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NHS Long Term Plan 

• Expanded community multidisciplinary teams aligned with new 

Primary Care Networks based on neighbouring GP practices  

• Individual practices in a local area will enter into a network 

contract, as an extension of their current contract, and have a 

designated single fund through which all network resources will 

flow. 

• Expanded neighbourhood teams will comprise a range of staff 

such as GPs, pharmacists, district nurses, community 

geriatricians, dementia workers and AHPs such as 

physiotherapists and podiatrists/chiropodists, joined by social care 

and the voluntary sector.  

 

 
 
 



Primary Care Networks 

• Essential building block of Integrated Care Systems. 

• Typical population of 30-50,000 with geographical coverage by July 2019. 

50,000 is a suggested upper level, not a strict requirement. 

• PCN must have boundary that makes sense to : a) Its constituent 

practices; (b) to other community-based providers , who configure their 

teams accordingly ; and (c) to its local community. 

• Introduction of a new Network Contract – this is a Directed Enhanced 

Service (DES) backed by financial entitlements. 

• Each Network will have a named accountable Clinical Director. 

• Integrated Care Systems will have a critical role in ensuring that PCNs 

work in an integrated way with other community staff such as community 

nurses, community geriatricians, dementia workers, and 

podiatrists/chiropodists.  

 

 

 
 



Primary Care Networks (PCNs) are a 

great opportunity… 

• Providing stability within a five year framework 

• Directing significant new resources to primary care to support resilience 

and accelerate working together 

• Enabling ownership at a level where people: 

- know their patients/population 

- know each other 

- can work together and get stuff done 

• Supporting new service delivery and joined-up care, for both physical and 

mental health, across a wider primary care team 

• Building on what we’ve achieved over the last few years through clusters 

and localities 

• Supporting mobilisation of the new model for community services 

• Laying the foundation for wider system transformation 

 

 
 

 



…forming the building block of 

integrated care 

 

 

 
 

Long term plan Function 

Integrated Care 

System (ICS) 

Strategic 

Integrated Care 

Partnerships 

(ICP) 

Provider Alliance 

Planning and 
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across providers 

Primary Care 
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Resilience 

Local Delivery 

Shared Resource 

STP 

Locality 

Primary 
Care 

Network 



Primary Care maturity matrix 

 

 
 

 



GP Contract – a 5 Year Framework 

• Indemnity Scheme 

• Primary Care Networks  

• New Workforce  

 - Clinical pharmacists 

 - Social prescribing link workers 

 - Physician associates,  

 - First contact physiotherapists  

 - First contact community paramedics 

• Network Services  

  - Structured Medications Review and Optimisation;  

- Enhanced Health in Care Homes, to implement the vanguard model;  

- Anticipatory Care requirements for high need patients typically    

experiencing several long term conditions 

- Personalised Care 

- Supporting Early Cancer Diagnosis; 

- CVD Prevention and Diagnosis; and  

- Tackling Neighbourhood Inequalities. 

 

 
 

 



We have already achieved a lot… 

 

 
 

 

 
 

• Clusters: involving primary, 
community and voluntary sector 
providers 

• Digital: Ask My GP, sharing 
appointments between GP 
practices using EMIS platform 

• IA:  delivered by localities  

• Test bed programme: delivering 
new services - e.g. mental health 
in primary care, clinics in practice 
at the weekend (CAB/Drugs and 
alcohol), mental health services 
for teenagers, new community 
nurse visiting service, locality wide 
social prescribing plan 

• Localities: driving change as part 
of Healthier Together – e.g. the 
Weston Frailty Model 

 

 



 

 
 

 



The Healthier Together Ambition 

• To build an entirely new model of local integrated care to help people stay 

independent, healthy and well in the community… 

 

• Frailty hubs and integrated frailty services 

• Diagnostic/urgent care hubs 

• Mental health services integrated at locality level 

• Community mobilisation and securing new routes of funding 

• Public health prevention and population health management 

• Locality diabetes model 

• Outpatient transformation 

• Support from specialists working at a locality level 

 
 

 



In Summary… 

• Significant opportunity and investment  

• Builds on our existing work and plans 

• Developing PCNs within Locality Framework 

• Recognise future opportunity for service transformation  

• Workforce challenges 

 
 

 


