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[bookmark: _Hlk143690266]This is a summary of the Urgent Primary Care Centre Programme Final Report Sept 2020- March 2023.This paper reviews impact and lessons learned during the All-Wales National Urgent Primary Care Centre Programme (UPCC). The programme began in winter 2020/2021 as part of the 24/7 workstream of the Strategic Programme for Primary Care, and was completed in March 2023.  This built on pilots that began in January 2019. The Programme sought to design and deliver, via additional funding, a new model of urgent primary care for the population of Wales.  The aim was to provide seamless urgent primary care, delivered at a local level, regardless of organisational boundaries, for people within 8 hours of contacting their local service.  This paper will amalgamate the learning from Phase 3 with those of Phases 1 and 2, (September 2020 – March 2023), demonstrating exceptional innovation, adaptability and patient focus by all participants.


Phases (click on the slide for a pop out explaining the three phases) 
Phase 1 – Pathfinder
Phase 2 – Design
Phase 3 – Consolidation


Definition of Urgent Primary care  

[bookmark: _Toc135034489]An initial literature review of over 60,000 papers highlighted a) this programme created a new dimension to urgent care and b) there were no academically recognized definitions to differentiate clearly what emergency care and urgent care was.  This programme devised and used the following definitions.  Expanded definition of Urgent Primary Care [bookmark: _Toc143794475]Simple Definition of Urgent Primary Care
Health and wellbeing issues that may result in significant or permanent harm if not clinically risk assessed and appropriately managed within the next 8 hours






Highlights
Participants worked with the University of South Wales (USW) to create:
1) Core Dataset – 47 items with 6 core data items; the format and content for an urgent primary care minimum dataset has been collectively agreed across Wales as important and identified by all sites as easy to collect.
2) UPC Development Matrix – a self-rating assessment tool to identify local needs and competencies, benchmarked annually by an external assessor from USW
3) Once for Wales UPC Patient Satisfaction Questionnaire (PREMS)– based on ‘Your NHS Wales Experience’.  
Patients had a high level of satisfaction and demonstrated their appreciation throughout UPCC sites with high PREMs scores:  85-95% rated their experience ‘Excellent’ where 90-100% felt they were involved in decisions as much as they wanted.


The 47-item data set, underpins local governance frameworks including clinical audit, formed a national core dataset for UPCCs fitting in with the Development Matrix and the larger framework of quantitative data collection in the UPCC National Performance Reporting Framework.     The USW, when reporting on progress during the programme using the Development matrix, found “UPCCs are able to show a positive direction of travel from the more transactional forms for practice to transformational forms… precisely the sort of change that was anticipated and hoped for’.


UPCC Models of Care

During the lifecycle of the programme, the objectives for Health Boards was to deliver UPPC models according to their own local population needs providing accessible quality care in the right place first time within eight hours.  Three delivery models have emerged throughout the programme;

i. Health Board Model: 24/7 urgent primary care centres managed by health boards, staffed by a mix of professional staff with the appropriate skills – four of the six participants offer this HB led UPCC service.  This model has a greater emphasis on managing demand linked to wider emergency /urgent care pressures across the system which includes OOHs, Emergency Departments, Minor Injury Units etc.
ii. Cluster(s)/Locality Model: Urgent primary care delivered on a cluster or pan cluster level by local General Practice workforce with some models linked to third sector mental health support. Three health boards offer cluster led UPCC services with emphasis on supporting urgent GMS activity.A ‘one type fits all’ service model did not emerge as the right approach will vary according to the local patient needs, population demographic, rural/urban geography, context, stakeholders, and availability of workforce and services.   

iii. Hybrid Model: Both HB and Practice/Cluster led and delivered in a community hospital.
The models have been successful in engaging GPs with significant referrals from GMS.  Referrals from other urgent primary care and ED/MIU partners tends to increase when co-located.  This model has pros and cons, when working with stakeholders it is easier to gain trust and enhance working relationships.  Moving towards a fully integrated front door model is easier when near stakeholders.  
The cluster/locality model initially took a little time to mature.  When culture and/or objectives align this model has flourished, demonstrating significant progress, speed and results, at times outpacing other models.  The cluster/locality model has provided an invaluable foundation for the clusters participating in the  Accelerated Cluster Development Programme of the Strategic Programme for Primary Care.Ensuring equitable access across geographical areas and the Health Board footprint and securing accommodation that will fit the services offered can be challenging.  



What good looks like  - As no one model could be endorsed as ‘best’ - as each model serviced their local needs - the question became: ‘What were the key underlying themes that were critical to guide sustainable,  successfully providing tailored patient care’?   The results are seen in the Framework and Components for UPCC’s


Measurement 

Measurement of progress was hindered by different platforms collating data in different ways, lack of system inter-operability and certain data having to be collected manually.  The national programme worked with all sites to develop a national core dataset that were considered helpful indicators, fitting in with the larger framework of both qualitative and quantitative data as well as feedback.  The UPCC National Performance Reporting Framework was developed with sites reporting monthly using a manual reporting system.  In tandem with this work DHCW was commissioned to work with programme sites to produce a series of future state measures to support the reporting of UPCC demand, activity, source of referral, patient outcomes and 8 hour reporting with supporting definitions.
	National UPCC Performance Reporting Framework – Current State

	Measure 1
	Total Number Of Contacts – broken down by face-to face/virtual

	Measure 2
	Total Number Of Contacts – dealt with by UPC Pathway

	Measure 3
	Total Number Of Contacts – split by source of referral

	Measure 4
	Total Number Of Appointments – available against how many utilised

	Measure 5
	Total Number Of Contacts - split by outcome

	Measure 6
	Total Number Referralls – from Practice/Cluster

	Measure 7
	Top 5 Most Seen Conditions




Performance Measure 1 – total contacts 


[image: A graph of a graph showing the results of a performance

Description automatically generated with medium confidence]As can be seen in measure 1, there was a significant increase in the UPCCs contacts over the course of the programme.  This demonstrates clearly the role that experience, and learning has in the ability of sites to accommodate a more demanding case load. The average total contacts were 4,997 during phase 2, expanding to an average of 7,989 in Phase 3.

Throughout Phase 3 there has been an incremental increase in monthly activity with a notable upward trend in face to face consultations during the last quarter.  Two new centres have opened since the begininning of 2023.  Since the pandemic, there has been a radical shift in the acceptance of alternatives to face to face consultations.

Learning and Development and Workforce
The development of staff was critical for governance, care and to manage UPCC’s.  Almost all sites indicated the importance of continual mentoring and development of staff.

The bottom-up approach aimed to empower the workforce, with staff determining their own solutions.  This has engendered confidence and engagement as participants know their local context and how best to use resources.  Indeed, there is now a strong sense of the UPCC community and the value it adds to patient care.

Stakeholders are now approaching UPCCs as possible training arenas for their own staff, and UPCCs also support learning and education by providing training. The table below reflects some of the initiatives developed to build the UPCC knowledge base:

	Building UPCC Knowledge Base:

	· Online UPCC Toolkit – updated & scalable information

	· Sharing learning & good practice including:

	· Peer learning – local & national

	· Bespoke workshops

	· National UPCC learning event

	· National HB OOH Peer Reviews extended to include UPCC – 24/7 urgent care focus

	· Patient story - animation

	· Developed Tools including:

	· National Framework for UPCC

	· National UPCC patient satisfaction survey

	· UPCC Minimum Standard Conditions - inclusion/exclusion criteria

	· National UPCC Performance Reporting Framework

	· National UPCC Evaluation Framework                                                                               - International literature review                                                                                         - Online Concept Mapping Exercise                                                                                   - Development Matrix



As UPCCs became established there were concerns that personnel would be more attracted to the scope of the work and thus leave other urgent care areas understaffed.  UPCCs are working across boundaries to encourage workaround solutions with partners.  Sites have joined with their ED/MIU/OOHs and UPC partners to provide a portfolio approach across departments supporting recruitment.  This has encouraging results, retaining those who otherwise would have left or retired.

There has been a significant move from the medical model to multi-professional teams, with professionals ‘working to maximum level of competency’.  The cultural shift required for this has been enhanced by the ‘early adopters’ who have demonstrated to other sites the efficacy of this model.  Audits have shown little difference in the care provided to patients between GP/ANP/IP’s.  
ResilienceDuring the programme, sites supported services through unexpected events such as COVID-19, reports of over 20% demand increase in care following the pandemic, Monkeypox, Group A streptococcus (Strep A) infections, ADASTRA Outage, as well as industrial action


Proof of concept in resilience has also been demonstrated with sites prioritizing care to support practices when escalating.  Additionally, UPCCs have also played a major role in general practice sustainability, supporting practices in day to day demand.  Reports demonstrate UPCCs have actively reduced the number of times practices have had to escalate.


System Wide
Some UPCC’s began as integrated with the wider systems and others were more ‘stand-alone’.  Both were appropriate given local responses to local needs.  As the programme matured, it has become clear that their value will increase through being part of the core portfolio of services offered locally and integrated with ‘business as usual’.When UPCC’s are seen to be aligned with core services and supported by leadership, integration is more likely to occur and the services provided by UPCC’s valued.  




Out of hours: OOH

Provision of 24/7 care was not part of the original UPCC remit; rather, it was envisaged that UPCCs would collaborate with OOHs to ensure effective handovers and consistent patient care. 

With local needs and priorities evolving and the maturation of the programme, many sites have extended their hours to hand over cases to OOHs and a few provide 24/7 care.  Again, responses vary, depending on local needs, access to skilled workforce and interoperability of systems.  

The models have been very successful in engaging GP’s. Certain models have been more successful engaging with other stakeholders (including cluster/locality models aligned to provide a powerfully cohesive framework to deliver patient care). 

Conclusion: reporting the programme

The programme has been, in many ways, a revelation.  It has shone a light on how and what can be achieved, the impact and difficulties encountered, and IT platform differences in collecting aggregate data, interconnectivity and reporting.  Integrating with the wider urgent care system is both essential and necessary; the management of alignment and integration between UPCCs and stakeholders will be key to sustainability.  

The Development Matrix has been a key metric during the entirety of the programme, and results confirm significant programme maturity.  As sites continue to develop, the UPCCs extended their offered services and reach (covering 81% of the target population at the close of the programme).

The UPCCs share a strong sense of purpose and generously share time and learnings with each other.  Surveys show high patient satisfaction with the care they received, due to highly motivated staff with a strong team ethic.  Overall, the multi-professional model has been adopted by most sites, where the strong focus on education is both moving towards professionals working to the maximum level of their competency and also contributing to training in the wider system.  

Appreciation is extended to the UPCC teams who provided data evidencing their determination, innovation, leadership and commitment to provide the best care they could to their local population.  Their results have begun a new conversation of what urgent primary care could be in the future.
[bookmark: _Full_paper_for]Full paper is available on request form : sppc@wales.nhs.uk 


Linked To visit the Urgent Primary Community care  toolkit please click here. 
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