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1. [bookmark: _Toc180739097][bookmark: _Toc182309488]Introduction

Welsh Government Policy prioritises the delivery of care closer to home, seeking to improve outcomes through prevention, early intervention and supported self-management. Easier access to care also improves user experience and can help to reduce inequity by removing potential barriers to care. The Primary Care Model for Wales (PCMW) supports local delivery through the organisation of care around local communities (cluster working). 

Moving care closer to home also supports the ambition of Net Zero Wales by redesigning the whole journey with care closer to home in a carbon-friendly primary care estate with a reduced need to visit hospital.[footnoteRef:1] The NHS Wales Decarbonisation Strategic Delivery Plan states that: - [1:  NHS Wales Decarbonisation Strategic Delivery Plan Smart Working P. 85-87] 

 ‘Strategic planning of non-acute healthcare will consider initiatives set out to modernise and improve health and social care in Wales. This includes greater use of technology to enable home monitoring of health conditions and increasing the community outreach by providing health and social care from hub locations closer to home.’

This paper describes a planning approach, through fully integrated systems thinking, to deliver services effectively and safely in the community.  It considers what system adjustments are needed, at local partnership and national levels, to drive an assumption of ‘community first’ or ‘community by design’.  This approach takes a person centred and value-based approach to care and support, being clear that all resources along a health pathway should be directed towards best outcomes and experience for service users.  

2. [bookmark: _Toc180739098][bookmark: _Toc182309489]Background

The Parliamentary Review of Health and Social Care in Wales (Welsh Government January 2018) recognised that there is a wide variation in the quality of outcomes and patient experience across Wales. It recommended a single seamless system of care was needed, organised around the individual and their family, as close to home as possible.   

A commitment to local delivery can build upon existing provision and avoid ‘diseconomies of scale’, ‘Far too many public service systems assess rather than understand, transact rather than build relationships, refer on rather than take responsibility, prescribe packages of activity rather than take the time to understand what improves a life’[footnoteRef:2] [2:  Saving money by doing the right thing: Why ‘Local by default’ must replace ‘diseconomies of scale’] 


A Healthier Wales (Welsh Government, 2018), the Welsh Government’s response to the Parliamentary Review, provides the 10-year vision for Health and Care services in Wales, with a focus on delivering the Quadruple Aim: 
· Improved Population Heath & Wellbeing, 
· Improved Quality of Services, 
· Increased Value of Services and 
· an Engaged and Sustainable Workforce.

It also set out the need to fully implement the Primary Care Model for Wales.



[bookmark: _Toc180739099][bookmark: _Toc182309490]2.1 The Primary Care Model for Wales 

The Primary Care Model for Wales supports the delivery of A Healthier Wales through a strengthened primary care system and increased community capacity. The development of the model was informed by the knowledge of primary and community care clinicians and a rich programme of pacesetter projects that sought to address the most pressing local challenges. 
[bookmark: _Toc180739100][bookmark: _Toc182309491]
2.2 Cluster working describes the place-based care approach adopted in Wales: 

“Primary care services provide the first point of care, day or night, for more than 90% of people’s contact with the NHS in Wales. General practice is a core element of primary care but is not the only element – other services such as pharmacy, dentistry and optometry increasingly provide care directly to the public. The primary care contribution is also – importantly – about coordinating access for people to the wide range of services in the local community to help meet their health and wellbeing needs. These community services include a very wide range of staff, such as community and district nurses, midwives, health visitors, mental health teams, health promotion teams, physiotherapists, occupational therapists, podiatrists, phlebotomists, paramedics, social services, other local authority staff and all those people working and volunteering in the wealth of independent sector and voluntary organisations which support people in our communities.”

Wales has 60 Clusters, agreed local footprints for the planning and delivery of care, providing focus on local needs and detailed analyses of current provision and potential developments. Where appropriate, services can be developed for multiple clusters, allowing flexibility of models to most effectively meet needs.  The Clusters have developed detailed assessments of local needs and are mapping existing provision and testing new models of delivery for each area. This analysis provides a comprehensive picture of the current provision of services and highlights gaps and opportunities for improvement. However, Clusters have had fewer opportunities to influence the planning and delivery of hospital-based services to bring services closer to the communities that they serve.

[bookmark: _Toc180739101][bookmark: _Toc182309492]2.3 Clinical Pathways 

The National Clinical Framework (WHC 2021/03) Welsh Government, March 2021), a clinically led outline of how services should be planned and delivered based on clinical pathways: templates that are evidence-based, whole system and whole lifespan. It recommends that national clinical pathways should be ‘high level’, describing interventions, outcome measures and standards for delivery. This allows the local determination of delivery to reflect local demography, geography and workforce skills and capacity.  The National Clinical Framework identified that Health Pathways could describe: 
· Population Pathways - how a defined group of citizens with a shared disease or characteristic should experience care e.g., diabetes, Learning Disability
· Organisational Pathways - what should happen in a particular Health Board area when implementing a population pathway 
· Patient Pathways - what an individual patient/citizen should experience given their particular circumstances’ i.e., individualised care, especially if multiple conditions/pathways apply

The development of Clinical Pathways requires organisations to consider the experience of service users and to identify the earliest opportunities for interaction. This approach provides an opportunity to realise the potential of fully integrated systems, challenging the accepted focus on referral as the trigger for secondary care engagement and encouraging a shared appreciation of patient needs, appropriate initial assessment and management options. The PCMW seeks to ensure that all clinical pathways maximise opportunities for self-management, reducing over-medicalisation by empowering individuals with appropriate information and support. Opportunities to improve people’s health and wellbeing and reduce unnecessary patient travel through lean and patient centred pathways will also bring about health and climate change co-benefits.


3. [bookmark: _Toc180739102][bookmark: _Toc182309493]What is ‘Community by Design’?

	
A Community by Design (CbD) approach drives service planning from the perspective of the service user and assumes, unless proven otherwise, that care can be provided in the community setting, utilising hospital-based care only when this is required by more complex or escalating clinical need.




This approach requires engagement by all clinicians across the pathway, to understand needs in the population and to bring the most effective and proportionate solutions to the community, maximising the skills of the whole multiprofessional team. 

Through exploration and understanding of needs, CbD also highlights nonclinical issues that are driving bed use such as absence or inadequate capacity of community support or unmet social care needs. 

Health pathways are developed based on best evidence.  Whether the service is then delivered partially or totally in the community will depend on multiple factors including, current workforce, estates, funding, clinical culture, and service user resources including their socio-economic environment, health literacy and support networks. CbD challenges a ‘usual practice’ approach and risk averse planning to design models of care that give the best outcomes for individuals and communities. 

All pathways are strengthened by a focus on prevention and self-management, and this can be supported through initiatives such as the Educating Patients Programme or group consultation models, ensuring consistent messaging and reducing inequity by addressing barriers such as health literacy. CbD approaches should ensure that the potential of prevention and self-management is maximised.   There should be a plan for fully delivery of each pathway over agreed timescales, which allows for the more effective use of existing resources. 

Whist the principle of CbD should be universal, a number of areas can be used to promote and establish this approach. These may include: 
I. [bookmark: _Hlk178870371]Diagnostics – where agreed pathways determine the appropriateness of test use and should allow expansion of access to diagnostic tests to community clinicians, 
II. Advice and shared decision making - providing consistent information and decision-making tools that can be used in the community setting
III. Management of risk- strengthening clinical communication through tools such as Consultant Connect to support community care and to achieve a shared understanding of community needs
IV. Clinical Intervention - expanding the availability of interventions that are already available in some areas 
V. Rethinking periodic monitoring/reviews – prioritising community delivery and considering patient led reviews
VI. Single patient record and integrated administration systems (call/recall, appointment booking, cancellation)
VII. Medicines management/Shared care using the skills of the wider MPT 
VIII. Full use of professional skills and scope of practice

Community engagement is a critical factor in all service changes and Clusters provide maturing local networks of professional, public and service user engagements to manage transition. Evaluation should be built into any service development proposals but use of PROMs/PREMs can also inform the need for change in established services. 

Appendix I sets out pathways, conditions, interventions, procedures and diagnostics that would benefit from this approach in the first instance.

4. [bookmark: _Toc180739103][bookmark: _Toc182309494]Delivering a CbD approach

‘In order to optimise the capacity, efficiency and effectiveness across health care settings, prudent health care principles and value-based healthcare will be the basis on which services are planned and delivered”.

Service redesign requires whole system engagement, with a focus on the best outcomes for service users. This should build on the wide range of innovative work already tested through Clusters and should maximise the potential of Health Pathways as a driver for more integrated systems of care. Action is required at all levels to enable real transformation. 

The role of Professional Collaboratives 
· Strong clinical networks focusing on the local community
· Peer networks sharing good practice 
· Identifying risks and developing effective mitigation strategies to inform Cluster prioritization 
· Identifying opportunities for innovation 

The role of Clusters 
· Detailed local needs assessments and plans for each community
· Clear analysis of service gaps and development opportunities
· Propose and test solutions designed to maximise the potential of the multi professional team approach to deliver care close to home 

The role of Pan Cluster Planning Groups 
· Development of a shared partnership vision for the community between health and local authority
· Clarity of needs assessment and agreement of local priorities
· Shared footprints for planning and delivery
· Mapping of resources
· Commissioning of primary and community services to deliver agreed pathways
· Public engagement to understand service user experience and to inform service redesign 

The role of Health Boards 
· Setting the strategic direction for the organization and its partners with care closer to home at the heart of local plans 
· Identifying programme budget allocations to allow resources to be repurposed within clinical pathways and directed to the most effective solutions
· Determining the skills and capacity required for delivery (including movement of current workforce and additional recruitment and/or training)
· Planning the provision of estates, equipment and materials 
· Delivering an appropriate governance system to ensure quality, safety and service transformation
· Designing organisational development support to enable continuous service improvement service 

The role of Regional Partnership Boards
· Setting the shared partnership strategic direction
· Championing collaboration
· Enabling pooled budgets 
· Moving towards structural alignment 
· Seeking assurance of the move towards increased out of hospital provision of care

The role of National Clinical Networks 
· Clinical leadership and engagement 
· Prioritising a Value-Based care approach to drive transformation
· Developing evidence based clinical pathways 
· Identifying all opportunities for home and community-based care 
· Championing the development of joint, community-based clinics to move care closer to patients, to strengthen professional communication and to develop the skills of primary and community care teams 

The NHS Plan 2025 should reflect this transformational approach and the steps to be taken towards its achievement. Performance reviews will seek evidence of progress towards these aims.
5. [bookmark: _Toc180739104][bookmark: _Toc182309495]Recommendations

1. National Clinical Networks should design care pathways to include clear actions for prevention, and early intervention with an assumption that the delivery of care of the majority of the pathway will be within the community unless hospital-based services are required.  

2. Health Boards should plan the delivery of all new services using a ‘Community by Design’ approach and work to redesign existing services to deliver greatest value and improve patient experience. “If an intervention does not need a hospital bed, then the default delivery setting for it should be in the community, with the resources moving with it”

3. Health Boards should consider initiatives and their co-benefits of health and the environment to enable care closer to home. Examples include greater use of technology to enable home monitoring of health conditions and reducing patient travel through increasing the community outreach by providing health and social care through community outreach locations.

4. When redesigning current provision or planning new services, Health Boards should use the Pan Cluster Planning Groups informed by Cluster expertise and analysis to support locally informed and integrated provision.

5. IMTPs should be specifically reviewed for evidence of ‘Community by Design’. 

6. All Health Boards should be fully engaged and prioritising the CbD approach with Clinical Networks to ensure that all clinicians are working to agreed national guidance adopted for local delivery.

7. Health Boards should ensure robust 24-hour risk management and clinical governance of all services transferred to the community.

8. Remote Advice and Guidance (e.g., Consultant Connect) should be available to match the hours the services are needed.
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[bookmark: _Appendix_2][bookmark: _Toc180739106][bookmark: _Toc182309497]Appendix 1 Services to be reviewed for delivery as Community by Design

Respiratory Monitoring
	 Relevant Clinical Pathways

	· COPD diagnosis
· COPD monitoring
· Asthma diagnosis
· Asthma monitoring
· Interstitial Lung Disease
· Spirometry
· Peak Flow
· Pulse Oximetry
· FeNO (for diagnosis of Asthma)


[bookmark: _Toc180739107]
Point of Care Testing

	Relevant Clinical Pathways
	Relevant Clinical Pathways

	Urgent Care – acute respiratory illness
· Acute Respiratory Illness (Infective)
· Exacerbation of COPD
· Exacerbation of Asthma 
· Community Acquired Pneumonia
· Pulmonary Embolism 
· CRP
· Influenza A and B
· COVID-19
· RSV 
· D-Dimers
· Pulse Oximetry
· Peak Flow
	Urgent Care - Assessment of Some Chest Pains
· Pulmonary Embolism
· Myocardial Infarction
· D-Dimers
· Troponin


	Urgent Care - Common Ailments and Anti-Microbial Stewardship
· Group A Strep
	Urgent Care – Acute DVT
· D-dimers
· CRP

	Urgent Care – Acute Arrhythmia & Atrial Fibrillation
· 12 lead ECG (Electrocardiogram)
· 24Hr ECG recording (Electrocardiogram)
	Urgent Care – Urology
· Simple Ultrasound Bladder Scan
1. For establishing acute retention


	Planned Care - Urology
· Urinary Flow Meter
(i) Prior to referral to aid diagnosis
(ii) As part of monitoring of established disease and treatment monitoring
· Simple Ultrasound Bladder Scan
(i) For establishing chronic retention
	Planned Care – Diabetes
· HbA1c
· Glucose
· Urinalysis
· Protein Creatinine Ratio


	Planned Care – Hypertension - Diagnosis
· Serial BP monitoring with patient-held devices to support diagnosis (loaned by independent contractor)
· Serial BP monitoring with service-held devices to support diagnosis 
· 24Hr BP monitoring and analysis
	Planned Care – Cardiology
· Echocardiogram
· 24Hr or 1-week arrythmia monitoring

	Planned Care – vascular disease
· Dopplers for DVT
	





[bookmark: _Toc182309498]Interventions and Procedures
[bookmark: _Hlk180677087]This group includes those specific interventions that provide a definitive treatment by a qualified professional with advanced skills or equipment and remove the need for onward referral into secondary care.

	Counselling 
	Vaccinations

	Frailty
	Paeds 

	Weight Management (AW 
	Diabetes Prevention (e.g. AWDPP)

	Cancer
· Rapid Diagnostic Centre
	Sexual Health – Infection testing
· Testing & Treatment
· PREP prescribing and monitoring

	Ear wax 
· Microsuction 
	Varicose veins (note INNU restrictions)


	Women’s Health ‘Hubs’ 
· Pessary Insertion
· Reversible Long-acting contraception
i) Injection
ii) Implant
iii) IUD/IUCD insertion
· Menopause assessment and treatment
· Mirena coil insertion
· Family Planning 
· Hysteroscopies 
· Pipelle Biopsies

	Phlebotomy 
· Phlebotomy for tests requested by the GMS contractor
· Phlebotomy for tests requested by secondary care
· The Electronic Test requesting function provided by DHCW needs to be tweaked to allow the results of requests initiated by secondary care to be returned to requestor and not to the GP. This would be in keeping with GMC and CMO standards. It would also allow hard quantification of the demand and help shift resources to where phlebotomy is best value.

	Minor Surgery (lumps and bumps)
· New DES to be developed 
· This should include a quality assurance review of operator’s performance to ensure only necessary surgery is performed and performed well
	Joint Injections
· A new DES to be developed 
· In some areas CMATs provide joint injections instead of DES


	Extended Minor Surgery, including low risk skin cancers
· Clarification is needed at HB level as to whether waiting lists would be shortened or managed differently if dermatology teams had wider access to these procedures in primary care.
	Vasectomy
a) Very successful GP-performed enhanced services exist in multiple areas.
b) There is a suggestion that nobody should be referred to secondary care for vasectomy without assessment by a vasectomy-GP first

	Diabetes 
Type 1 Chronic Disease Management
Type 2 Chronic Disease Management
Different models exist including:
· Community Diabetes Specialist Nurse-led care with the CDSN covering a cluster.
· Consultant Outreach – seeing patients in the community, leaving the hospital OPD.
· Community Consultant Diabetologist – the consultants operating completely in the community, going onto the wards only when requested.
· GPs with extended roles (HB employed) – tend to provide care akin to consultants without necessarily better results, often working from their own surgery premises. Useful extra pairs of hands rather than a model with any better outcomes.

	Learning Disability
a) The offer of the current Directed Enhanced Service is incomplete across Wales with less than half of all eligible people taking up the annual review.
b) Some of what is in the annual review document could be considered core GMS/Unified contract (e.g. medication review and long-term conditions management) but individuals make struggle to access services or be able to understand and follow through on the advice given 
c) There are successful examples of a proactive approach through the DES and from LD teams. There are opportunities to address social support through cluster or pan cluster working  and the more clinical elements can be addressed at practice level or through lead practice arrangements.


	Urology – Continence services
a) flow rate assessment.
· A simple test (patient urinates onto a weighing scale and the flow is calculated automatically. Management depends on the figures obtained)
· This can be part of a wider continence service or cluster/practice-based commission.
b) Bladder scan
· This is already conducted by district nurses and continence nurses in many areas. 
c) Continence aids & appliances & training & Therapies
	Cardiology	 
a) Heart failure (often nurse led)
b) Arrythmias
c) Problem Hypertension
· Models include GP with Extended Role (cf. existing cardiology GP scheme)
· There needs to be local agreement on the most appropriate model and the best use of clinical skills and capacity. 

	Fragility Fracture
· High mortality from second or third fractures can be reduced if the correct management is followed after a first fragility fracture. It is estimated that 400 people die a year in Wales because of this.
· Identifying people who have had a fragility fracture is key, as is referring them to a service where the appropriate diagnostics, medication and therapies are applied. 
· A joint approach is needed with potential for community follow up 
· A partnership approach should also be adopted to address the wider social determinants and ensure that an holistic approach is provided
	Urgent primary care 
· Acute GP Assessment Unit (may be subsumed into Urgent Treatment Centre (UTC))
· Overflow Service (shared hub for providing extra clinical capacity across a cluster where individual members cannot deliver it)
· Access to OOH blood testing with prompt (eg 6-12 hours) reporting , 
· Basic investigations such as CXR , ECG  and ultrasound offered within 24 hours with immediate reporting are now fundamental to primary care managing  acute/urgent  common presentations like low risk abdo pain, chest pain and breathlessness as well as acute deterioration (eg early acute confusion) in the complex elderly



[bookmark: _Toc180739108][bookmark: _Toc182309499]Diagnostics

For all Diagnostics, there are four key features for each diagnostic test that must be established prior to implementation:  

	1. Agreed Community Health Pathway that specifies how and when a test is to be used, to reduce unwarranted requests. Ideally this would be nationally developed through the national Health & Care Pathways Programme (Strategic Programme for Planned Care Recovery) but localised according to local workforce and population needs by established clinical editor teams.

	2. Technical Performance of the test
· A clinician will need training, and quality assurance of competence, before operating the device

	3. Clinical Interpretation of the test
· A test may only be interpretable by a specialist, or only by a clinician who has seen the patient physically. This may be in a different place to where the test is performed.


	4. Devices, Consumables and External Quality Assurance of the device and processes
· It is not enough to provide a machine, but it is necessary to resource the ongoing safe management of its use.



In each case it will be necessary to differentiate between technical performance of a diagnostic test (which could be done by a lower grade technician or support worker) and clinical interpretation of the result (which requires a higher-grade clinician, such as a nurse or doctor). National professional guidance should support these developments. 
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