transitionary 
Service until such time as the service is provided.  
 
Community Treatment and Care Services – Regulations will be amended so that 

Boards are responsible for providing a community treatment and care service for 
2022-23. Where practices do not benefit from this service, payment will be made via 
a Transitionary Service basis until such time the service is provided.  
 
Urgent care Service – Legislation will be amended so that Boards are responsible 

for providing an Urgent Care service to practices for 2023-24. Consideration will 
need to be given about how this commitment fits into the wider Redesigning of 
Urgent Care work currently in progress.  

 
Additional Professional Roles (e.g. Mental Health Workers, Physiotherapists, 
Community Link Workers) – The pandemic has highlighted the need for early local 

intervention to tackle the rising levels of mental health problems across all practices 

as well as the challenges in areas of high health inequalities. Working with Health & 
Social Care Partnerships and NHS Boards, we will consider how best to develop 
these services at practice level, and establish more clearly the ‘endpoint’ for the 
additional professional roles commitment in the Contract Offer by the end of 2021.  

 
Let us both be clear that we are not proposing to make any changes to practices’ 
responsibilities to provide essential services. There may be times where it is 
appropriate for a practice to provide a service opportunistically such as wound care, 

phlebotomy or repeat prescriptions. GPs will also still retain responsibility for 
providing travel advice to patients where their clinical condition requires individual 
consideration. But you will all have a contractual right to extended multi-disciplinary 
support in your communities as set out above. We also recognise that there will be 
by exception some practices in remote and rural communities where there are no 

alternatives to ongoing practice delivery identified through a satisfactory options 
appraisal. The Scottish Government and SGPC will negotiate a separate 
arrangement including funding for these practices.   

 
We also want to be clear that transitionary services are not our preferred outcome 
nor something we see as a long-term solution. We are keen for NHS Boards, Health 
& Social Care Partnerships and Board-funded GP sub-committees to do everything 

they can at local level to accelerate service redesign in the next 18 months. 
Regulation changes strongly signal our intent that GP practices will not be the default 
provider of these services in future and community multi-disciplinary teams will be a 
permanent part of the health and social care landscape. Throughout the process for 

making these changes, we will rely on your input, that of NHS Boards and Health & 
Social Care Partnerships as well as the public at large to ensure the changes 
proposed here are done in ways that remain true to the Contract Offer commitments. 
On this note, work will now begin between Scottish Government, the BMA, NHS 

Boards and Health & Social Care Partnerships on updating the Memorandum of 
Understanding under which these services will be delivered. 
 



We are also aware that whilst the focus of this letter has been on recommitting to 
and charting a course for the delivery of multi-disciplinary teams, we will however not 
enhance the sustainability of general practice through these steps alone. The 

Scottish Government remains committed to investing an additional £500 million per 
year in Primary Care by the end of this Parliament, including £250 million in direct 
support of general practice. It is important that we continue to have an updated 
understanding of the general practice workforce in itself and to that end, we commit 

to jointly analysing the workforce data provided by practices as soon as practical in 
2021 as well as issuing a voluntary workload survey shortly. This will be an important 
part of the groundwork for delivering the expansion of GP numbers by 2027 that 
Scottish Government is committed to. Finally, we remain committed to Phase Two of 

the GP Contract and will analyse the earnings and expenses data previously 
provided by practices in 2021.  
 
Our shared aim is to create for Scotland a world class publicly funded health care 

system which starts with General Practice and all the support networks around it. We 
look forward to further sharing our vision with you on how we make that happen with 
you at the Scottish LMC Conference.  
 

 

 
Jeane Freeman     Andrew Buist   

Scottish Government    British Medical Association  
 
02 December 2020 



 
 

Primary Care Directorate 
GP Contract Division 

 

 
 
 

 

Addresses  
 
Chief Executives NHS Boards 

Chief Officers 
Scottish GP Committee/BMA 
Primary Care Leads 

Enquiries to: 

Michael Taylor 

Tel: 0131-244 5483 

Michael.taylor@gov.scot  

13 April 2021 

 

Dear Colleague 

 

The 2018 GP Contract Offer (“the Contract”) was underpinned by a Memorandum of 

Understanding (“MoU”) which set out an agreement between Scottish Government, SGPC, 

Integration Authorities, and Health Boards on how to implement and deliver the Contract.  

 

The MoU covered the period from 1 April 2018 until 31 March 2021 three years being the 

negotiated period for implementation of the Contract. Scottish Government and SGPC have 

since recognised that it has not been possible for full implementation to be achieved by the 

original deadlines, in part as a result of the Covid pandemic, and agreed that the timeframe 

for implementation needed to be revised and extended. Details are outlined in the joint letter 

issued in December 2020. We therefore intend to issue an updated MOU as soon as possible. 

Until that time, the original MoU remains in effect until an updated version is agreed. 

 

While the updated MoU will not change the focus or the commitments of the original it will build 

upon what we have learnt since 2018 about developing and transferring services. 

 

Yours sincerely 

  

Naureen Ahmad 

Deputy Director and Head of GP Contract Division 

 
 

mailto:Michael.taylor@gov.scot


 

 

 

Memorandum of Understanding between Scottish Government, British Medical Association, 

Integration Authorities and NHS Boards 

 

GMS Contract Implementation in the context of Primary Care Service Redesign 

 

 

Introduction and Context  

The principles underpinning the approach to general practice in Scotland were set out in a document 

General Practice: Contract and Context – Principles of the Scottish Approach published by the 

Scottish General Practitioners Committee (“SGPC”) of the British Medical Association (BMA) and the 

Scottish Government in October 2016, noting that the Scottish Government and the SGPC are the 

two negotiating parties on commercial general practitioner (GP) contractual matters in Scotland. 

This Memorandum of Understanding (“MOU”) between The Scottish Government, the Scottish 

General Practitioners Committee of the British Medical Association, Integration Authorities and 

NHS Boards builds on these arrangements and represents a landmark statement of intent, 

recognising the statutory role (set out in the Public Bodies (Joint Working) (Scotland) Act 2014) (“the 

Act”) of Integration Authorities in commissioning primary care services and service redesign to 

support the role of the GP as an expert medical generalist. The MOU also recognises the role of NHS 

Boards in service delivery and as NHS staff employers and parties to General Medical Services 

(“GMS”) contracts.  

 

For the purposes of this MOU, we refer to Health and Social Care Partnerships (HSCPs) responsible 

for the planning and commissioning of primary care services.  

 

As an Expert Medical Generalist (as defined in the Scottish GMS contract offer document for 2018 

the “Scottish Blue Book”), the GP will focus on: 

 

 undifferentiated presentations,  

 complex care,  

 local and whole system quality improvement, and  

 local clinical leadership for the delivery of general medical services under GMS contracts.  

 

Expert Medical Generalists will strive to ensure robust interface arrangements, connection to and 

coherence with other parts of the wider primary care team (e.g. nurses physiotherapists), health and 

social care community based services and with acute services where required. The EMG will be 

supported by a multi-disciplinary team (MDT); maximising the contribution of both clinical and non-

clinical staff in medicine, nursing, allied health professions, links workers, practice management, 

administration and others. 

 

Delivering improved levels of local care in the community will have a clear benefit for patients and 

must rely on effective collaboration between GPs, HSCPs, NHS Boards and other partners, both in 

and out of hours, valuing the respective contributions of those who deliver these services. This will 

require clear articulation of the respective roles and responsibilities of GPs and other members of 

http://www.gov.scot/Publications/2017/11/1343


 

 

the primary care team both generally and in respect of each of the services set out in a HSCP Primary 

Care Improvement Plan (see Sections F and G of this MOU). 

 

The development of primary care service redesign in the context of delivery of the new GMS 

contract should accord with seven key principles:  

 

Safe –Patient safety is the highest priority for service delivery regardless of the service design or 

delivery model.  

 

Person-Centred - Partnerships between patients, their families and those commissioning and 

delivering healthcare services work to provide care which is appropriate and based on an 

assessment of individual needs and values and is outcome focussed, demonstrates continuity of care 

(in the context of both professionals and services), clear communication and shared decision-

making. Having regard to the five principles underpinning the Health and Social Care Standards: 

dignity and respect, compassion, to be included, responsive care and support and wellbeing.  

 

Equitable – fair and accessible to all.  

 

Outcome focused – making the best decisions for safe and high quality patient care and wellbeing.  

 

Effective - The most appropriate treatments, interventions, support and services will continue to be 

accessible, provided in the most appropriate place by the right person at the right time to everyone. 

Changes to service delivery should not result in any diminution of care or outcomes for patients.  

 

Sustainable – delivers a viable long term model for general practice that is resilient in the context of 

the wider community care setting on a continuous basis; and promotes and supports the 

development of the skill mix within the practice setting.  

 

Affordability and value for money – Making the best use of public funds; delivering the general 

practice model within the available resources; with appropriate quality assurance processes.  

 

An important determinant of success will be how the planned changes are implemented, seek to 

influence and depend on wider services.  

 

This change has already started with the move away from the Quality and Outcomes Framework 

introduced in the 2004 GMS contract. The new approach introduced by the GMS Statement of 

Financial Entitlements for 2016-17, sees GP practices working together in local Clusters with their 

HSCP and NHS Boards to identify priorities and improve the quality of services and outcomes for 

people. 

 

Further key enablers for change include:  

 

(1) Premises: The National Code of Practice for GP Premises sets out how the Scottish Government 

will support a shift, over 25 years, to a new model for GP premises in which GPs will no longer be 

expected to provide their own premises. The measures outlined in the Code represent a significant 



 

 

transfer in the risk of owning premises away from individual GPs to the Scottish Government. 

Premises and location of the workforce will be a key consideration in delivering the multi-disciplinary 

arrangements envisaged in the HSCP Primary Care Improvement Plan. Details on the criteria for 

lease transfer and for accessing interest free loans will be set out in the premises Code of Practice 

and summarised in the GMS contract offer document which sets out the terms of the proposed new 

Scottish GMS contract. 

 

(2) Information Sharing Arrangements: The Information Commissioner’s Office (ICO) has issued a 

statement that whilst they had previously considered GPs to be sole data controllers of their patient 

records; they now accept that GPs and their contracting Health Boards have joint data controller 

processing responsibilities towards the GP patient record. 

 

The new GMS contractual provisions in Scotland will reduce the risk to GPs of being data controllers 

by clarifying respective responsibilities within this joint controller arrangement. These contractual 

changes will support ICO’s position that GPs are not the sole data controllers of the GP patient 

records but are joint data controllers along with their contracting NHS Board. The contract will clarify 

the limits of GPs’ responsibilities and GPs will not be exposed to liabilities relating to data outwith 

their meaningful control.  

 

The new contractual provisions will lay the foundations for increased lawful, proactive and 

appropriate sharing of information amongst professionals working within the health and social care 

system for the purposes of patient care. 

 

(3) Workforce: The national health and social care workforce plan published on 28 June 2017 noted 

that Part 3 of the Plan, which would determine the Scottish Government’s thinking on the primary 

care workforce, would be published in early 2018 following the conclusion of the Scottish GMS 

contract negotiations. The Plan will set out a range of options at national, regional and local level for 

the recruitment and retention of GPs and the expansion of the capacity and capability of the multi-

disciplinary team. This will include plans for recruitment, training and development of specific 

professional groups and roles. 

 

A.  Purpose and aim of the MOU  

 

This MOU will cover an initial 3 year period 1 April 2018 to 31 March 2021 and is structured to set 

out the key aspects relevant to facilitating the statement of intent the document represents:  

 

Section A – Purpose and aim 

Section B - Parties and their responsibilities  

Section C - Key stakeholders  

Section D - Resources  

Section E - Oversight  

Section F – Primary Care Improvement Plans  

Section G – Key Priorities 

 



 

 

It provides the basis for the development by HSCPs, as part of their statutory Strategic Planning 

responsibilities, of clear HSCP Primary Care Improvement Plans, setting how additional funding will 

be used and the timescales for the reconfiguration of services currently delivered under GMS 

contracts. Plans will have a specific focus on the key priority areas listed at Section G of this MOU 

with the aim of transitioning their delivery by the wider MDT between 2018 and 2021.  

 

Taken together with the Scottish GMS contract offer document, the National Code of Practice for GP 

premises, and the National Health Service (General Medical Services Contracts) (Scotland) 

Regulations 2018, this MOU underpins the new Scottish GMS contract; and enables the move 

towards a new model for primary care that is consistent with the principles, aims and direction set 

by the Scottish Government’s National Clinical Strategy (NCS) and the Health and Social Care 

Delivery Plan. 

 

In addition, The National Health and Social Care Workforce Plan: Part 3 Primary Care, to be 

published following agreement on the new Scottish GMS contract, will set out the context and 

arrangements for increasing the Scottish GP and related primary care workforce and both the 

capacity and capability of the multi-disciplinary team.  

 

This MOU will be reviewed and updated by the parties before 31 March 2021 through arrangements 

that will be agreed by March 2018. 

 

B.  Responsibilities (of parties to the MOU) 

 

The respective responsibilities of the parties to this MOU are:  

 

Integration Authority responsibilities (typically delivered through the Health and Social Care 

Partnership delivery organisations): 

 

 Planning, design and commissioning of the primary care functions (including general medical 

services) delegated to them under the 2014 Act based on an assessment of local population 

needs, in line with the HSCP Strategic Plan.  

 The development of a HSCP Primary Care Improvement Plan, in partnership with GPs and 

collaborating with other key stakeholders including NHS Boards that is supported by an 

appropriate and effective MDT model at both practice and Cluster level, and that reflects 

local population health care needs.  

 Collaboration with NHS Boards on the local arrangements for delivery of the new Scottish 

GMS contract.  

 Section 2c of the National Health Service (Scotland) Act 1978 places a duty on NHS Boards to 

secure primary medical services to meet the reasonable needs of their NHS Board area. To 

achieve this, NHS Boards can enter into GMS contracts. HSCPs will give clear direction to 

NHS Boards under sections 26 and 28 of the 2014 Act in relation to the NHS Board’s function 

to secure primary medical services for their area and directions will have specific reference 

to both the available workforce and financial resources.  



 

 

 Where there is one or more HSCP covering one NHS Board area, the HSCPs will collaborate 

under section 22 of the 2014 Act in relation to the effective and efficient use of resources 

(e.g. buildings, staff and equipment) to achieve coherence and equity across service 

planning, design and commissioning.  

 Ensuring that patient needs identified in care plans are met  

 

Scottish General Practice Committee responsibilities: 

 

 Negotiating, with the Scottish Government, the terms of the GMS contract in Scotland as the 

negotiating committee of the BMA in Scotland.  

 Conducting the poll (and any future poll) of its members on the terms of the GMS contract in 

Scotland.  

 Representing the national view of the GP profession.  

 Explaining the new Scottish GMS contract to the profession (including communication with 

Local Medical Committees (LMC) and GP practices).  

 Ensuring that GP practices are supported encouraged and enabled to deliver any obligations 

placed on them as part of the GMS contract; and, through LMCs and clusters, to contribute 

effectively to the development of the HSCP Primary Care Improvement Plan.  

 

NHS Territorial Boards responsibilities: 

 

 Contracting for the provision of primary medical services for their respective NHS Board 

areas  

 Ensure that primary medical services meet the reasonable needs of their Board area as 

required under Section 2C of the NHS (Scotland) Act 1978.  

 Delivering primary medical services as directed by HSCP as service commissioners.  

 Arrangements for local delivery of the new Scottish GMS contract via HSCPs  

 As employers, NHS Boards will be responsible for the pay, benefits, terms and conditions for 

those employees engaged in the delivery of the priority areas set out in Section G.  

 

Scottish Government responsibilities: 

 

 Setting the legislative framework underpinning the commissioning of primary medical 

services by HSCPs and delivery by NHS Boards.  

 In collaboration with NHS Boards and with HSCPs, shaping the strategic direction and the 

development of commissioning guidance in respect of primary care that is in line with the 

aims and objectives set out in National Clinical Strategy and the Health and Social Care 

Delivery Plan.  

 Providing financial resources in support of the new Scottish GMS contract and primary care 

transformation (including the transfer of services) in line with the Scottish Government 

spending review process.  



 

 

 Making arrangements with stakeholders to meet the future GP workforce requirements 

both in terms of numbers and education and training.  

 Agreeing the metrics and milestones against which progress will be measured; with regular 

progress reporting as part of the existing statutory arrangements for reporting performance 

against Strategic Plans.  

 
C.  Key Stakeholders  

 

HSCPs must collaborate with NHS Boards as partners in the development and delivery of their 

Strategic Plan (and the associated Primary Care Improvement Plan). Local and Regional Planning 

arrangements will need to recognise the statutory role of the HSCP as service commissioners; and 

the partnership role of NHS Boards as NHS employers and parties to the GMS contracts for the 

delivery of primary medical services in their Board area.  

 

In addition to this, HSCPs have a statutory duty via the Public Bodies (Joint Working) (Prescribed 

Consultees) (Scotland) Regulations 2014 to consult a wide range of local stakeholders and 

professional groups on their Strategic Plans and take decisions on the size and shape of local health 

and social care services on a collective basis based on dialogue with the local communities and 

service users. In relation to the development of the Primary Care Improvement Plan that would 

include (but not be limited to): 

 

 Patients, their families and carers  

 Local communities  

 SAS and NHS 24  

 Primary care professionals (through, for example, GP subcommittees of the Area Medical 

Committee and Local Medical Committees)  

 Primary care providers  

 Primary care staff who are not healthcare professionals  

 Third sector bodies carrying out activities related to the provision of primary care  

 

In order to ensure that the provision of any new or reconfigured service has a patient-centred 

approach to care based on an understanding of patient’s needs, life circumstances and experiences 

it is important that patients, carers and communities are engaged as key stakeholders in the 

planning and delivery of new services. HSCPs should ensure that patient engagement is a key part of 

their Primary Care Improvement Plans.  

 

Good communications and understanding across the wider health and social care interfaces with 

both services and professional groups (e.g. primary/secondary, community health and social care 

services, district nursing, out of hours services, mental health services) will also be required to 

address direct patient care issues, such as prescribing, referrals, discharges, follow up of results and 

signposting. An important principle here is that each part of the system respects the time and 

resources of the other parts. There should not be an assumption that patient needs or work 

identified in one part of the service must be met by another without due discussion and agreement. 

This should ensure that patients do not fall through gaps in the health and care system. 



 

 

D.  Resources  

 

General Practice funding – through the GMS contract funding allocated to NHS Boards, general 

practice funding represents a significant element of the public investment in community and primary 

care. The published draft Primary Medical Services budget was £821 million in 2017-18 – funding the 

remuneration of 4,460 General Practitioners; the c.3000 practice staff they employ, both nursing 

and non-clinical, and the non-staff expenses of running practices. This investment enables over 23 

million healthcare interactions every year. The Primary Medical Services investment funds the part 

of the system that is the first port of call for most people’s healthcare needs most of the time. In 

addition to the direct care enabled by this investment, the clinical decisions GPs make – whether to 

treat; how to treat; whether to refer to further specialist treatment – have a much wider impact on 

the health and social care system. The “GP footprint” is estimated to be as much as four times the 

direct investment in Primary Medical Services. This investment through the contract is, therefore, 

critical to the sustainability of the whole health and care system. 

 

In March 2017 the Cabinet Secretary for Health and Sport announced that in addition to the funding 

for the provision of general medical services, funding in direct support of general practice will 

increase annually by £250 million by the end 2021-22. In 2017-18 £71.6 million was invested through 

the Primary Care Fund in direct support of general practice. Further investment will see this increase 

over the 3 financial years from 1 April 2018 to £250 million 2021-22. 

 

Process  

 

Specific levels of resource will be agreed as part of the Scottish Government’s Spending Review and 

budget processes and allocated in line with the arrangements set out in this MOU.  

 

Where appropriate these resources will be allocated to HSCPs through their NHS Board partners in 

line with the Scottish Government’s National Resource Allocation formula (based on population 

need and taking account of geography and of life circumstances, including deprivation). Resources 

will be spent for the purposes set out in this Memorandum and in line with each HSCP Primary Care 

Improvement Plan to enable the transition to be managed and implemented effectively. The HSCP 

Plans must demonstrate how the funding will flow/be used to enable the redistribution of work from 

GPs to others and to optimise the role and functionality of the wider MDT. HSCPs will agree these 

Plans locally. These plans will be developed in collaboration with local GPs and others and should be 

developed with GP Subcommittee (or representatives of by agreement locally) as the formally 

agreed advisors on general medical service matters. However, the arrangements for delivering the 

new GMS contract will be agreed with the Local Medical Committee. Integration Authorities will 

hold their officers to account for delivery of the milestones set out in the Plan, in line with their 

responsibility to ensure delivery of Strategic Plans, and through regular reporting to the Authority. 

Key partners and stakeholders should be fully engaged in the preparation, publication and review of 

the plans. 

 

The resources and any associated outcomes and deliverables (aligned to the Scottish Government’s 

National Performance Framework and the six Primary Care Outcomes) will be set out in an annual 

funding letter as part of the Scottish Government’s budget setting process. 



 

 

 

The extent and pace of change to deliver the changes to ways of working over the three years (2018-

21) will be determined largely by workforce availability, training, competency and capability, the 

availability of resources through the Primary Care Fund, and will feature as a key element of the 

National Health and Social Care Workforce Plan: Part 3 Primary Care. 

 

E.  Oversight  

 

New oversight arrangements for the implementation of the GMS contract in the context of wider 

primary care transformation in Scotland will be developed including:  

 

A National GMS Oversight Group (“the national oversight group”) with representatives from the 

Scottish Government, the SGPC, HSCPs and NHS Boards will be formed to oversee implementation 

by NHS Boards of the GMS contract in Scotland and the HSCP Primary Care Improvement Plans, 

including clear milestones for the redistribution of GP workload and the development of effective 

MDT working. 

 

National issue specific groups – A range of national issue specific groups with members drawn from a 

range of stakeholders, including NHS Boards, HSCPs and SGPC where appropriate will support and 

provide policy and professional advice to the national oversight group on a range of national policy 

areas relevant to the delivery of primary care transformation. These may include: GP Contract 

Implementation Group; GP premises; GP IT, e-Health; Data and Information; Remote and Rural; 

Nursing; GPN Group; Vaccination Transformation Programme; Patient Groups. 

 

As well as the requirements on the HSCP to develop a Primary Care Improvement Plan as set out in 

Section D, NHS Boards with HSCPs will develop clear arrangements to deliver the commitments in 

respect of the new Scottish GMS contract as set out in the Scottish GMS contract offer document. 

These arrangements will include the priority areas set out in Section G of this MOU and must be 

agreed with the LMCs. 

 

HSCPs should establish local arrangements to provide them with advice and professional views on 

the development and delivery of the Primary Care Improvement Plan. Arrangements will be 

determined locally and will take account of the requirement to engage stakeholders as set out 

above. The HSCP Primary Care Improvement Plan should be agreed with the local GP subcommittee 

of the Area Medical Committee with the arrangements for delivering the new GMS contract being 

agreed with the Local Medical Committee as set out above. HSCPs and NHS Boards will discuss and 

agree locally the arrangements for providing appropriate levels of support to enable this advice to 

be provided. 

 

Within HSCPs, GP clusters have a critical role in improving the quality of care in general practice and 

influencing HSCPs both regarding how services work and service quality. Improving Together: a new 

quality framework for GP Clusters in Scotlandi provides a framework for how that learning, 

developing and improving may be achieved. As GP Clusters mature, they will be expected to have a 

key role in proactively engaging with HSCPs, advising on the development of HSCP Primary Care 

Improvement Plans and working with their MDT and wider professional networks to ensure highly 



 

 

effective health and social care provision within and across the HSCP area and where relevant across 

HSCPs. 

 

HSCPs will support and facilitate GP Clusters to ensure their involvement in quality improvement 

planning and quality improvement activity as part of whole system improvement. Healthcare 

Improvement Scotland will work in support of HSCPs where required to ensure that GP clusters have 

the support they need to engage effectively in quality improvement activity. 

 

The Local Intelligence Support Team (LIST) already provides support to HSCPs and has been 

commissioned to provide support through HSCPs to GP clusters. This support involves on-site expert 

analytical advice to provide local decision-makers with meaningful and actionable intelligence, 

leading to improved outcomes for service users. 

 

F.  Primary Care Improvement Plan  

 
The collaborative implementation of the new GMS contract in Scotland should be set in the context 

of the HSCP Primary Care Improvement Plan. Plans must determine the priorities based on 

population healthcare needs, taking account of existing service delivery, available workforce and 

available resources. To support that aim HSCPs will collaborate on the planning, recruitment and 

deployment of staff. 

 

Some services which are currently provided under general medical services contracts will be 

reconfigured in the future. Services or functions which are key priorities for the first 3 years from 

2018 - 2021 are listed in Section G below. The expectation should be that, where appropriate, 

reconfigured general medical services should continue to be delivered in or near GP practices. 

 

Additional investment is intended to provide additional MDT staff, which should, where appropriate, 

be aligned to GP practices to provide direct support to these practices under the oversight of GPs as 

senior clinicians. It will be important that GPs continue to work to their responsibility to ensure that 

their premises remain fit for purpose, services remain accessible to patients, that they are 

responsive to local needs and can maintain continuity of care; all of which will allow GPs to deliver 

an effective, integrated service as part of the MDT. 

 

The HSCP Primary Care Improvement Plans will be considered alongside the NHS Board 

arrangements for the delivery of the GMS contract in Scotland in line with the requirements of the 

Scottish contract offer document. 

 

The Plan should also consider how the new MDT model will align and work with community based 

and where relevant acute services, subject to wider stakeholder engagement to be determined by 

the HSCP in line with their statutory duty to consult. 

 

Key Requirements of the Primary Care Improvement Plan:  

 

 To be developed collaboratively with HSCPs, GPs, NHS Boards and the stakeholders detailed 

in Section C;  



 

 

 To detail and plan the implementation of services and functions listed as key priorities under 

Section G, with reference to agreed milestones over a 3 year time period;  

 To give projected timescales and arrangements for delivering the commitments and 

outcomes in the priority areas under Section G and in particular to include intended 

timescales for the transfer of existing contractual responsibility for service delivery from 

GPs.  

 To provide detail on available resources and spending plans (including workforce and 

infrastructure);  

 To outline how the MDT will be developed at practice and cluster level to deliver primary 

care services in the context of the GMS contract.  

 Initial agreement for the Primary Care Improvement Plan secured by 1 July 2018  

 

G.  Key Priorities 

 

Existing work to develop and test new models of care has shown benefits from the effective 

deployment of other professional staff working within a wider MDT aligned to general practice. The 

priority between 2018 and 2021 will be on the wider development of the services detailed below. 

Changes to services will only take place when it is safe to do so. The service descriptions and delivery 

timescales given here are provided for the purposes of this MOU.  

 

(1) The Vaccination Transformation Programme (VTP) was announced in March 2017 to review and 

transform vaccine delivery in light of the increasing complexity of vaccination programmes in recent 

years, and to reflect the changing roles of those, principally GPs, historically tasked with delivering 

vaccinations.  

 

In the period to 2021, HSCPs will deliver phased service change based on a locally agreed plan as 

part of the HSCP Primary Care Improvement Plan to meet a number of nationally determined 

outcomes including shifting of work to other appropriate professionals and away from GPs. This has 

already happened in many parts of the NHS system across Scotland for Childhood Immunisations 

and Vaccinations. This change needs to be managed, ensuring a safe and sustainable model and 

delivering the highest levels of immunisation and vaccination take up. As indicated above, there may 

be geographical and other limitations to the extent of any service redesign. 

 

(2) Pharmacotherapy services – These services are in three tiers divided into core and additional 

activities, to be implemented in a phased approach.  

 

By 2021, phase one will include activities at a general level of pharmacy practice including acute and 

repeat prescribing and medication management activities and will be a priority for delivery in the 

first stages of the HSCP Primary Care Improvement Plan. This is to be followed by phases two 

(advanced) and three (specialist) which are additional services and describe a progressively 

advanced specialist clinical pharmacist role.  



 

 

 

(3) Community Treatment and Care Services - These services include, but are not limited to, basic 

disease data collection and biometrics (such as blood pressure), chronic disease monitoring, the 

management of minor injuries and dressings, phlebotomy, ear syringing, suture removal, and some 

types of minor surgery as locally determined as being appropriate. Phlebotomy will be delivered as a 

priority in the first stage of the HSCP Primary Care Improvement Plan.  

 

This change needs to be managed to ensure, by 2021 in collaboration with NHS Boards, a safe and 

sustainable service delivery model, based on appropriate local service design.  

 

(4) Urgent care (advanced practitioners) - These services provide support for urgent unscheduled 

care within primary care, such as providing advance practitioner resource such as a nurse or 

paramedic for GP clusters and practices as first response for home visits, and responding to urgent 

call outs for patients, working with practices to provide appropriate care to patients, allowing GPs to 

better manage and free up their time. 

 

By 2021, in collaboration with NHS Boards there will be a sustainable advance practitioner provision 

in all HSCP areas, based on appropriate local service design. These practitioners will be available to 

assess and treat urgent or unscheduled care presentations and home visits within an agreed local 

model or system of care. 

 

(5) Additional Professional roles - Additional professional roles will provide services for groups of 

patients with specific needs that can be delivered by other professionals as first point of contact in 

the practice and/or community setting (as part of the wider MDT); this would be determined by local 

needs as part of the HSCP Primary Care Improvement Plan. For example, but not limited to: 

 

 Musculoskeletal focused physiotherapy services  

 Community clinical mental health professionals (e.g. nurses, occupational therapists) based 

in general practice . 

 

By 2021 specialist professionals will work within the local MDT to see patients at the first point of 

contact, as well as assessing, diagnosing and delivering treatment, as agreed with GPs and within an 

agreed model or system of care. Service configuration may vary dependent upon local geography, 

demographics and demand. 

 

(6) Community Links Worker (CLW) is a generalist practitioner based in or aligned to a GP practice or 

Cluster who works directly with patients to help them navigate and engage with wider services, 

often serving a socio-economically deprived community or assisting patients who need support 

because of (for example) the complexity of their conditions or rurality. As part of the Primary Care 

Improvement Plan 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/systems 

of care and support. 

 



 

 

Workforce As part of their role as EMGs, GPs will act as senior clinical leaders within the extended 

MDT as described in this MOU. Many of the MDT staff deployed in the priority areas under (1) to (6) 

of Section G in the MOU will be employed by the NHS Board and work with local models and systems 

of care agreed between the HSCP, local GPs and others. Staff will work as an integral part of local 

MDTs. NHS Boards, as employers, will be responsible for the pay, benefits, terms and conditions for 

these staff. Some MDT members will be aligned exclusively to a single GP practice while others may 

be required to work across a group of practices (e.g. Clusters). Workforce arrangements will be 

determined locally and agreed as part of the HSCP Primary Care Improvement Plans. 

 

Existing practice staff will continue to be employed directly by practices. Practice Managers, 

receptionists and other practice staff will continue to have important roles in supporting the 

development and delivery of local services. Practices Managers should be supported and enabled to 

contribute effectively to the development of practice teams and how they work across practices 

within Clusters and in enabling wider MDT working arrangements. 
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Signed on behalf of the Scottish General Practice Committee  
 

 
 
 
Name: Alan McDevitt, Chair, Scottish GP Committee of the British Medical Association   
Date: 10 November 2017 
 
Signed on behalf of Health and Social Care Partnership Chief Officers  
 

 
Name: David Williams, Chief Officer, Glasgow HSCP and Chair, Chief Officers, Health and Social Care 
Scotland 
Date: 10 November 2017 
 
Signed on behalf of NHS Boards  

 
 
 
 
 
 

Name: Jeff Ace, Chief Executive, NHS Dumfries & Galloway and Chair, Chief Executives, NHS Scotland 
Date: 10 November 2017 
 
Signed on behalf of the Scottish Government  
 

 
 
Name: Paul Gray, Chief Executive, NHS Scotland 
Date: 10 November 2017 
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