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The purpose of this paper is to update the Integration Joint Board on the development and
implementation of the NHS Greater Glasgow and Clyde Primary Care Strategy 2024-29.

Allen Stevenson, Director of Primary Care NHSGGC

Presented by Ann Forsyth, Head of Primary Care Support NHSGGC

Action required

Integration Joint Board members are asked to note the contents of the report.

Directions Implications

X No Directions Required ] Finance [ Risk

[ Directions to East Renfrewshire Council (ERC) [] Policy [] Legal

[ Directions to NHS Greater Glasgow and Clyde (NHSGGC) | [_] Workforce [ Infrastructure

[ Directions to both ERC and NHSGGC [] Equalities [ Fairer Scotland Duty




26

EAST RENFREWSHIRE INTEGRATION JOINT BOARD

26 June 2024

Report by Chief Officer

NHSGGC Primary Care Strateqy and Implementation 2024-29

PURPOSE OF REPORT

1. The purpose of the report is to update the Integration Joint Board on the development and
implementation of the NHSGGC Primary Care Strategy, and share the Strategy and
Implementation plan for noting.

RECOMMENDATION

2. The IJB is asked to:

a) Note the contents of this report and its appendices:
Appendix A: NHSGGC Primary Care Strategy 2024-29
Appendix B: NHSGGC Primary Care Strategy 2024-29 — Summary Implementation
Plan
e Appendix C: NHSGGC Primary Care Strategy 2024-29 — EQIA

b) Receive an annual update on delivery of the programme.

c) Comment on the Strategy.

BACKGROUND

3. Thisis NHSGGC's first Primary Care Strategy. It spans five years to 2029 and aligns to
NHSGGC’s Delivery Plan and long term transformation programme (Moving Forward
Together), as well as East Renfrewshire HSCP’s Strategic Plan 2022-2025.

REPORT

4. The attached Primary Care Strategy (PCS/‘the Strategy’) 2024-2029 sets out NHSGGC'’s
strategic ambitions for primary care over the next five years, alongside a high level work
plan which, once approved will support East Renfrewshire HSCP’s Strategic Plan 2022-25.

5. The Strategy defines primary care as all those services and staff working within the four
independent contractor settings (dentistry, general practice, optometry, and pharmacy) as
well as a range of NHSGGC / HSCP provided services. Together, these include:

e Advanced Practitioner Physiotherapists
e Dental and Oral Health, including Dental Out of Hours
e Chronic Disease Management
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Community Optometry

Community Pharmacy

Community Treatment and Care

General practice and GP Out of Hours including Urgent care
Community Link Workers (Social Prescribing)

Mental Health in Primary Care

Pharmacy Service

Vaccination

6. The Strategy sets out a vision for a sustainable primary care at the heart of the health
system. People who need care will be more informed and empowered, will access the right
professional at the right time, and will remain at or near home whenever possible. Multi-
disciplinary teams will deliver care in communities and be involved in the strategic planning
of our services.

7. Long term primary care outcomes are aligned to NHSGGC'’s transformation programme
Moving Forward Together, and the associated transfer of the balance of care, based on a
tiered model of provision.

8. The long term outcomes for primary care are as follows:
e We are more informed and empowered when using primary care
e Our primary care services better contribute to improving population health
e Our experience as patients in primary care is enhanced
e Our primary care workforce is expanded, more integrated and co-ordinated with
community and secondary care
e Our primary care infrastructure — physical and digital — is improved
e Primary care better addresses health inequalities.

9. The Strategy sets out the operating context of primary care in NHSGGC and its HSCPs,
including key challenges and risks to success. The ambition is that Strategy delivery will
enable, in the short term:

e A sustainable workforce that is sufficiently staffed and skilled, and shares a common
purpose;

e A step-change in data and digital technology innovations to improve patient health
and care outcomes;

e Integrated care and well-connected services, supported by effective teams, improved
system-wide working, leadership and planning; and

e Patients to have an improved understanding of available services and a better ability
to navigate between primary care services.

10. In the medium to long term, the Strategy aims to enable:
e People to access the right service at right time, more flexibly and in ways that suit
them
e Strengthened prevention, early intervention and wellness
e Better access to trusted information on health and care
e Strengthened contribution to reducing health inequalities.
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11. The Strategy has been developed following wide consultation with strategic and operational
health and care staff in NHSGGC, as well as with members of the public, and this has
enabled its ambitions and priorities to be collaboratively defined, validated and refined.

CONSULTATION AND PARTNERSHIP WORKING

12. As the strategy applies to NHS Greater Glasgow and Clyde, there has been significant
engagement with East Renfrewshire and other HSCPs. The engagement with people
accessing our services and with people providing them has driven Strategy development.
Over two development phases, there were almost 2,000 contacts with patients/public
partners and professionals, with engagement across both sectors broadly balanced.

13. Within East Renfrewshire there has been engagement with the Chief Officer, Strategic
Planning Groups, NHS Staff Side Partnership representatives, senior clinicians, managers
and practitioners in health and social care, as well as with members of the public. Staff
groups and contractor representatives have been routinely consulted and briefed on the
strategy, including its key priorities. Engagement has taken place via attendance at
organisational meetings (e.g. Chief Officers; Strategic Planning Group; Area Partnership
Forum) as well as dedicated Strategy consultation and engagement sessions, in-person
and online (with wider professionals and members of the public).

14. Priorities and wider areas for development were identified and agreed with the Primary
Care Programme Board Strategic Group, whose membership includes independent
contractor and provider member bodies (e.g. Local Medical Committee (LMC) and GP Sub
Committee) and representatives from NHSGGC Area Partnership Forum (APF).

IMPLICATIONS OF THE PROPOSALS

Finance

15. The Strategy sets out the funding arrangements for primary care services in NHSGGC.
Supporting delivery, as set out in the summary implementation plan, will be delivered within
the agreed financial allocations which, for contractor groups, are set nationally.

Policy
16. There are no policy implications.

Workforce

17. There are staffing implications in terms of future workforce planning, composition and
enhancement that will be further defined as the Primary Care Workforce Strategy is
developed in 2024-25. Such changes will be identified and managed in partnership with
NHS Staff Side Partnership representatives and professional bodies, and in accordance
with Health and Care (Staffing) (Scotland) Act 2019 and organisational change policies.

Risk

18. The NHSGGC Primary Strategy sets out the future role of primary care as the centre of our
health and care, with care at or close to home wherever possible and clinically appropriate,
and supporting wider transformational change in NHSGGC. An initial risk register has been
developed and will be updated following Board approval of the Strategy and summary
implementation and onward programme progress.
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Key strategic risks to the success of the Strategy are set out below:

* Achieving the strategy’s ambitions will require meaningful collaboration across
NHSGGC/HSCP and independent contractor workforces.

* Continued increase and/or large swings in prescribing costs and the accompanying
impacts on primary care budgets could lead to additional funding pressure on HSCP
budgets.

* Insufficient funding, system resource/capacity and delayed confirmation of budgets
significantly restrict the ability to effectively plan and deliver, including limited availability
of good quality primary care data and analytical capacity.

* Increases in demand and levels of poor health create significant pressures with the
potential to impact on primary care’s ability to deliver effectively.

* Recruitment and retention difficulties across most staff groups.

» Sufficient pace of digital transformation across primary care e.g. e-prescribing.

* Managing public expectations and securing their support to change primary care
responses to need.

* Lack of appropriate accommodation to facilitate the expansion of multi-disciplinary
working and/or locally available care.

Legal

20.

There are no legal implications.

Infrastructure

21.

22.

Digitally enabled care is one of four priority areas, and will focus on the introduction of a
shared care record accessible to all primary care clinicians, alongside improvements to
patients’ access to information and, pending national developments, roll-out of step-change
improvements to GP IT re-provisioning and e-prescribing.

Primary care accommodation use may evolve to better support patient care to be as local
and flexible as possible; the NHSGGC Primary Care Asset Strategy will scope and define
ambitions and planned activity to deliver on them, ensuring alignment with HSCP property
plans.

Equalities

23.

The Strategy sets out dedicated action to improve equity and reduce inequalities in the
design and delivery of primary care services, as well as targeted action in each of the
Strategy priorities and wider areas for development (pages 42-43). An equality impact
assessment (EQIA) has been completed on the Strategy. This can be found at Appendix C
and will be finalised on approval of the Strategy by NHSGGC Board. It commits to
continued patient engagement, incorporation and review of equalities learning in
implementation, aligned to our Public Sector Equality Duties, 2010 (Scottish Government,
2016).

Fairer Scotland Duty

24,

Consideration of the socio-economic impact of the Strategy ambitions and mitigating action
were incorporated into the Equality Impact Assessment and will be reviewed during the
lifetime of the Strategy.
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DIRECTIONS

25. No direction is required.

CONCLUSIONS

26. In summary, the NHSGGC Primary Care Strategy aims to take a whole system approach to
action, in particular on our key priorities (optimising our workforce; digitally enabled care;
effective integration, interfacing and all-system action), to support medium to long term
outcomes to be achieved.

RECOMMENDATIONS

27. The IJB is asked to:

a) Note the contents of this report and its appendices:
e Appendix A: NHSGGC Primary Care Strategy 2024-29
¢ Appendix B: NHSGGC Primary Care Strategy 2024-29 — Summary
Implementation Plan
e Appendix C: NHSGGC Primary Care Strategy 2024-29 — EQIA

b) Receive an annual update on delivery of the programme.

c) Comment on the Strategy.

REPORT AUTHOR AND PERSON TO CONTACT

Claire Fisher, Clinical Director
Claire.fisher@ggc.scot.nhs.uk
0141 451 0749

30 May 2024

Chief Officer, IJB: Julie Murray
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Foreword

We are pleased to set out primary care’s shared
contribution to the health and wellbeing of people in
NHS Greater Glasgow and Clyde (NHSGGC) over the
next five years.

For the first time, primary care services in NHSGGC
have come together to define shared ambitions and
make a joint strategic commitment to achieve them.

We have developed this strategy collaboratively,
bringing together representatives from the full range

of primary care services to grow our shared vision and
purpose. We have also engaged with the wider network
of health and social care, community and specialist
services to incorporate their perspectives around the
best improvements to make. Perhaps most importantly,
we have spoken with a substantial number and range
of patients to understand what is most important in a
‘good’ primary care.

The Strategy launches at a time of significant challenge,
which is a fundamental driver for combined action

to sustain and improve our impact. Focussing on our
shared opportunities to improve will allow us to make
best use of available resource and real advances across
our services.

Our vision is of a sustainable primary care, at the
heart of the health system. People who need care
will be more informed and empowered, able to
access the right professional at the right time, and
remain at or near home where possible. Multi-
disciplinary teams will deliver care in itie:
and be involved in the strategic planning of our
services.

NHSGGC Primary Care Strategy
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We commit to improving patient care, our workforce,
and our system of care. We will work together to ensure
that we improve services, with patients at the centre.
Realising our ambitions in the current context requires a
sharp focus on where we can best bring benefit. We will
do this through a whole system approach across primary
care, plus collaboration with the wider system, data and
evidence-informed approaches, and national advocacy.
This approach will ensure that our strategic ambitions
align with broader NHSGGC transformational change.

We would like to thank everyone for their support and
contributions through the process.

Jane Grant
Chief Executive, NHSGGC
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Executive Summary

Executive Summary

Primary care is the first point of contact in the healthcare system - a front door to the wider NHS. It is critical to our health and
wellbeing and to sustaining wider health and care resilience by intervening early to protect health and prevent ill-health, as far

as possible.

Our five year strategy for primary care sets out our long
term vision and approach to primary care transformation
in NHS Greater Glasgow and Clyde (NHSGGC).

Our priorities and areas for action are set within a
strategic framework that builds on the significant work
already underway to improve our communities’ health
and wellbeing.

We know that the pandemic changed the conditions
that we operate within. It rapidly accelerated how
services are planned and delivered and opened up new
ways for people to access them. As our population
needs grow, primary care must evolve to be able to
continue to respond. We need to do this in a way that
makes best use of current resource and aligns well with
wider system change.

This Strategy provides a high-level overview of our
contribution, the context that we operate within, and
the changes we want to make. It also defines our
contribution to plans for wider system transformation
across all-NHSGGC.

This Strategy is an opportunity for all of primary care
to take a whole system approach to transformation,
through new ways of working and by scaling up
good practice.

NHSGGC Primary Care Strategy

Our ambition is that, by 2029, we will enable:
In the short term:

1. Asustainable workforce that is sufficiently staffed
and skilled, and shares a common purpose;

2. Astep-change in data and digital technology
innovations to improve patient health and
care outcomes;

3. Integrated care and well-connected services,
supported by effective teams, improved system-
wide working, leadership and planning; and

4.  Patients to have an improved understanding of
available services and a better ability to navigate
between primary care services.

In the medium to long term:
5. People to access the right service at right time,
more flexibly and in ways that suit them;

6. Strengthened prevention, early intervention
and wellness;

7.  Better access to trusted information on health
and care; and

8.  Strengthened contribution to reducing
health inequalities.
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Executive Summary

Scope of the Strategy

We use the term ‘primary care’ to describe those
services that people often use as the first NHS point
of contact for their health needs. These are usually
provided by general practice, pharmacy, dentistry,
optometry (the four main independent contractor and
practitioner groups) in our local communities.

Primary care also includes a range of professionals
working in wider multi-disciplinary teams e.g.,
community link workers, pharmacy professionals, allied
health professionals e.g. physiotherapists, occupational
therapists, dieticians, podiatrists, advance nurse
practitioners (ANPs), health support workers, practice
managers, care co-ordinators, and social prescribers.

We describe a whole system approach being taken

by all our primary care services and workforce working
together, as set out above. We also want to work with
the wider health and care system — that is, specialist
and hospital services, as well as social care and third

sector partners.

How we will deliver

Implementation of the Strategy will be directed and
overseen by NHSGGC Primary Care Programme Board
whose members include all primary care sectors and
leads, as well as professional representatives for all
independent contractor and provider bodies.

Progress with implementation will be reported primarily
to the NHSGGC Corporate Management Team and
HSCP Chief Officers, which will ensure that delivery

of the Strategy aligns with wider NHSGGC strategic
change and HSCP Strategic Plans.

We will set out our work to deliver the Strategy in a

five-year implementation plan, which will include key
areas of delivery: what will be done, when, and how

we will know we have been successful.

It will also set out arrangements to progress wider
primary care commitments from existing NHSGGC
strategies. We will refresh this annually to ensure it
remains up to date.

We will undertake regular monitoring and evaluation of
our work to deliver the Strategy to ensure that we can
understand and improve the impact of our work. That
will focus on the positive results for our patients, as well
as to our workforce and healthcare system. Learning will
shape future service planning and delivery, including our
next strategy for primary care.

NHSGGC Primary Care Strategy
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Introduction

This Strategy sets out how we will maximise our
contribution to the health and wellbeing of the people
of NHSGGC, through collaborative action. It is for
everyone in NHSGGC: people who need primary care
services and those who are working in primary care. Our
Strategy launches at a time of significant strategic and
operational challenge. Ensuring we continue our crucial
work is the first and fundamental focus of this Strategy.

Primary Care is understood to support the majority of
all healthcare contacts across NHSGGC, undertaking
a wide diversity of treatment and support through
dentistry, general practice, optometry, pharmacy,

and services provided by Health and Social Care
Partnerships.

As a very broad guide during 2022/23, approximately
83% of all NHSGGC activity took place in general
practice, dentistry, optometry, and community pharmacy
services alone (see Appendix 2). Our services are
delivered by Health and Social Care Partnership (HSCP)
and Health Board employees, as well as by independent
contractors and providers and their employees within
dentistry, general practice, optometry and pharmacy,
plus commissioned services. Primary care is generally
accessible close to home, in local communities and
HSCP areas.

Introduction

Figure 1: NHSGGC Primary care services

The following sections set out our vision for future
primary care and the outcomes we want to achieve

- for patients, our workforce, and our health and care
services. We describe key aspects of the context that
we operate within, and our current contribution, and
then set out our areas for action.

NHSGGC Primary Care Strategy



Our vision and outcomes

Our vision and outcomes

As we launch our first primary care strategy for
NHSGGC, we want to maintain our ambition while
appreciating the constraints that we work within.

In doing so we aim to maximise our contribution to
protecting and improving health, and to the success of
all our health and care.

Our future primary care

Our vision is of a sustainable primary care, at the
heart of the health system. People who need care will
be more informed and empowered, will access the
right professional at the right time, and will remain at
or near home wh possible. Multi-disciplinary
teams (MDTs) will deliver care in communities and be
involved in the strategic planning of our services.

Primary and community care services are core to the
success of this vision, and we recognise that we will

need to grow our resource to support the increased
demand and volume of care.

We want to see a sustainable primary care at the centre
of our healthcare system. This means a tiered model

of care available to everyone, with different levels of
advice, treatment and support tailored to what we

NHSGGC Primary Care Strategy

In the long term, we aim to continue and expand
local care, with less dependency on hospital
treatment.

need. It means a model responsive to changing levels

of demand and resource, designed and resourced to
deliver on our goals, and with people at the centre of all
that we do. This will increase locally available care, with
the best professional to provide it. More direct access to
MDTs will reduce the need for routing through general
practice, and free up GP and other professionals’ time
for patients needing their specific expertise.

The tiers can be visualised as follows:

cialist hospita Can

o\ COMMuUR;;
e LTS

n

o
Person at the
centre

loca/ hospita\ o

Figure 2: Tiered model of healthcare (NHSGGC, 2019: 75)
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Our vision and outcomes

These tiers of care range from:
¢ good advice that helps us look after our health
daily to the best of our ability - (‘'supported self-
management’); to

e the first point of contact for health needs (primary,
community services); to

* wider supports and specialist outreach teams - all
close to home (specialist community and acute
outreach); to

* more specialised care delivered in dedicated
centres, where the complexity or seriousness of
our health concerns demand it (hospital care).

The outcomes we want to achieve

Figure 2 sets out our primary care outcomes in
NHSGGC. These include improvements to our patients'
health and wellbeing, to our workforce, and across our
primary care system. We want to better contribute to
population health, and to action on health inequalities.
We want to support patients to be more confident and
knowledgeable when using primary care, and to have

a better experience in the process. People will be able
to access the right professional when they need it, at
home or as near to home as possible. MDTs will become
increasingly important in the delivery of local care in our
communities, and be involved, alongside patients and
partners, in the strategic planning of our services.

Primary Care Outcomes

We are more Our primary Our experience
informed and care services as patients in
empowered  better contribute  primary care is
when using to improving enhanced
primary care population
health
Our primary ~ Our primary care Primary
care workforce infrastructure care better
is expanded, — physical and  addresses health
more integrated digital - is inequalities
and co-ordinated improved

with community
and secondary
care

Figure 3: NHSGGC primary care outcomes

These outcomes will support NHSGGC's strategic
aims of better health and better care. Shared action
will support local HSCP strategic plans, which align to
NHSGGC's ambitions and cover all health and social
care activities.

We have set out our aims in the context of significant
wider transformational change, as set out in NHSGGC's
Moving Forward Together (MFT) programme, which
aspires to modernise all NHS care and spans the next
20-30 years.

NHSGGC Primary Care Strategy



Our three horizons

Our three horizons

The following model sets out the changes that we

aim to achieve in the short, medium and long term.
These reflect our early attention to putting in place
long term plans to improve key enablers, such as our
workforce and estate. The changes that we expect to
see in the medium term, and their longer term impacts
are also described.

We will undertake a range of activities to achieve our
ambitions and these are summarised below. Perhaps
the most crucial of these is whole system action across
primary care.

The complexities of primary care arrangements
mean that we need to collaborate with and across
independent contractor and provider groups,
through local and national negotiation. We recognise
that we must deliver together to achieve our aims.

We will develop this model further throughout
Strategy delivery. It will inform our onward approach to
monitoring and evaluating the impact of our actions.

NHSGGC Primary Care Strategy

The actions in this Strategy align with and compliment
the global ambitions of MFT, which include:

&

More efficient  Preventing unnecessary
services admissions

Shorter Assisting discharge
hospital stays with community support

Our action across primary care will also support our
national ambitions, as set out in our national health and
wellbeing outcomes (Scottish Government, online).
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Our three horizons

Our model for change

wurs weoum e (iNGEvR RS W
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Progg‘:::me and delivery Strategies Improved 9 that builds empowered when
r:::;f mz‘th on people’s using primary
(PCPB) Develop a shared Shared care information & Improved access PO care
P o 5 information draws on the
care record record accessible e to the right
to all primary b i resources Our experience
. care right professional, available to as patients in
b, Patient pathway at the right time support them primary care is
leadership, in their local enhoncad
system working Ly ) Guidance on new communities
and planning el patient pathways More adaptable
estate oy hanced Improved Our primary
journeysintoand  knowledge, skills !
System and Process o a h h care services
Strategies are in through PC and awareness i
- process and system P " better contribute
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plan design and necessary to care better sustained an
delivery Increased holistic, person- care. addresses health maximised
Communications understanding of centred care (IT/ inequalities
Infrastructure — and engagement  local health needs Digital/clinical/ '“:a':s;"zg":;“'
digital and estate  Consultation and plan s T Improved pt wider) P p2city)
engagement with e Sl P Our primary care
professionals and e — prove infrastructure,
Strategy, data patients Communications services/supports joadership: ph;
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and evidence e AR practice
Quality i those who need
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Workforce and delivery of home wherever unnecessary use .
A 3 h community and
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GGC/HSCP) evaluation reporting secondary care Y

Better and more sustainable primary care, through
improvements for patients, workforce and system

External factors (political, economic, social, technological) may impact on success:
e.g. New government; collaboration; cost of living; social determinants; national delivery in key areas such as e-prescribing or estates

NHSGGC Primary Care Strategy
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Current State Future State

My health & wellbeing My health & wellbeing
| usually go to my GP first for help with my health and wellbeing & - .- Y | know how to access a range of local primary care services directly

Sign-posting & communication Sign-posting & communication
' : | can access the information | need to look after my health
| don’t know what supports are available to me

with confidence and as well as possible
or how to access them ® ® P

Easier access

| often have to travel to appointments @ Easier access

near or further from home | can receive care closer to home wherever

( o possible, virtually or in-person if | choose
| sometimes struggle to get an appointment and wait

what feels like a long time < RN - | can make appointments more easily

Digitally enabled care
My care is better informed and

coordinated and | don't have to
My health professionals don‘t always have repeat my health concerns

the information they need to provide my care

Digitally enabled care

Better care quality, experience and outcomes Better care quality, experience and outcomes

| sometimes see a lot of specialists before | receive the right care, at the right place, at the right time
speaking to the right service




Our three horizons

Future patient experience

Figure 3 illustrates the future patient pathways and
experience that we will work to achieve in the Strategy
life course. These will involve being better able to
manage our own health and care on a day to day basis,
and to access care and support when needed. Many of
the service developments will be guided by nationally-
defined contract terms and resources. Figure 3 sets
out our aspirations for the future patient experience,
with the exact model being defined in line with the
emerging national advice about our scope for change,
e.g. through contract negotiations with independent
contractors and providers.

These improvements will support longer term
healthcare transformation over the next 20 to 30
years, our third horizon.

The MFT Primary and Community Care Target

Operating Model (TOM) and supporting framework for
implementation set out that vision.

NHSGGC Primary Care Strategy
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Our context and contribution

Our context and contribution

Population health

NHS Greater Glasgow and Clyde serves some 1.3
million registered patients, around 25% of Scotland’s
population. It is the largest health board in the
United Kingdom.

Thirty-four percent of our residents live in the 20% most
deprived Scottish neighbourhoods and have significantly
worse health outcomes, living shorter lives and suffering
ill health for longer. A minority of people therefore need
the most care, support and treatment to stay as well
and independent as possible, for as long as possible.

Current and projected demographic change will
increase the level and diversity of demand on
services, property and premises.

Looking ahead, national forecasts predict more

than 20% increases to the burden of disease in the
next twenty years, despite a reducing population.
Improvements to our healthy life expectancy have
slowed and recently started to reverse. Joint with
NHS Lanarkshire, improvements to life expectancy in
NHSGGC are projected to be lowest in Scotland, an
increase of just 0.2 years to 79.6 for women and 74.8
for men (National Records of Scotland, 2023). Infectious
diseases, such as Covid-19 and influenza, will continue
to be challenges for our health and care, including our

17

ability to treat them effectively. We face real pressures
to recover quickly from the pandemic, because of the
high numbers of people waiting for care and presenting
to us later, or with more complex concerns. Efforts

to improve health are undermined by the current
economic conditions, and these disproportionately
disadvantage those of us with least power, money and
resource (Walsh et al, 2022). We have also seen greater
population diversity through our welcoming of asylum
seekers, refugees, and displaced persons from war torn
countries. These factors translate to greater and new
asks of primary care.

We know that these changes can also create barriers to
accessing care, and we have heard patients’ frustrations
around how quickly appointments can be arranged in
primary care and more specialist services. Expectations
have been heightened at a time when demand is greater
than our available capacity. Primary care continues to
support people prior to specialist appointments, while
these services also work to recover their usual delivery.
This means more frequent, ongoing and more complex
patient support in primary care before people reach
secondary care. More patients need help to wait well
and for longer than before the pandemic (NHS Inform,
online).

The following sections set out our contribution to health
and wellbeing, our operating context and our ambitions
for improvement.

NHSGGC Primary Care Strategy
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Our contribution to health and wellbeing

NHS Greater Glasgow and Clyde’s primary care has
a significant role in protecting and improving our
health. It prevents ill-health by supporting behaviour
change, reducing health-harming activities, and
encouraging healthy behaviours. It identifies disease
as early as possible, supports us to manage our
health as well as possible, and enables support with
social stressors and specialist treatment. Continuing
to grow our capacity in these areas will support
people to stay well for longer, and our strategic focus
on reducing reliance on hospital care.

Experimental data suggest that in an average month,
we undertake around 540,000 patient encounters in
general practice, more than 70,000 dental examinations,
over 37,000 eye examinations and 116,690 Pharmacy
First patient contacts (see Appendix 2).

Local access to health and care has already increased
significantly. Newly rolled out community hubs for
Pharmacotherapy, Vaccination and Community
Treatment and Care (CTAC) now cover 80-100% of our
GP practices. Our mental health and wellbeing services
now cover 86% of GP practices. We continue to work to
increase patient access to help with social stressors via
Community Link Workers, with 73% of all GP practices
having access to the service in 2022/23, although with
reducing coverage for some. These improvements have
been achieved through Primary Care Improvement Plan
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(PCIP) investment in general practice, and through
rapid workforce development, including the growth

of new roles e.g. Pharmacy support staff, Health Care
Support Workers (HCSWs) and Advance Practitioners in
primary care.

We continue to develop the ‘first port of call’ initiative
across primary care, where patients can attend directly
without needing to see a GP. Direct access is increasing
for local pharmacies, opticians and dentists for advice,
support and treatment. The new community glaucoma
service, introduced in 2023, enables people with low risk
glaucoma to be seen locally by accredited optometrists.
This makes patient care more timely and efficient, and
reduces the need for appointments in secondary care.
Community pharmacy continues to extend access to
clinical advice on common health conditions through
Pharmacy First, without the need for an appointment.
This creates capacity in general practice for more
specialist patient care.

Primary care delivers a substantial and growing
contribution to chronic disease management. We
support people with long term conditions to have

the best possible health and wellbeing for as long as
possible. This includes living at home or in a homely
setting, and often aided by prescriptions. Realistic
Medicine means patient-centred care is based on shared
decision making, and people can make treatment
choices that take account of their individual needs and
circumstances and better manage risk.

Our context and contribution

Urgent and unscheduled care enables patients with time
sensitive issues to be triaged by pharmacy and general
practice, and often have their needs addressed on the
day. Triage and signposting systems enable patients to
be directly supported or reviewed by an appropriate
health professional in practice MDTs without first
needing to see a GP. This enables patients to see the
right health professional more quickly, and also creates
capacity for GPs to focus on more complex medical
presentations. Through continued strengthening of
links between primary and secondary care, patients are
signposted or referred directly to the right service and
specialism when needed. This ensures the best possible
outcomes and experiences and effective patient flow,
including reduced time in hospital.

In NHSGGC, we offer in the region of 1,000 ‘front
doors’ to the NHS, where people can present for

healthcare treatment and support

This translates as:

227
GP Surgeries
288 189
Pharmacies Optometrists
255
NHS Dental
Practices

Case study - Improving the primary-secondary
care interface to help people get home sooner

Delays at the point of hospital discharge are
often caused by the need for patients to wait
for their medications to be dispensed. A recent
quality improvement project in NHSGGC looked
at whether the discharge process could be
improved for patients and services by using
community pharmacy staff and medicines,
rather than those in the hospital. Evaluation
showed that the new community pharmacy
model resulted in a median time saving of 142
minutes per patient. Researchers concluded
that this model has the potential to deliver
transformational change in patient flow, and to
free up hospital pharmacy staff capacity for other
clinical interventions, if delivered more widely.

NHSGGC Primary Care Strategy



Our context and contribution

General Practice Out of Hours (OOH) provides people
with urgent advice and treatment during evenings and
weekends, when they are referred to the service by
NHS24. Staff undertake telephone/video consultations
and home visits with patients, and support access to
hospital care where necessary. The service is delivered
by both employed and sessional staff. Dental Out of
Hours' patients are referred in after triage by NHS24
and the service is staffed on a sessional basis. Both Out
of Hours services support patients to receive the right
care at or close to home, as far as possible. This means
that fewer people need to go to secondary care, which
increases hospitals’ capacity to focus on patients with
greater clinical need.

Together, these areas contribute significantly to
NHSGGC's Corporate Objectives of improving our
health and our care, and using our resource to the best
possible value. We work to support people to get the
care they need locally, and hospitals’ capacity to be
optimised.

Our resources

Our people

Our workforce is diverse, and a significant proportion
is made up of independent contractors and providers
which employ their own staff. Together they deliver
services in general practice, community optometry,
dental and pharmacy. Given the independence of
this part of our workforce, health boards hold limited
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information about its totality, meaning that we are
currently unable to definitively measure and profile
the sector. National activity continues to improve
workforce data.

We are proud to have achieved real improvements to
primary care provision in the last 5 years.

We have increased coordination of PCIP delivery across
HSCPs, and developed a new general practice MDT
workforce with more diverse mix of professionals

and skills. This workforce has increased the provision

of direct treatment and care, removing the need for
patients to first see a GP, and has grown to include

an additional 750 whole time equivalent (WTE) staff.
Roles include nursing, pharmacy staff, physiotherapy
and community link worker (CLW) staff. In the GP

Out of Hours' service, we have promoted the role of
employed (rather than sessional) GPs. Looking ahead,
we will further extend our MDTs to include advance
practitioners as well as a continually expanding skillset.
These changes will support all our professionals to work
to the top of their license, and increase GPs' capacity to
focus on complex medical care adding system capacity
to provide suitable care, on a 24/7 basis.

Consistent with the national trend, it is a challenge

to attract, retain and grow an appropriately skilled
workforce. This is made more difficult by the large
proportion of our workforce not directly employed,
whose terms are decided within their own practices. Our
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Our context and contribution

independent provider workforce is also reducing, which
creates additional pressure on our ability to provide
enough care. We have recently seen a decrease in the
number of general practice surgeries due to mergers,
and an increase in dental providers delivering private
care.

Within services directly delivered by NHSGGC/HSCPs,
our recruitment and retention requirements remain
significant, with pressure on a range of sectors and
professions where demand is high.

Our systems, digital and data resources

Given the independent nature of current primary care
provision, our services use a range of IT systems. Many
are individual to particular services and hold service
specific patient health information. All general practice
and relevant community pharmacy, optometrists and
dentist have access to the NHSGGC digital health
record. General practice have a comprehensive clinical
record, and other contractors have read-only access to a
summary of this, via the digital health record.

This means that primary care professionals’ ability to
read and update full health records is variable, and the
lack of communication between systems often requires
a duplication of work. Patients’ own access to their
health records is also limited.

Local and national investments have allowed us to
make significant progress in this area.
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Improvements include the Electronic Patient Record
(EPR) Portal systems, which link with primary, community
and secondary care.

Further developments are underway to improve
shared data access and system efficiency. These will
support better and timelier patient care, particularly
within general practice.

Developments also aim to increase data consistency
and capacity to better inform our planning, and we
recognise that it will be important to grow primary
care's familiarity and use of the portal. NHSGGC
have also invested significantly in infrastructure with
investment in PCs, servers and Wi-Fi upgrades for
general practice.

The potential of more significant system improvements
is recognised, however as the majority of primary care
budget is allocated to specific activities, this type of
long term investment is challenging.

Our accommodation and property

Our primary care estate is substantial, and accessible
locally to most people living in the NHSGGC area.

It includes around 230 GP practices, almost 290
community pharmacies, 189 optometry places, 255
dental practices, at least three Out of Hours sites
during evenings and weekends, plus a range of HSCP
multi-use buildings. While large, the majority of our
estate is not NHS owned or managed. It is made up
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of a mix of health board, privately owned and leased
accommodation.

While a huge resource, there are significant
challenges around achieving an estate that supports
our ambitions. These impact on our ability to expand
to meet local health need through, for example,
growing local hubs. We want to be able to better
support greater need in certain geographic areas.
For example, where new communities develop
quickly as a result of housing developments. We want
also to expand our growing primary care offer.

While there is an established need and desire to
develop our estate, funding to upgrade and maintain
our properties remains a challenge.

We continue to work with the Scottish Government to
obtain a clearly defined position on general practice
lease assignation and property standards. Clarity in
these areas, including what support - if any — will be
available to fund this additional pressure on NHS
Boards, will help us to sustain general practice for

the future, and better support 2018 General Medical
Services (GMS) contract implementation. Progress in
this area is crucial; its absence undermines our ability to
make long term improvements to the NHSGGC estate
in the ways that we know are needed. Our ability to
provide sufficient and suitable space is limited and short
term, interim solutions can be costly.
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Our funding

The importance of primary care in contributing to

NHS recovery is set out nationally and supported by a
Scottish Government commitment to increase primary
care spending by at least 25%, by the end of the current
parliament (Scottish Government, 2021: 9).

Within NHSGGC, the 2022/23 financial envelope
for primary care (workforce and wider costs) was
approximately 20% of the health board’s

annual budget.

Primary care funding is complex and made up of

two broad budgets. Family Health Services (FHS)
finances independent contractors and providers and

is managed by NHSGGC HSCPs, under nationally
agreed terms around the care that is provided. The
Primary Care Improvement Fund (PCIF) covers a range
of services under the 2018 GMS Contract. One is
Community Treatment and Care (CTAC), which includes
the Phlebotomy and Vaccination programmes and is
allocated to HSCPs on a non-recurring basis.

The 2023/24 year has seen real time reductions in
national funding to NHSGGC for HSCPs at a time of
increased expenditure, through pay uplifts and utilities
for example, and the amount to spend on care delivery
is expected to reduce further in 2024/25. In addition,
these allocations are currently subject to annual
adjustments that reflect changes to the national funding
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formula ('NRAC’), which in turn impacts on delivery of
agreed programmes, for example through a reduction
in whole time equivalent staff, to reflect the revised
budget. National communications on our short term
funding have outlined a reduction in the Board budget
of £71.1M in 2023/24, then £79.8m and £54.5m for
subsequent years, assuming savings targets are met
(NHSGGC, 2023). Current funding levels are insufficient
to fully deliver the Memorandum of Understanding
(MOU), and scoping has found funding uplifts of 30-
50% to be necessary to deliver and benefit all practices
equitably (NHSGGC, 2022). As a result, our plans need
to be restricted to what is deliverable with the available
finance. The most recent financial constraints create
uncertainty around national commitments to increase
primary care spend.

Wider finance allocations generally remain the same
year on year, making it difficult to respond to growing
demand. This also creates additional pressure when
other costs increase, such as inflation, salaries, capital
investment, Covid-19 and energy costs, with funding
confirmation often received part-way or late in the
financial year. Pressures also include a lack of investment
in some GMS budgets (such as pension contributions,
out of hours, IT and estates), which have not had any
inflationary uplifts over the last several years. To spend
funds during the award period risks reactive delivery
within a reduced timeframe.

The majority of our funding is committed to specific
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activities, and acknowledged to be insufficient to meet
current patient need. Both of these factors acutely
limit our ability to make local decisions about where we
should best focus our efforts.

The challenges that we share with wider health and
care around increased demand and stretched resources
make shared improvement harder - and all the more
important. Aligned resources, particularly our estate
and workforce, will be key enablers to successful
transformation of all our health and care.

Prescribing cost pressures
The greatest risk to delivery is the cost of prescribing,

which arises from local demand and is the responsibility
of HSCPs to meet. In 2022/23, community pharmacy
contractors dispensed 25.5 million prescriptions, mainly
from general practice. This is an average of 2.13 million
items per month, and a 3.5% increase from the previous
year. Just over 70% of the NHSGGC population had at
least one prescription item dispensed to them. The total
cost for these was £263m compared with £246m the
previous year (for 24.6m items).

The volatile and very variable nature of drug costs also
creates significant challenges. For example, Omeprazole
(20mg) is a drug that reduces stomach acid and was
prescribed 900,000 times last year. Its price increased
almost four times from £0.89 to £3.20 and then to
£2.90, per pack of 28. The volume prescribed translates
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to increased costs of £1.8m for this drug alone. To
continue to meet these rising costs in practice, HSCPs
must use service budgets or make savings from
elsewhere in health and social care services, for example
by reducing whole time equivalent staff headcount.

Pressure on prescribing costs is expected to continue
in 2023/24 as a result of drug price inflation across

all therapeutic areas and a growth in the volume of
items prescribed. It is estimated that NHSGGC will
dispense over 26 million prescription items in 2023/24.
In addition, Scottish Government national funding
allocations for 2024/25 do not include any inflationary
uplift for prescribing budgets, which is adding to the
already significantly high pressure within this area.
Figure 4 illustrates the continued increase in prescribed
items’ number and cost since 2018/19.
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Figure 5: NHSGGC primary care prescribed drugs 2018/19-
2023/24: total items and per item cost per annum
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Our approach to developing the Strategy

Our approach to developing the Strategy

Our Strategy has been developed in collaboration with
patients, primary care, health and social care and the
wider network of community services to identify our
priorities for the next 5 years. From the outset, our

aim has been to reach consensus on our ambition and
purpose across primary care as well as wider health and
care. We aim to continue that to successfully implement
change.

We developed our Strategy through:

* Phased, extensive engagement with our strategic
partners, including independent contractors and
providers and PCIP services, the public; secondary
care, HSCP strategic planning groups and our staff

* Working to identify and agree areas of shared focus

* Making best use of our existing engagement and
communication structures, networks and groups.
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Our key stakeholders

Our key stakeholder groups are as follows:

Those accessing our Those delivering our

services services

* Patients, carers and ® Primary care service
family members staff

® Local communities ¢ Independent

* People in protected contractors and
characteristic groups providers and
and/or marginalised representative bodies
groups (dedicated e.g. Local Medical
engagement to Committee (LMC)
support effective ® Partners across all
action to reduce health sectors of health and
inequalities) social care support

Table 1: Key NHSGGC primary care stakeholder groups

In the first phase, we sought to raise awareness of the
primary care strategy and understand priority issues
common to all parts of primary care, alongside the
opportunities and strengths that we could draw upon to
respond to them. To do so we engaged with both the
public and professionals and, for the latter, focussed on
engaging with primary care service staff. We achieved
over a thousand contacts, mostly through focussed
workshops.
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Stakeholder feedback was organised into strategic
change areas, with proposed actions under each. These
were shortlisted then prioritised by senior primary care
leaders on the basis of their feasibility to deliver and
their impact on our strategic ambitions. They were
further refined in the following stage.

In the second phase, we repeated and grew our
engagement to test and refine proposals and identify
any gaps. Sessions were held with HSCP leadership,
strategic planning groups, and frontline staff as well

as stakeholders from phase one. Over 912 staff

and service representatives, strategic partners and
members of the public attended sessions (some staff
attended more than one session). Our engagement with
professionals and patients over both phases was fairly
equally balanced between both groups.

The table below sets out our engagement with
professionals and members of the public in Phases one
and two.

Phase one Phase two
Professionals 388 623
Public 624 324
Total 1012 947
Table 2: Ei with professionals and the public to

support primary care strategy development

NHSGGC Primary Care Strategy

This process of engagement has helped us to
understand, shape and refine our priorities over the
next five years.
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Our primary care ambitions

Our primary care ambitions

We will focus on eight areas of improvement across
primary care.

We will deliver this Strategy within our existing
budget, working together to greatest effect. Given our
constraints and challenges, we will prioritise action in

a small number of key areas that will have most impact
in promoting primary care sustainability, working to
improve and innovate to increase our capacity and
efficiency. We will progress wider developments in line
with the available resource.

Our ambition is that, by 2029, our primary care

strategy will enable:

In the short term:

1. Asustainable workforce that is sufficiently staffed
and skilled, and shares a common purpose;

2. Astep-change in data and digital technology
innovations to improve patient health and
care outcomes;

3. Integrated care and well-connected services,
supported by effective teams, improved system-
wide working, leadership and planning; and

4. Patients to have an improved understanding of
available services and a better ability to navigate
between primary care services.
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Focussing on the above ambiti
hi di

acl of our

first will supp

to long term goals:

5. Access to the right service at right time, more
flexibly and in ways that suit patients;

t

6. Strengthened prevention, early intervention
and wellness;

7. Better access to trusted information on health
and care; and

8. A strengthened contribution to reducing health
inequalities, including through increased equity.

We will continually look at how we make best use of
our resources, for example, our professionals, our time,
and our premises. This will enable us to review whether
there are things that we should do less of, or stop, so
that we can continue to improve our effectiveness and
efficiency and to reduce waste.
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This Strategy is the parent document setting out the shared strategic ambition across all NHSGGC primary care. Our goals align to
a range of existing expectations of NHSGGC primary care in local strategies and plans, and we will ensure that our implementation

plans and structures support coordinated delivery.

The existing key NHSGGC and HSCP plans relevant to
primary care include:

Key local strategies and plans

NHSGGC HSCPs

®  Moving Forward e  Strategic Plans
feostiey e Medium Term

e Delivery Plan Financial Plans

. Public Health — . Primary Care

Turning the Tide
through Prevention
Strategy

Improvement Plans

. Local Transformation
Plans
e Adult Mental

Health Strategy ° Primary Care

Premises Strategies
e eHealth Digital
Strategy

®  Unscheduled Care
Commissioning Plan

*  Moving Pharmacy
Forward

Table 3: Key NHSGGC and HSCP strategies and plans
relevant to primary care
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The following sections set out our priorities and the
actions we will take to achieve them, before setting out
wider areas of development.

Our priorities are:

1. Optimising our workforce — through
development and delivery of a five-year
workforce strategy;

2. Digitally enabled care - through development of
a shared care record for all primary care, in- and
out of hours;

3. Improving our patient pathways — by making
them clearer, more consistent and effective; and
4. Improving primary care access to the right advice

at the right time — by mainstreaming professional
to professional decision making.
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Our priorities

The following pages set out our four priorities in more
detail, explaining what we want to achieve and why, and
the actions we will take.

Optimising our workforce

Our professionals - current and future - are our
greatest strength as they provide the services for
our patients. It is our top priority to optimise

our workforce to support long term sustainability
of primary care.

Benefits of our action

By optimising the primary care workforce, we can
better achieve our current commitments as well as our
ambitions in this Strategy and longer term. We can
support staff to be more effective in all that they do,
through improved trust, communication and information
sharing across professionals, as well as better job
satisfaction and staff morale. Increased staff retention,
alongside a fuller staff complement, will reduce the
need to rely on sessional, locum and bank staff and
retain organisational memory, improving efficiency and
resilience. Strong primary care leadership will support a
whole system transformation within primary care.

Supporting all our professionals to work confidently to
the top of their license will increase our capacity and
effectiveness across primary care and beyond.
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We will develop a five-year NHSGGC primary care
workforce strategy in year one, focussed on primary
care sustainability and security, and setting out how
we will:

1. Embed strong primary care leadership and
influence in primary care and NHSGGC;

2. Focus on improving workforce attraction,
retention, and progression;

3. Develop workforce knowledge and skills;
4. Improve staff health and wellbeing; and

5. Promote NHSGGC area as a vibrant and
progressive place to work.
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This will align with the four pillars of the NHSGGC
Workforce Strategy 2021-2025: health and wellbeing,
attraction & retention, learning and support and
leadership and set out how we will ‘grow our own’

staff locally, and offer training and development in key
areas. We will take action to improve working conditions
through collaborative working, and improve our
understanding of NHSGGC and independent contractor
capacity to flex to changing service demands. We

will continue to engage nationally, e.g. with the new
National Centre for Workforce Supply.

We will work to protect, develop and retain our current
workforce, and improve our ability to attract new, high
quality professionals. Through successful action across
both areas we will increase our capacity to respond to
emerging need and models of care. We will collaborate
locally and nationally to progress this. Not doing so
risks our ability to maintain service continuity, deliver
improvements, and meet our ambition of increasing our
primary care offer.

NHSGGC Primary Care Strategy

We will draw on national developments to deliver

our growing ambitions around MDTs, independent
prescribers and supporting staff to work within the

full scope and range of their competency, to ensure
effective delivery of the NHS Recovery Plan 2021-26.
For example, all pharmacists should be able to prescribe
from the point of qualification from 2026.

We will align with emerging national workforce
developments, including implementation of the Health
and Care (Staffing) (Scotland) Act 2019, to ensure
safe, high-quality services that meet patient needs.
This will enable us to meet our statutory duties around
appropriate staffing in health, and to manage any
related risks.

NHSGGC recognises the significance of partnership
working with independent contractors and providers.
We will work to strengthen our collaboration to achieve
our shared ambitions together.
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Achieving a digitally enabled primary care

We aim to develop systems so that patients no longer
need to repeat their health concerns and can directly
share their information.

We will develop a shared care record across primary
care, accessible to all primary care professionals, both
in- and out of hours.

We will deliver this by procuring and implementing
new systems which meet the needs of services, are
integrated and contribute to the electronic patient
record (EPR) to broaden professional access to systems
through data sharing agreements.

We will increase patients’ digital access to information,
treatment and care through opportunities to submit
health information for remote monitoring, digital triage
and signposting solutions and putting in place the
foundations for future Digital Front Door initiatives.
Following the growth in popularity of telephone
appointments as an option for patients, we will also look
to increase video appointments where appropriate and
where patients choose.

We will continue to dedicate support to the national
progression of a step change in digital improvements
in primary care. Through the NHS Recovery Plan
2021-2026 we will work with Scottish Government to
protect investment in digital solutions, e.g. to GP IT
re-provisioning, digital solutions for ePrescribing and
eDispensing, which will enable us to better manage
demand and effectively use our workforce.
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The Digital Prescribing and Dispensing Pathways
(DPDP) programme aims to radically improve
prescribing and dispensing by digitising the full process,
making ordering and receiving of prescriptions easier,
faster and more efficient. Due to begin during the life
course of the Strategy, the programme will

increasingly interface with other NHS eHealth clinical
systems over time.

We want to improve patients’ experience of primary
care, supported by digital improvements for both
patients and professionals.

Benefits of our action

With the necessary investment, digital primary care
improvements carry enormous promise for improving
patient access and experience, automating routine tasks
and reducing duplication of effort, better organising
care, and freeing up time for patient facing care.

Shared records can bring improvements to both patients
and staff, in reducing the need for repeat conversations,
and time spent sending and retrieving information
between partners (such as hospital discharge records,
changes to care plans).

Optimising e-prescribing and e-dispensing will increase
efficiency, safety and speed. Multi-professional and
multi-location digital prescribing will enable new service
models to be developed and delivered. It will also
contribute to wider climate sustainability by reducing
the use, transport, scanning and destruction of paper.
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Case study: Using digital tools to better
support patients to look after their own health
and create new primary care capacity

Since December 2022 around 4,400 Connect Me
blood pressure monitors have become available
to NHSGGC patients, via their general practice.
NHSGGC's primary care support and digital
(ehealth) teams have continued to promote the
monitors to GP practices.

Connect Me is a remote monitoring tool that
patients use independently at home. It collects
clinical readings and the data is automatically
sent to their general practice for GP or nurse
review. It is offered to patients with high blood
pressure and aims to improve early detection
and intervention around their condition, as
well as to support them to look after their own
conditions well, with personalised support
where needed. This means that patients whose
condition is well managed do not need to
attend regular appointments, and GPs' capacity
is increased to support those whose condition
is more complex. People’s risks of developing
cardiovascular disease (CVD) are reduced
through improved detection and control of

NHSGGC Primary Care Strategy

elevated blood pressure, in turn reducing their
risk of heart attack and stroke.

Patients receive prompts (e.g. by text or
phone) to take blood pressure recordings at
daily, weekly or monthly intervals. The data is
automatically sent to their general practice for
review by the GP or nurse.

At February 2024, fourteen months after the
launch, 106 GP practices across NHSGGC had
taken up Connect Me, 4,046 patients have
registered to use it so far. Looking ahead,

NHSGGC will continue to support its adoption.

While blood pressure is the first clinical area
where remote monitoring has been offered

to general practice, it is hoped that more may
be supported in future, for example long term
conditions.
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Improving our patient pathways

We aim to put in place more consistent, timely and
effective patient pathways in primary care and to
onward health and care.

We need to strengthen our connections with other
services in primary and community care, and our ability
to refer patients to the right professional directly. We
want to connect better with secondary care, for the
necessary specialist advice to support people locally.
We also want to grow our integration with wider social
care, and the third sector. This will require a joined up
and person-centred approach across professional and
geographical boundaries.

We will improve the clarity, consistency and
effectiveness of patient pathways into and out of
primary care

We will do this in collaboration with secondary and
specialist care, structured quality improvement activity,
evidence based review and update of our patient
pathways, increasing awareness and adoption of
updates, and monitoring and evaluating the impact of
our actions for patients, workforce and the system.
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Case study: how local, specialist MDTs
improve the ease, efficiency and quality of
care for patients, primary and secondary care
services

General Practice Advanced Practice
Physiotherapists (GP APPs) act as the first point
of contact in primary care for patients with
suspected musculoskeletal (MSK) problems.
The team provide expert care and diagnosis
without patients needing to first see a GP, and
are currently based in 89 of NHSGGC's general
practices and accessible to 44% of NHSGGC's
population. Our GP APPs saw just under 60,000
patients with suspected musculoskeletal (MSK)
complaints in 2022/23 with anticipated increase
of 10% patients to be supported in 2023/24.

Advanced Practice Physiotherapists are part of
our MDTs and provide care closer to home, help
people to look after their own health as well

as possible while living independently in the
community, and support any onward referrals
to be more direct and timely. The vast majority
of patients seen are supported within primary
care, reducing referrals into secondary care. The
advanced triage skills of the team are enabling
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people to see the right service, first time -
resulting in earlier, quicker, and higher quality
care for patients, alongside reduced inefficiency
and better value for our healthcare system.

In 2022/23, our advanced practice
physiotherapists:

*  Provided support to enable ~80% of
patients to self-manage (e.g. with advice and
guidance, exercise prescription, corticosteroid
injection, signposting to third sector support);

*  Enabled patients to access care closer
to home, with only ~20% of patients needing
onward referral to secondary care;

e Demonstrated the value of our Multi-
Disciplinary Teams with, on average, 15.7%
lower referral rates to orthopaedics than
practices without a GP APP; and

e Undertook skilled triage and effective
diagnosis, with Rheumatology confirming

that 95% of referrals to them were correctly
made and treated, compared to wider general
referral rates being as low as 33% confirmed as
appropriate.
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Improving primary care access to the
right advice at the right time

We will work with wider health and care to
mainstream and standardise professional-to-
professional decisi king, broadening its access
across primary care professionals, including MDTs.
Our aim is to ensure we can give patients the very
best care informed by the right advice, support better
patient retention in primary care, and reduce the need
for specialist service intervention.

Benefits of our action

Improved care pathways will mean patients can see
the right professional more directly. They will get the
right treatment quicker, and achieve more favourable
outcomes, including satisfaction. Clearer, and more
consistently effective pathways will reduce referrals
requiring redirection and create capacity for our
workforce and wider system.

Better advice, interfacing and pathways will strengthen
our contribution to health and wellbeing through
improvements to culture, relationship and trust — in
primary care and with wider health and care, based on
the principle of civility saves lives.

Together, both of these priorities will support better
primary care integration and interfacing within
primary care and across the wider health system. The
next section sets out the combined benefits that we
anticipate seeing, as a result of our work.
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Wider areas for development

This section sets out a number of wider areas where
will seek to make meaningful improvements over the
next five years. As with our priorities, these are themed
around the changes we want to make, and set out high
level plans for how we will achieve them.

Improving our communications and
engagement

Effective communication and information will
support people to use primary care confidently when
they need to, in ways that suit them, and with fewer
unnecessary contacts.

We will take a strategic and structured approach to
growing public and professional awareness of what
primary care delivers, and how access is changing. We
will work to ensure that, when people don’t need to see
a professional, they can obtain reliable information and
advice that enables them to manage their health as well
as possible.

We want to ensure that our primary care improvements
include patient perspectives, and recognise that one
size does not fit all. We will grow patient involvement
in our strategic and operational work to strengthen our
person centred design and delivery.
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In year one, we will develop a five-year primary
care icati and engag plan, setting
out how we will:

1. Develop and grow a single, agreed NHSGGC

‘primary care offer’;

2. Strengthen shared action to support primary
care sustainability;

3. Promote primary care as the first point of
contact in most care journeys;

4. Improve health literacy, particularly
around system navigation and supported
self-management; and

5. Embed patient voice in our strategic planning
and delivery.

We will consult with patients and professionals

to develop our plan. We will improve information
access and grow a culture of listening and learning
with patients, the public and our workforce. We will
continue to advocate for national communications
that raise awareness of current healthcare challenges,
what people can expect and how we can all support
primary care recovery.
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Benefits of our action

A joint approach to primary care communications

and engagement can contribute to measurable
improvements in the proportion of patients accessing
the right care. Improvements should reduce the number
of interactions required per completed episode of care.
This will increase efficiency, reduce reliance on services
for signposting, create capacity to help those who need
it most, and improve patient care.

People will be able to access the care and information
they need in a way that suits them, when they need it.
They will be better informed and empowered to act
to improve their health and wellbeing and to better
understand their health needs.

By ensuring we understand how to tailor information
and support equitably, we will better contribute to
action on health inequalities.

NHSGGC Primary Care Strategy

Improving access to care

We aim to support patients to access care when and
how it suits them.

Alongside making it easier for people to see the right
professional on first contact, we want to increase choice
around how people make and have appointments

when they need them, to better suit their needs and
preferences, whether they need care during the week or
out of hours.

We will make a range of process and system
improvements to enhance journeys into and through
primary care:

This will include work to increase direct access into and
across primary care services, in-person and digitally.
We will also work to improve access to high quality
information and advice, and support patients to make
decisions about their health and care that are right for
them, based on what matters to them, aligned to the
principles of Realistic Medicine.
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Benefits of our action

We will make it simpler for everyone to access the right
care with as few appointments as possible. That will
improve the quality of patient care, by increasing its
person-centredness and timeliness. Improved efficiency
and effectiveness will increase our patient facing
capacity, and our ability to focus on complex care,
including better continuity of care for those needing

it most.

By using evidence to inform what we do, and working
with patients to support them to make the best
decisions about their care, we will maximise the value
added by our work and focus on where we can make
the biggest impact.

We will work to prioritise improved access for
those who need it most to avoid any negative impact on
inequalities.
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Strengthening prevention, early
intervention and wellness

As part of a wider system, primary care plays a
significant role preventing ill-health and mitigating
health inequalities, through primary, secondary and
tertiary approaches.

As the first point of NHS contact for most patients,
primary care takes direct action to:

e promote physical and mental wellbeing, including
through community leadership, connection and
empowerment;

o prevent illness and protect health;

* support early diagnosis of key conditions to better
manage chronic conditions and reduce long-term
complications; and

* with partners, advocate for better health in
marginalised groups, and support improvements in
life circumstances that impact on health.

Given the huge projected worsening of our burden of
disease, preventing illness, promoting wellbeing, early
diagnosis and reducing health inequalities will be more
crucial than ever. Investing our time and resource in
these areas hold promise of a substantial health return
on investment, leading to longer, healthier lives for the
people of NHSGGC. However, prevention is all the more
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challenging when increased demand creates additional
pressures on non-statutory provisions.

We will continue to grow our capacity to provide
continuity of care for patients with the most complex
needs, keeping them as well and as independent as
possible, for as long as possible. We will also grow our
collaboration with wider parts of health and care to
ensure our work is as impactful as possible.

We will work to strengthen prevention to better
avoid ill-health, protect wellbeing, and improve
supported self-management

Areas for development include increases to strengths-
based approaches and a move away from more
traditional models of care, growing our offer around
accessible health information for supported self-
management, and promoting uptake of routine
vaccination and screening programmes across
primary care.

NHSGGC Primary Care Strategy

Benefits of our action

Continuing to support prevention allows us to invest in
keeping the people of NHSGGC healthier for longer.
These approaches contribute to much lower-cost
improvements in life-expectancy, including healthy life
expectancy. For example to:

¢ Encourage and support people to live healthier
lives will improve mental wellbeing, and mean that
fewer people suffer with chronic conditions;

¢ Through early diagnosis and treatment of cancers,
we can effect lasting cures.

Tackling the underlying causes of ill health can lead to
healthcare cost-savings. For example, resolving causes
of stress, anxiety, and depression could lead to a
reduction in physical ailments, chronic disease severity,
medication use and harmful behaviours.

Case study - Community Link Worker model

The Community Link Worker (CLW) programme
enables general practices to directly support
people experiencing issues impacting their
health and wellbeing. People can be linked
with appropriate supports to stressors such as
isolation or financial difficulty, and empowered
to engage in their community.

Emma was almost 16 and due to leave school
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to start college. She rarely socialised and her
mother was concerned that this affected her
mood. Emma previously attended attended Child
and Adolescent Mental Health Services (CAMHS)
for depression and panic attacks. Emma’s GP
referred her to the practice CLW. Emma received
1:1 support; a referral for a gym pass and a
shadowing opportunity at local nursery.

Outcome: A local nursery offered Emma
volunteering and Emma advised that she was
finding it enjoyable and rewarding. Emma
enjoyed using her gym pass and found that
exercise helped her mental health and was keen
to continue using the gym. Emma’s mum stated
that her daughter’s confidence had improved
substantially and is very grateful to the CLW for
the support she provided. Emma recently had a
CAMHS appointment and they were happy with
her progress. She was looking forward to starting
college and felt a lot more confident and well-
prepared than three months ago.

Wider patient experience of CLW programme:

‘I didn’t know that there was any help out there,
now after talking to you | can’t believe how much
there is’
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A range of existing actions, outlined in wider NHSGGC
strategies', will also support this commitment. These
actions include:

¢ Continuing to work to embed a sustainable
community link worker model;

* Supporting people to improve their health and
reduce health harms, through social prescribing
and health improvement programmes;

* Targeted action to identify and intervene early
in key health conditions;

¢ Aligning primary care with mental health
and wellbeing resources and promoting good
mental health;

* Supporting children to have the best start in life,
with a focus on the early years; and

¢ Providing effective support to people with multi-
morbidities and / or complex health needs.

1 See for example, our NHSGGC Delivery Plan, Moving Forward Together
Implementation Strategy, Public Health and Mental Health strategies.
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Enhancing our primary care
accommodation and property

Where possible and clinically appropriate, we

want people to be able to access care in our local
communities. We also want our existing property to
support our longer term ambitions of moving more
care into community settings.

We aim to enhance the primary care estate so that it
is fit for the future, by making sure it can both deliver
existing care, be a better workplace and be adaptable
to future models of care.

Work is underway in NHSGGC to develop a Primary
Care Asset Strategy (PCAS) focussed on optimising our
estate. This will be supported by through an improved
understanding of current strengths and weaknesses,
and anticipated future demands, for example through
new housing developments or population changes. We
will deliver the PCAS within five years. We recognise
that deprivation is likely to translate into more space
being needed per head of population in certain areas,
reflecting the fact that greater health need requires
greater space for relevant services to support it.

The PCAS will provide the vehicle for HSCPs to take a
shared and strategic approach to estate transformation,
in line with future population need and local authority
plans. HSCP property strategies and supporting work
will form the foundation for effective PCAS links with
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the Board's wider Moving Forward Together (MFT)
Implementation Strategy. All will recognise the crucial
need for a whole system approach to clinically-led NHS
estate transformation.

We will develop and deliver a Primary Care Asset
Strategy that aims to:

1. Maximise the patient facing estate and support
HSCPs’ new accommodation plans;

2. Prioritise the HSCP estate and general practice
leased accommodation;

3. Ensure the transformation of our primary care
estate aligned to long term plans for all NHSGGC
as set out in Moving Forward Together;

4.  Create accommodation that supports greater
levels of integrated care in our own and other
multi-use buildings over the life of the strategy,
including via hub and spoke models; and to

5. Take an equitable approach, supported by
increased use of good quality population data
in planning.
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Benefits of our action

People will get the right care in the right place at the
right time, in local communities close to or at home
whenever possible, and supported by multi-disciplinary
teams and digital improvements. In parallel, we will
grow whole system capacity to shift the balance of care
from secondary to primary and community settings,
reducing reliance on hospital services.
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Case study - Increasing local health and
care availability

NHSGGC is the first health board in Scotland

to move glaucoma services out of specialist
services and into primary care. Launched in April
2023, the new service model offers patients with
glaucoma the opportunity to now see accredited
optometrists on the high street, rather than as a
hospital outpatient.

Early patient feedback has been positive, with a
reduction in long waits and the removal of parking
challenges often experienced in acute sites. The
new model allows follow up appointments more
flexibly, in line with patient needs/preferences, and
is intended to reduce waiting times for outpatient
appointments and bring care closer to where
people live.

Clinicians have reported that the widening
Optometry role and response in primary care is
enabling care reviews to happen more quickly, in
patients’ local area and reducing clinic time.

In the remainder of 2023/24 we aim to transfer
care of 1,000 glaucoma patients to primary

care. Over the next 3-5 years, we will continually
increase our primary care capacity to be able to
support 3,000 people, and who are currently seen
as outpatients.
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Improving equity and reducing
inequality

Health inequalities in NHSGGC are the deepest

and worst in Scotland, and our Strategy launches at a
time of considerable economic uncertainty, including

a cost of living crisis. While primary care is just one of

a number of services taking action to mitigate against
inequalities, the current climate means that this is all the
more crucial.

We will strengthen system-wide action to increase

equity and reduce health inequalities in r i

and delivering primary care services by:

1. Giving particular attention to improving the health
and wellbeing of those worst off in this Strategy’s
delivery;

2. Focussing on inequalities most affecting health
and wellbeing, including gender, socioeconomic
status and ethnicity; and

3. Targeting activities to protect and improve the
health and wellbeing of those who need them
most, including identifying and resourcing
measurable improvements to key service areas
(such as screening and immunisation), and
reducing inequalities in those areas.
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Benefits of our action

Because of difficulties in accessing appropriate

care, people who most need care are often those
who are least able to access it. By being deliberate in
ensuring that care is accessible in accordance with the
level of need, we can better contribute to reducing
health inequalities.

We will deliver targeted and tailored action across

our priorities and wider areas of development:

Optimising our workforce - training and

develog e b

1. Improving population health knowledge to
support a system-wide shift to prevention and
early intervention; and

2.  Effective action to reduce inequalities in access
and supported self-management.

Achieving a digitally enabled primary care:

3. Paying particular attention to the needs
of equality and inequality groups in digital
developments, to avoid widening inequalities in
health.
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Improving patient pathways and primary care

access to specialist advice:

4. Focussing quality improvement approaches
firstly on those conditions and pathways that will
bring greatest population
health benefit.

Improving ications and engag
5. Embedding patient voice in our strategic
planning and delivery; and

6. Ensuring equality impact assessments
meaningfully inform our public engagement, so
that we understand and tailor responses to their
needs.

Improving access:

7. Meaningfully identifying and acting upon the
barriers to equal and equitable access to care;
and

8.  Focussing improvements on improving access to
information on health advice and services that
will be most beneficial
to people.
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Strengthening prevention, early intervention and

wellness:

9.  Ensuring health information and support
is accessible, known and used by patients,
supported by needs-led approaches to content
development and dissemination; and

10. Actively improving pathways to early diagnosis of
serious health conditions like cancer, diabetes and
heart disease.

Enhancing our primary care accommodation and

property:

11.  Growing the use of good quality data on
population need in our property planning.
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How we will implement this Strategy

Implementation of the Strategy will be directed and
overseen by NHSGGC's Primary Care Programme
Board (PCPB), whose members include all primary
care sectors and leads, as well as professional
representatives for Dental, General Practitioner,
Pharmacy, and Optometry contractor/provider
bodies and staff side representatives.

The Programme Board will report into NHSGGC
Corporate Management Team, linking with HSCP

Chief Officers, then into Finance Performance and
Planning (FP&P) and Integrated Joint Boards (IJBs). This
ensures that delivery of the Primary Care Strategy will
align with wider NHSGGC Board Strategies (including
remobilisation and MFT's transformational change) and
with individual HSCPs' Strategic Plans.

We will actively work with and to the six IJBs within
NHSGGC on their local strategies and commissioning
of individual contractor services. We will do this through
the continued work of PCPB and respective HSCP
primary care support teams.

NHSGGC Primary Care Strategy

We will set out the detail of how we will implement
the strategy in a five-year action plan, which will
set out all board wide primary care commitments,
the benefits we expect each to bring and their
contribution to our strategic outcomes.

It will set out our key areas of delivery, what will be
done, by whom, when, and how we will know we have
been successful, alongside any dependencies.

We will undertake regular monitoring and evaluation

of our Strategy and its implementation to ensure that
we can understand, measure and continually seek to
improve the impact of our work. We will focus on those
actions that will maximise the positive outcomes for
our patients, as well as our workforce and healthcare
system. Learning will shape future service planning and
public health interventions.
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Appendix 2 - Primary care data

The following tables set out experimental primary care data that are drawn from a range of published sources.

While substantial amounts of activity across primary and secondary care are included below, they are not complete. Activities listed
are not meant to be exhaustive, there are services where data are not collected nationally (or are not readily available at NHS Board

level). The most recently available datasets have been used.

The Primary care In-hours general practice activity figures are based on experimental statistics, so it is important that users

understand that limitations may apply to the data.

Sector Activity Measure
9 Number of
In-hours general practice (GP) encounters
In-hours general practice Number of
(other clinicians) encounters
SUlTEy Dental services Number of claims
Care
Ophthalmic services Numl?er (.’f eye
examinations
Out of hours primary care Number of
services consultations
Sector Activity Measure
q Number of
Accident and Emergency e Mot
Inpatient and daycase _(Zont[nuous
Secondary inpatient stays
Care i
Mental health inpatient 'Contn.nuous
inpatient stays
. Number of
Olteatent attendances
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Value

4,647,498

1,883,471

884,504

447,921

190,320

Value

400,666

314,773

3,700

965,965

Time period

2022/23
2022/23
2022/23
2022/23
2021/22
Time period
2022/23
2022/23
2021/22

2022/23

Source

ESCRO data extraction tool, PHS

MIDAS, PHS
Ophthalmic Data Warehouse, PHS
GP OOHs datamart
Source
A&E datamart, PHS
SMRO1, PHS
SMRO04, PHS

SMROO, PHS

Link

Link
Link
Link
Link
Link
Link
Link

Link
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Notes

General

In-hours
general
practice

Dental
Ophthalmic

OOH primary
care

A&E activity

Inpatient and
daycase

Mental health
inpatient

Outpatient
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The activities listed here are not meant to be exhaustive, there are services that exist where data is
not collected nationally or is not readily available at NHS Board level (e.g. Community Services, Pharmacy
Services etc.).

These are experimental statistics published to involve users and stakeholders in their development and as a
means to build in quality at an early stage. It is important that users understand that limitations may apply to
the interpretation of this data.

Mappings between raw data and groupings remain provisional, figures quoted exclude a significant number
of encounters classified as ‘Unmapped’.

Includes direct encounters only: Surgery consultation, Telephone consultation, Home Visit, Clinic, Video
consultation & eConsultation. Refer to ‘Methdology and Metadata’ for more information - https://www.
publichealthscotland.scot/media/21991/methodology-and-metadata-v11.pdf

Each claim may cover a single appointment or multiple appointments depending on the treatment provided.
Includes primary and supplementary eye examinations.

Includes consultations that took place attending a Primary Care Emergency Centre/Primary Care Centre
(PCEC/PCC), a Home Visit or an OOH GP/Nurse Advice Telephone Call.

All attendances at Emergency Departments and Minor Injury Units. Includes new and unplanned return
attendances only.

Figures are based on NHS Board of Treatment so include all activity at NHSGGC hospitals.

SMRO1 returns are approximately 98% complete in NHSScotland for financial year 2022/23.

Excludes Genito-Urinary Medicine (GUM) and Geriatric Long Stay specialties.
Figures are based on NHS Board of Treatment so include all activity at NHSGGC hospitals.

Consultant led new and return attendances.

SMROO0 new attendances are approximately 98% complete in NHSScotland for financial year 2022/23.
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Appendix 3 - Glossary of acronyms

and

terms

Below, we list the key acronyms used in the Strategy set out in full. We include a brief explanation for a small number of these, where
they are likely less familiar to all readers.

AHPs

APP

CAMHS

Community
Link Worker
(cw)

CTAC

d and d pr i in areas
of health and care, such as physiotherapy,
occupational therapy, and dietetics and podiatry

Allied Health Professionals - a range of
| i ‘

Advanced Physiotherapy Practitioner

Child and Adolescent Mental Health Services

There are many recognised Community Link
Worker (CLW) models, most frequently including
the principles of working as a core member
of a GP Practice Team while helping patients
find the right support with any social issues

ing health and wellbeing. CLWs provide
non-medical support, and they work to address
health inequalities created by soci i
issues while bling and emp: F
to identify and achieve their priorities and goals.
They provide a bespoke service which connects
patients to resources and/or services to meet
their individual practical, social and
emotional needs.

Community Treatment and Care

NHSGGC Primary Care Strategy

GP

HWswW

HSCP

B

LTCs

MFT

MDTs

NHSGGC

PCAS

PCIP

| Practice / | Pr
Healthcare Support Worker
Health and Social Care Partnership

Integrated Joint Board

Long term conditions - these include both
physical conditions such as diabetes or
cardiovascular disease (CVD), as well as severe
and enduring mental illnesses such as psychosis,
schizophrenia, bipolar disorder, or personality
disorders.

Moving Forward Together is NHSGGC's long
term programme for the transformation of
healthcare delivery

Multi-disciplinary Teams
NHS Greater Glasgow and Clyde
Primary Care Asset Strategy

Primary Care Improvement Programme
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PCIF

Pharmacy

RM

Primary Care Improvement Fund

A range of pharmacy professionals including
pharmacists, pharmacy technicians and
pharmacy support workers

Realistic Medicine puts the person at the centre
of decisions about their care and encourages
health and care professionals to find out what
matters most to the patient and treat the
patient as an equal partner. This, along with

Ji ing the benefits and risks of tr

allows shared decisions and reduced chances of
care not adding value to the patient. There are 6
principles:

1.  Shared Decision Making

22, Personalised Approach to Care

35 Reduce Harm and Waste

4.  Reduce Unwarranted Variation

5. Managing Risk Better

6. B ing | and Imp s

The vision for Realistic Medicine is that by 2025
everyone providing healthcare in land will
| their professionalism through

the approaches, behaviours and attitudes of
Realistic Medicine.

VBH&C

Value Based Health and Care is the equitabl

inable and transp: use of the avail
resources to achieve better outcomes and
experiences for every person (University of
Oxford, 2019).

This is also the name of the initiative through
which we will implement Reall Medicine.
By 2030 all health and care colleagues will be
supported to deliver VBH&C. We will continue
to practice Realistic Medicine and achieve the
outcomes that matter to people.
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Primary Care Strategy 2024-29
Summary Implementation Plan

Overview

The high level implementation Plan sets out arrangements to deliver NHSGGC'’s
Primary Care Strategy 2024-2029.

The term ‘primary care’ describes services that people often use as the first NHS
point of contact and that are usually provided by general practice, pharmacy,
dentistry, optometry (the four main independent contractor and practitioner
groups) in our local communities.

The Plan will be reviewed annually and refreshed as required (including as
directed by our strategic oversight group, the Primary Care Programme Board).
The Plan builds on the collaborative approach taken with partners to develop the
Strategy, and we will update the remit and membership of existing work groups to
ensure alignment of our deliverables and to effectively adopt whole system
approaches at operational, tactical and strategic levels.

Below is the Primary Care Strategy governance structure, followed by our logic
model. The model illustrates the changes we want to achieve through our
priorities in the short, medium and longer term.

Primary Care Strategy Governance Structure

Strategic

NHSGGC Board

FP&P Committee [
Chief Officers ) R '
H
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|
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=

Communications, Monitoring,
and - - Asset Strategy _

and Pathways Gmup' ;a":ysntmervenﬁon a'nd Sieliass Health ﬁuruy group goup Intelligence group

......



waesds pre souoppioss ‘syused a0y syueuesoaduny
yErosgy ‘esed reunsd 0EqRUIEISNE BEOU DUR BRI
aues rpuaons. Buprades GORENRAT HISHODD
“nh.-lu._luﬂln pae jusbin go spesed SRS BT ELLMRADC) pur Bupoyuow pur suspusdepa]
LAsA. B Eq L icsnc e JERd B0 1P SURD o A P e
pue “pajesSen P i S Bipjoo. Buppiom
Bpowd “Eepredxe s e e =" ST T e
p seppEnbeu) spansed 5 !H..E
-Iuhili!ni.niﬂ- oy Bupngas srugred “swe i i)
2d HI._IL“ FSOW e Faempdimpnngg IOy sumLeaosdun
pasu cuym soul o ey
g, ooz SR eTuRpe puT
I."I-l}u [ —— R SEIUNOREE i = ubyeduses ey, B
BT LIE SR A -u_--:ﬂ.-__—.l_ e T 5 pue sjewsssapoud
sy Arewud ang pruoyssayoad g s Jusweeius
Apzedes sapond [FEpim ad peseosdiary eyep yBnoogy uepd PUE BoRENNSUSD  saEse pue Eebp
pem MEap B speed rey poo)  Wwewebefas pus IO Segu)
. ssyupnbaan I A FLI) B pauyies Burpumysiepun FIHH EEHIU MR O T
PEsUpEW ey SRSEUpRT — a._lu-.___hl._._n_...u_ﬂl_ﬂ__- pasmaIzA| I___Ih..__l___.lll._l
l“ﬂ.“ﬁl. Ih!tu‘.:! faruwand ssouse .ﬂ.“_.un_.l..-!-ﬂ-uﬂ.—-_- -u.-..__!_.__..n.nr.._ﬂ!_.._.un-._"_l UOREPOWREDIoT JuswebeSus pue wdnoul Lsapep
o syzeduy -J. i . FESI0T BIIOHRM BUDUL BIE TILBIEY pPacumgus SO e UTTLLRLED ) LRSI O A
ippeey sapgEag peszamu|
ey vopendod
{mosopyIom EPD|EUE NGO
Bupnoadun o3 A P S E“I ERUSLUS O Bugpiing
L l.lu.h-ﬂl_u SERUBIEME RUE ad i_-.“_.l._u. pue seayens puT wmshs
e, sl P, oy “edpepaouy pur oqu) sAeuanof L
: panasduy Fosumyu ki
o e shmsmyied Juened S S -
PeTuTYE e T AU D SRS puE rasgAms Bupgrose. wanysis
= oues Aueuapd L o s B B3 e fesuped Juspey . i A
g syusyed se [— ‘reuwoyssapoad yyfia i
ezuepedee oy e ] l..-up...ﬁ..ﬂ”.ﬂl...i.-u.nn_ui- e faeapd e oy gl b
asuEs ” _____lﬂ.H.l_lH.l. so0e paacsdyg 2T L e parrys s siynien M)
ol e e -~
wayss pesssodiss SPHnG JEME parasdiag AL
Jumauss B ewews Kanajpop pue walfaug
A gt 3o pnoaduy Sda it ubpep AGsyens B mapg

"wus) Jebuo| yonw ayj ul suoniquie ﬁ&u_ 5@8:253 ubie o t_\s# uuo __>> am pue

ABejens o ;:u Jad Jeak oAl oy} u £>> ﬁa mc _comco 00} INQ "Way} dAsIyoe :o InbaJ saniAnoe
pue 821no cﬁum_egm__o Euet; alyoe :;;m;c: #\s_n__oeﬁ
|[apoN 21607 ABajens ased Aewnd



61

saonoeld

|esauab Aq pardope
walsAs Juswabeuew
uoneuswnioq :9¢/5¢0c
Buiuoisinoidal

1] 49 1dope seonoeud

Bunsodubis

pue sjelia}al-jjas ‘enbojelp
juaned Joj Ayjige Jeyung 4

R aw aonoeud |esauab pue
juaned ul Ayjiqixaly pesealou| 4

Moy} Jusned

swolsAg

[eo1ul]D O} SS820€e
pue JO Juswainooid
Buluoisinoid-ai | |dO

jesauab 9,001 9202 '€ | woddns 0} Buleys uonewlojul sjuswdojanap (s)uswaalbe aleo
sjuswoaalbe awy} [eal paroldw] A yum aoueldwod (s]) Bbuueys Arewnad
S| @19|dwoo :9z02 2 :S9WI001N0 pue uondope uoneuwJojul JaAlleqg lle 0}
aled Aewnd 1uaned anosdwi 01 Jay1aboy ‘woddns Japinoid (4d3) plooay a|qissadoe
[|e 0} 8|qISS829E pJ0oal 3iom 0} Ayjige panosdu pue J0}oeJu0d Jusied 21uoJjo9|3 pl1ooal aied
aled paleys :/z/9z0Z | aney s|euolssajoud yjesH A juspuadapu| 4 | 0} SS820E peal JN0 ||0Y paleysy ‘¢z
uoneonpa
Jaybly ‘siapinoid sjuswalinbal aleo
pue SJ0}oBJUOD Arewnd yum 0€-5z02
Juspuadapul ABojel1s a2J0PIONN ABajenys
3IOM 0} yum uoneloge|oo DOHOSHN Wioju| 20.I0pjIoM
aoe|d anIssalbolud pue jueiqia pue juswebebug » soaulel) asiwndo aled
uoneniul e se aieo Aewnd DOOSHN  » dnoib 0} @duanjjui/Aoeosoape Arewnad
pue juswdojanap DHOSHN SsoJoe A|ddns aoJiopiom |[euoneu BuiobuQp 999SHN
ue[d)JOMN 192-G202 2 ABajeljs aosopiom paublly 4 1e uonejuasaidal dno.b ue
pala|dwoo 9010J3I0M PaJ|IYS pue palels aieo Aewnd 2 1uswdojanap Abajens J3AI9p pue
yelp ABejens G20z L Apusioyns ‘sjqeuteisnsy -+ | 1S HH Aq poddng 4 9IOPLO Usl|gelsT dojanaq |

sanuoud ABajesyg aien Atewnd

‘'sainseaw paalbe Buipnjoul ‘yz0z Jawwns Aq JJomawel) uoljenjeAs pue Buliojiuow e dojaAsp ||IM am ‘g d|qelaAlla(
Japun Jno 18s sy ‘92In0sal a|ge|ieA. Ylm aul| Ul JuswdojaAap Joj Seale JapIM Ino Japun Ino 18s AjAioe ssalboud [jim ap) “a1eo jusied
alojaiay] pue — Aouaioiye pue Alloeded ‘Ajljigeurelsns Jno uo 1oedwli 1sejealb Jo seale Aay JO Joquinu [[ewsS e ul uonoe asiuoLd [[Im

am ‘sabuaj|eyo pue SjulelSuod JNo UBAIL) 1088 1sajealb 01 Jay1aboy bunpiom ‘1ebpng Bunsixe Ino uiyum Abajens siyl JoAljap 0] wie app

sanoLd InQ :620Z — 202 SauUo}sajiw pue sajqelaAldp ABajesyg alen Alewld



62

suolssajoud

aleo Arewnd
paaibe ssoioe
pasijew.ou

s| Bupjew uoisioap
|euoissajo.d

0} |euoIsSSaj0id

aled pue yjeay

Japim pue ated Atewnd
ul 3snJj pue diysuonejal
‘ain}no 0} sjuswaAoldw|
aJeo Alewnd

Aq payoddns Japeq aie
SUONIPUOD Y}|eay snouas
UlIM/J0 Msll je sjualied
uoluUaAIalUI

90IAIBS }sleloads

aonpal aJed |eoo| apinold
0} Aljige Jno aaoidwi

[IIM ©2IApE 1sIjeloads

swes) Aleuldiosip-inw
JapIM Bpnjoul 0} SS8008.
1014-0}-Joid aJeo Arewnd
pusx3 ‘eg a|qelaAllep

ul paliuapl skemyyed

0} sjuswaAoldwi asplIoLd
S90IAIBS 8)noe

UM (Joid-0}-j0id,) Bunjew
uolsloap |euolissajoid
-0})-|euolissajoud

0] SS9008 UBIDIUI[D

aleo Atewd esiplepuels

Ayoedes
92.40))10M
buidojanep —
aied |e|oos pue
yijeay Jspim
woJj pue ojul
sAemyjed aied

16202 Ag 0} ssa20e panoidu| slouped yjm uoneloge|io) A pue weaJjsule|y Buinoudw] "q¢
s|euolissajoud
pue sjuaied ssouoe
1snJ} pue diysuoinelal
‘ain)no panoiduw| dnoub aouabijayul sjualjed pue sialia)al
s|euolssajouid pue uonen|eAs ‘Bulo)Uol\ A 0} Joddns Buipinoud
pue sjuaned ssoloe uswsabebus olgnd/|daAd  » — 82Jn0Sal UoISIa
Aoeuayl| yijeay panoiduw) (A1enlje@ o|qeuleisng 1oy 1ybry |euoneu ay) uo
ue[dyiom eIA Dg1 Buiaqgjiam pue aljua) "6'9) syjuswdojaasp JUBU09 21198dS-DOHOHSHN
paaibe yjjeay 0} uoinqujuod aled [EOO| pUB [BUONIEN A JaAl|ap pue dojaaaq
pue padojaasp Arewud pauayjbuaig yljesHo pue juswabeuew FSETNIEEYo)
sg|diound Aoedeo weisAs abueyo ‘Buiuueld ‘eynoe anosdwi pue paquie woaysAs ino
Ny AL AN A pue 2210I0M Pasealou| ‘6 e poddns weisAs sjoypy 4 ‘0a1be 0] WoisAs Japim buidojansp —
uonenul SOWI021N0 pue J01d-0}-joid J0} poddng  » | ypm yuil ‘sAemyied jusiole aled |e1oos pue
pue juswdojonap aoualIadxe Janaq e aney uswabeuew pue aAj08Ye ‘pauljweal]s yjjeay Japim
uedyiom pue Jayoinb jeuoissajold )s1i Buouis ainsus Joy so|diound Aey dojanaq woJ} pue ojul
JWEaIISHIOM 1ybu a8y} wouy Juswiealy 0} so|diound Buiyoierano sAemyed sAemyjed aied
Ny i AV 1yb11 ayy 106 syuaned JO Juswoalbe walsAs sjoyp  ~ | Juaned ayepdn pue malnay Buinoidw eg




63

|jeaoidde oy uo
suonepuawwoosl
:Gz/v20z Ag

ueld
uoneuswa|dwil
ajepdn :Gz/¥20C
spea| A8y yum

910Z 1V (puepoos)
sJaJe) ul paulino sannp
[eba] yum aoueldwo)
saljienbaul

yijesy 0} uoinqiuoo

Jno suayjbualls axeldn
Ul uoljeLieA paonpay
(OHM)

ylieay anoadwi pue SsaA||

(spJooau
uoneupoeA buipnjout)
sowwelboid jeuoneN

sjuawjieal)
MU 10} 82IN0SdY

a|qissod se ||lom

SE U}|eay UMo J1ay} Jaye 00| 0}
a|doad Jjemodwse 0} sayoeoidde
paseqg-yibua.is Jo asn asealou|
seale

Aiond saibe pue sdeb Ajuspl

suolsses Buiuue|d SAES 0] suoljuaAILlUI JaAI|op pue dojarsp ‘Aemuspun Auainoe Bunsixe dew uoIJuUdAId}UI
a]eloge||0o 9AI103J48-1S0D 0} Auoeded waysAg ‘salbajenys DOHOSHN A8 YA Ajeas pue
ayeuapun pue |njssadons jsoul slapjoyayels Buluealos pue uoneuinoeA uonuaaaid
:52/v202 9y} JO BUO SI uoleuIDIBA yjm uoneloge|ion aunnoJ Jo axeydn ajowold uayjbuans ‘g

Aianijep way} Joj

ABajens |1eubiq 1ybu sI ey a4ed 1noge suolsIoap

suonoalIp ayew 0} syuaijed poddng

sannp /sjuswdojanap (100

Ayjenba Jojoes 21gnd |[euoneN juol4 [eubig) ssedoe uonewlojul

6-9202° yum aoueldwoo ainsug abueyo yjjeay 0} sjuswaAoidul

Kianijep Abajens salienbaul 0} yoddns juaned [eubip uo syuaned yym abebug

[enbiq oy paubije
‘uejdydom eIA Dg |
abueyo

Joy sealte Auoud
pue ue|dylom
9a.by :52/¥202

yijesy o3 8jnqliuod
Japag/Aunbe uayibuang
s|euolssajoid

pue sjuaned

yum 10edwi Jno aaoiduwi

pue Buipueisiopun Jopeg A

pue Jauonoeld
s9|diound SSadoe
aonoeld [e1auab yum
aul| ul syuswanosdw|
uoddns sio0)joesuod
Juspuadapu|

yoeoudde paseq

-on|eA pue 22uapIAS ue ybnoay)
SSOUBAIJ0)0 pue Aouaiolye Ino
asiwixew |Im am moy Bulhnuapi
‘ebueyo 1oy uoIsIA Jno dalbe pue
2doos 0] uonoe aAleIOge(|0)

juswdo|aAa(g 10} sealy J9pIM

aJ1es Arewnd
0) ss999e
anoidw|




64

Ajoeded
aJeo Alewd o) sasealoul
pue moy} juaijed paroidw|

(sjeuoissajoud sJapinoid
pajeniul pue 9 sjuaned Joj) suoddns pue SJ0}oeJlu0d

padojanap ue|d uolew.oul ajgeynba pue Juspuadapul Alonap

wswabebus pue BAI}09)J8 ‘pPaIUSD-UOSIad Upim uoneloge|on 4 pue Buiuueld oi6ajel)s

suoljeoluNwWwon) AJge J1eyy Jo 1s9q ay) 82Jnosal JNo Ul 8210A juaijed paquig

:9-¥202 0] yjjeay Jiay} Jaye 3oo| uoisioap ybry A wswebeuew-jas papoddns
suojleoIuUNWWo) 0} 9|qe alow aJe ajdoad aoe|d ul JOJ uonew.oul yjeay asnjuonebireu
apnjoul S$S900E 0] MOy $S90In0sal palinbay A 9]qISS9298. JO 18440 INO MOID) ales Arewnd
0} papuedxa pue Jayo aled Alewd Jo [eaoidde ue|d Juswabebus panoidwi pue
ad0d jo ssaualeme [euolssajold ue(d juswabebua pue SuolE2IUNWWOD aled juswabeuew
diysieqwis|y 202 0 Juaned asealou| pue suonesiunwwo) 4 | Atewud e uaAjdp pue dojaasg J|@s poddng

(sse20e ales Atewnd

pue juswabeuew-j|as) uonejuswaldwil

suoddns uonew.Jojul noybnouyy Buluies)

a|gelinba pue aAioaye 10 uone|sued; :buiobup

‘pasiusd uosiad a0 ue|dylom

1sow asay) buipasu asoy} sJapinoid JBPIM UY)IM Bul| ul AisAliap

Jo Buiaqjiem pue yjeay pue SJ0}oBJIu0D ABajess 01 woddns :BuiobuQ

ay} anoidwi pue 109910.4d UlIM uoieloge|io) siepinoid yum juswabebug

0] saljiAljoe pajable | sweaJisyiom Abajens :opnjoul 0} ‘posu Jsalealb

paaibe uonoe o} uswabeuew Jojuawysiige}sg | Jo seale ul uonoe jabiey Jepaq
seale Jo} |esodoud -J|@s pauoddns aaoiduwi aoe|d pue uonuanalid uayibuans Ayjenbaul
pue sa|diound pue ‘Buiaq|iam 109304d Ul 82JN0Sal JualoIns 0} AJaAljap wealsyiom SOd aonpai pue

:GZ/¥20c vwniny

‘U)eay-||l PIOAE Jajjeg

pue g|geulielsng 4

ssoJoe uonoe 6uinNo-ssou)

Ajnba anoiduw




65

suodau Buliojiuow
Jeinbal :6202-202
ue|d ylom [enuue
dnois) uonenjeng

wswanoidwi Ajjenb
[e00] pue ‘AiaAlBp
pue Buiuueld o16a1e1]S
Buiobuo wuojul

pue ‘@ouabijayu| Ajoeded 0] SsJojeolpul yjeay
‘Buriojiuoly aouabi|eu| sseuisng  » | uonendod aousabijdiul
alen Alewud ejep aJed aJeo Atewnd
Jo juswdojana 90UBpIAS pue ejep panoidui Aq Arewnd ejelidoidde JueAs|al aulaq
:62/v20z pawuoyul sI uoneuswadwi pue /UeAS|al JO AJjIge|leAyY | SPES| Wealis YIOM U}IM
M}JOMmawel} uoleneAs wawdojanap Abajeuis aininy unQ Ayoedeo yjeaH olland  » | dJomawely uonen|eAs
pue Buuojuow wasAs pue aaiopjiom ‘sjusaned salljiqisuodsal pue Buuojuow ABajens
ABojess Jo jeaosdde JNO 10} UO YIOM INno Jo 10edwl Alanijep pue jybisiano e Juswa|dwi Ino ajenjeas
20z Jawwns Ag ay} uodn anoidwi pue mouy apn Jo uswoealby A pue dojaaa pue JoMUO "6
Aoeded
aouabl|eu| sseuisng 4
sjeble) ebueyd a1ewlo pue sbuipjing aJ4eo
Ajgeurelsns Japim Ino Buiasiyoe Arewid 0} Juswsaaul
0] S9INQIIU09 a1ed Alewld anuanal buiob
ayods pue gny -UO puUB JUSW]SaAUI
awweJsboud Buipnjoul sbuipjing asn-iNw ul jeudes oy Ajjeao)
|euoliwelojsuel) aleo pajelbaul JO S|OA9| Joiealn) pue Ajjeuoneu poddng 4
D9D9OSHN 0} ublly SdOSH Uyim suoidalig sesiwald
(ueld ‘uonesiwndo ajeise aleos Arewnd SIS payepdn A
Aanljeq o1beiens 0} yoeoudde apm-D9H9OSHN poddns 4OSH  ~
pue Abojens Alunwwod (sebueyo 1oenuon 4o
Ageurelsng pue Atewnd 0} A1epuooas woly ‘6°9) sw.a) j0eIU0D Buiuueld Auadoud
0} paubie ‘Abajens aled Jiys 0} Ajloeded pasealou| yum suonique Alaniep Jno ul paau uonejndod KAadoud
uoneuswa|dw| ‘'sjuswanolduwl wue) Buoj-wnipaw uo ejep Ayjenb pue uone
14N JO uoISN[OU0d Uo |jeubip pue s g Aq pauoddns Jo uopeliouoday 4 | poob Jo asn 8y} Mol powwoooe
aouswwo)) Abarens pue ‘g|qissod uaym awoy 1e/o} uolneloqe|0o Japiaoid ISEVVIETS) aled
JOSSY 9oUsWWo9 9s0[0 ‘aw 1ybu ayj 1e aoe|d 1ybu pue 10]0eJjuod pue juswdojansp Lrewnad
0}19b.e] :Gz/y202 Y} ul a1eo ybu ay) 106 ajdosad juspuadapu| A ABajesis 19ssy Buisijwndo -g







NHS o

G\'\fl‘"’ NHS Greater Glasgow and Clyde
re:ﬁffgﬁgow Equality Impact Assessment Tool

Equality Impact Assessment is a legal requirement as set out in the Equality Act (2010) and the Equality Act 2010 (Specific Duties) (Scotland) regulations 2012 and
may be used as evidence for cases referred for further investigation for compliance issues. Evidence returned should also align to Specific Outcomes as stated in
your local Equality Outcomes Report. Please note that prior to starting an EQIA all Lead Reviewers are required to attend a Lead Reviewer training session or
arrange to meet with a member of the Equality and Human Rights Team to discuss the process. Please contact Equality@ggc.scot.nhs.uk for further details or
call 0141 2014560.

Name of Policy/Service Review/Service Development/Service Redesign/New Service:

| NHSGGC Primary Care Strategy
Is this a: Current Service [ | Service Development <]  Service Redesign [ | New Service [ | New Policy [ | Policy Review ]

Description of the service & rationale for selection for EQIA: (Please state if this is part of a Board-wide service or is locally driven).
What does the service or policy do/aim to achieve? Please give as much information as you can, remembering that this document will be published in the
public domain and should promote transparency.

NHSGGC’s Primary Care Strategy: 2024/25 -2029/30 sets out our long term vision and approach to primary care transformation across
NHSGGC.

The Strategy provides a set of principles and commitments which will support the long term future of primary care services to maintain and
improve patient care. It will inform the Primary care delivery/ implementation plan which will detail the actions to maintain and develop the
role of primary care as part of the patient’s journey of care within the wider health & social care system. It will also provide a spotlight on
primary care as a foundation on which to deliver more integrated care to patients throughout NHSGGC. Primary care services provide the
first point of contact in the healthcare system, estimates suggest that around 90% of health care episodes start and finish in primary
community care.

In addition to our principles and commitments, this strategy includes a set of initiatives that cover the NHSGCC wider responsibilities in
relation to primary care, including responsibilities for managing the primary care prescribing budget, the interdependencies between
NHSGGC, HSCPs in working with primary contractors i.e. GPs, optometrists, dentists and community pharmacists and support for
promoting improvement and the sustainability of primary care in NHSGGC.
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The Core principles are:

1. Within our overall Scottish Government funding implement the requirements of primary care contracted services in line with emerging
guidance

2. Promoting the sustainability of primary care services

3. Making sure we have a high quality of engagement with primary care contractors, third sector networks, our locality engagement forums
and equality groups

4. Progress our support for quality improvement (Ql) in primary care

5. Ensuring that our primary care strategy is connected to the NHSGGC MFT programme, the 6 HSCP’s strategic plans for other
transformation programmes and to the policy developments by the health board and Scottish Government

6. Improving our performance management framework for those primary care functions where we have a responsibility

Why was this service or policy selected for EQIA? Where does it link to organisational priorities? (If no link, please provide evidence of proportionality,
relevance, potential legal risk etc.). Consider any locally identified Specific Outcomes noted in your Equality Outcomes Report.

The Primary Care Strategy is a key strategic document for NHSGGC and the 6 HSCPs which sets out how primary care service ambitions
will be met in order to deliver the best possible care to our communities in the most efficient way.

The Strategy is a guide to how we will approach the development of primary care which has many work streams and covers a large
number of primary care services and contractors. For context, NHSGGC hosts 189 optometrist practices; 228 general practices (GPs);
255 general dental practices (GDS) and 288 community pharmacies (CP) delivering primary care services to around 1.3 million GP
registered patients.

The 2023-2028 strategy will set out how those care ambitions will be underpinned with due regard to meeting the legal requirements of the
Public Sector Equality Duty (or general duty) of the Equality Act 2010 and the 2018 Fairer Scotland Duty (the duty). In the past a number of
primary care programmes & services have conducted EQIAs to support the 3 parts of the General Duty. For example, the Mental Health
Strategy & PCIP, HSCP PCIPs and travel health vaccination provision. Additional EQIAs will therefore be undertaken by individual services
in the future as part of primary care implementation plan. These will be captured and tracked centrally to ensure coordination of
assessments and identify any recurring or related risks to protected characteristic groups.

Our ambitions contained within the strategy are:

In the short term:
1. Shared purpose across a sustainable, sufficiently staffed and skilled workforce
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2. Step-change innovations in data and digital technology to improve patient health and care outcomes
3. Integrated care and well-connected services, supported by effective teams, system working, leadership and planning
4. Improved understanding and navigation across our primary care

In the medium to long term:
5. People can access the right service at right time, more flexibly and in ways that suit them
6. Strengthened prevention, early intervention and wellness
7. Better access to trusted information on health and care
8. Strengthened contribution to reducing health inequalities.

The priorities to help realise the ambitions are:

Our priorities are:
1. Development and delivery of a five-year primary care workforce strategy
2. Development of a shared care record accessible to all primary care, both in- and out of hours
3. Improvements to the clarity, consistency and effectiveness of patient pathways
4. Improvements to primary care’s access to the right advice at the right time

We will also work to deliver:

A five-year communications and engagement plan

A range of process and system improvements to enhance journeys into and through primary care
Public engagement around digital options to better access information and services

Strengthened prevention to better avoid ill-health, protect wellbeing, and improve supported self-management
Enhancements to our accommodation and property

A strengthen contribution to reducing health inequalities, including through targeted and tailored action.

2N

We will proportionately increase activity around these areas in the event additional resource becomes available.
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Who is the lead reviewer and when did they attend Lead reviewer Training? (Please note the lead reviewer must be someone in a position to authorise any actions
identified as a result of the EQIA)

Name: Ann Forsyth, Head of Primary Care Support Date of Lead Reviewer Training: Updated 2019

Please list the staff involved in carrying out this EQIA
(Where non-NHS staff are involved e.g. third sector reps or patients, please record their organisation or reason for inclusion):

PC Strategy Communications & engagement group:

Daniel Connelly, Deputy Director Public Engagement, Public Experience and Public Involvement (PEPI)
Lisa Martin, Manager, PEPI Team

Calum Lynch, Project Manager PEPI Team

Josh Kane, Senior Communications Officer, Communications Department

Alastair Low, Planning Manager, Equality and Human Rights

Helen Cadden, Public Partner Primary Care

Ronnie Nicol, Public Partners Primary Care

Gaynor Darling, Family Health Service Advisor, Primary Care Support
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Example

Service Evidence Provided

Possible negative impact and
Additional Mitigating Action
Required

What equalities information
is routinely collected from
people currently using the
service or affected by the
policy? If this is a new
service proposal what data
do you have on proposed
service user groups. Please
note any barriers to
collecting this data in your
submitted evidence and an
explanation for any
protected characteristic
data omitted.

A sexual health service
collects service user
data covering all 9
protected
characteristics to enable
them to monitor patterns
of use.

Equalities data is collected to varying degrees by the
primary care services. Where information is not
routinely available, equalities data can be collected
where necessary to inform the design of a service
and the overall demographic trends in NHSGGC will
also be taken into account. These are outlined in the
NHSGGC Glasgow City Health and Social Care
Partnership Demographic and Needs Profile June
2022.

Primary care contractors do not routinely collect data
on the nine protected characteristics. However,
each pathway/service (either direct, public sector or
contracted) has a duty to comply with any legislation
relating to the nine protected characteristics and to
ensure provision of goods and services complies
with the Equality Act and Public Sector Equality
Duty.

As many primary care services are independent
contractors in different services, data completeness
and sharing practice and systems varies, and data is
not owned by NHSGGC.

The complexity of service pathways within the
Primary Care (and their respective patient
information systems) means it is not possible to
create a single data repository that captures equality
monitoring data across all nine protected
characteristics.

We recognise the limitations
of the data currently being
collected by the varying
services and contractors but
continue to work on
improving this in line with the
recommendations made by
the Scottish Government’s
Equalities Data Improvement
Programme.

Opportunities will be
identified to encourage both
primary care contractors and
HSCP to gather data related
to the nine protected
characteristics. This will
include incorporating the
requirement for equalities
data to be collected when
commissioning services from
other organisations.
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Example Service Evidence Provided Possible negative impact and
Additional Mitigating Action
Required
Please provide details of A physical activity Services are required to ensure consideration of As described above, there is
how data captured has programme for people equalities in all areas of service planning, no single shared mainstream

been/will be used to inform
policy content or service
design.

Your evidence should show
which of the 3 parts of the
General Duty have been
considered (tick relevant
boxes).

1) Remove discrimination,
harassment and -

victimisation
2) Promote equality of
opportunity

3) Foster good relations

between protected

characteristics. -
[]

4) Not applicable

with long term conditions
reviewed service user
data and found very low
uptake by BME (Black
and Minority Ethnic)
people. Engagement
activity found
promotional material for
the interventions was not
representative. As a
result an adapted range
of materials were
introduced with ongoing
monitoring of uptake.
(Due regard promoting
equality of opportunity)\

development and implementation, with evidence that
some services have adapted their model of service
design and delivery to ensure effective access for
protected characteristic groups who may experience
related barriers.

A recent example of where service uptake data has
been used to inform practice is the Vaccination
Transformation Programme (VTP).

Innovative ways of engaging with disadvantaged
communities and to increase uptake amongst
underrepresented groups (Black, Asian and minority
ethnic) providing various targeted provisions now
includes;

e Mass drop-in clinics across local community
venues including the Central Mosque

e Vaccination mobile bus

e Older people & adult residential care homes

e Patient home visiting service.

Translated materials, NHS Inform, use of interpreting
services and sign language are provided to support
inclusive practice.

data collection system across
all primary care service
providers. While this hampers
the ability to aggregate all
service use data and
understand access patterning
by protected characteristic,
each system can be
interrogated independently
where data fields allow.

We recognise that that
collection of quantitative data
is not uniform across all
services but within primary
care there are a number of
opportunities to share good
practice, case studies and
reporting mechanisms in
place through operational &
strategic groups.
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Example Service Evidence Provided Possible negative impact and
Additional Mitigating Action
Required
How have you applied Looked after and Related recent research has been reviewed to learn | Nationally, public research
learning from research accommodated care and understand what matters to people from equality | has been carried out on
evidence about the services reviewed a groups as detailed in section 4 below. Research public views and experiences

experience of equality
groups to the service or
Policy?

Your evidence should show
which of the 3 parts of the
General Duty have been
considered (tick relevant
boxes).

1) Remove discrimination,
harassment and
]

victimisation
2) Promote equality of
opportunity I

3) Foster good relations
between protected
[]

characteristics
4) Not applicable [

range of research
evidence to help promote
a more inclusive care
environment. Research
suggested that young
LGBT+ people had a
disproportionately
difficult time through
exposure to bullying and
harassment. As a result
staff were trained in
LGBT+ issues and were
more confident in asking
related questions to
young people.

(Due regard to removing
discrimination,
harassment and
victimisation and
fostering good relations).

recommendations for Primary Care are currently
being considered.

Some of our PCIP programmes and services have
been developed as the result of applied research
learning. The original need for the community link
worker programme came from GPs working in
Glasgow’s most deprived neighbourhoods (Deep
End GPs).

The research evidence clearly recognised the
additional health needs and barriers to engagement
with services among those living in areas of high
deprivation. The CLW was therefore developed as a
deprivation based targeted service to remove
discrimination and promote equality of opportunity.

The Glasgow Disability Alliance published a Disabled
People's Mental Health Matters report in October
2022.

The findings from this paper align with some of the
feedback from public engagement sessions held
across Glasgow during development of this strategy.

of primary care services to
learn and monitor trends. For
example, the Health and
Care Experience survey
(2022) is conducted every 2
years. The Public
understanding and
expectations of primary care
in Scotland: Survey Analysis
Report was published in
November 2022.

We recognise that these
surveys do not provide local
data on protected
characteristics. To inform
future direction of local
Primary Care service the
Patient Engagement & Public
Involvement team (PEPI)
have conducted local
engagement (detailed below)
and is also currently leading
board wide engagement as
part of the strategy
development.

We are actively monitoring
and reviewing emerging
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This strategy (and in its alignment to the NHSGGC
Mental Health and Public Health strategies) will
begin to address some specific barriers experienced
by those facing discrimination, exclusion and
hardship.

equalities learning to ensure
this can be incorporated into
the Primary Care Strategy
development.

Protected characteristic data
is not collected as part of the
National Health & Social
Care survey therefore unable
to extract NHSGGC data.

Example

Service Evidence Provided

Possible negative impact and
Additional Mitigating Action
Required

Can you give details of how
you have engaged with
equality groups with regard
to the service review or
policy development? What
did this engagement tell you
about user experience and
how was this information
used? The Patient
Experience and Public
Involvement team (PEPI)
support NHSGGC to listen
and understand what
matters to people and can
offer support.

Your evidence should show
which of the 3 parts of the
General Duty have been

A money advice service
spoke to lone parents
(predominantly women)
to better understand
barriers to accessing the
service. Feedback
included concerns about
waiting times at the drop
in service, made more
difficult due to child care
issues. As a result the
service introduced a
home visit and telephone
service which
significantly increased
uptake.

(Due regard to promoting
equality of opportunity)

In 2022/23, the strategy project team, supported by
the Patient Engagement and Public Involvement
(PEPI) Team undertook a wide variety of in-person
and virtual events to understand the experiences of
primary care contractors, HSCP staff and service
users on primary care services.

There was no exclusion criteria and the team
engaged with a broad spectrum of community
groups, across Greater Glasgow, many of which
represented people with protected characteristics
with a total of 324 members of the public engaging in
the sessions.

Specific protected characteristics were represented
by some of the groups listed below: BME people;
new Scots; asylum seekers; refugees; older people;
carers; disabled people; men and women.

We recognise that due to the
scale and scope of primary
care services and for the
reasons outlined, we were
unable to capture all staff &
service users’ experiences.

The findings will be
proactively taken into
consideration to shape the
direction for primary care
services. We will take into
account all aspects of the
General Duty i.e.: remove
discrimination, harassment
and victimisation, promote
equality of opportunity and
foster good relations between
protected characteristics.
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considered (tick relevant
boxes).

1) Remove discrimination,
harassment and
victimisation ~ []

2) Promote equality of
opportunity Il

3) Foster good relations
between protected
characteristics [

4) Not applicable [ ]

* The Child Poverty
(Scotland) Act 2017
requires organisations
to take actions to reduce
poverty for children in
households at risk of
low incomes.

Primary Care Strategy Public Engagement
Sessions:

27/04/23 Inverclyde Your Voice Community Forum
22/05/23 Renfrewshire In-Ren Network

25/05/23 East Dunbartonshire Senior Carers Forum
30/05/23 Public virtual/online open session
01/06/23 Public virtual/online session

07/06/23 Glasgow The Life | Want Group

08/06/23 HSCP Locality Engagement Forum
09/06/23 East Renfrewshire Big Lunch Event
13/06/23 West Dunbartonshire Clydebank Pop-up
Session

19/06/23 West Dunbartonshire Locality Group,
Community Representatives

19/06/23 Glasgow, Chance2change Expert Reference
Group

22/06/23 Inverclyde Your Voice Community Forum
29/06/23 West Dunbartonshire Pop-up Session
16/08/23 Public virtual/online session

18/08/23 Public Online/virtual session

To ensure the engagement sessions and meetings
were easily accessible, several methods were used
to engage including presentations and discussions
via Microsoft Teams, open discussions during some
HSCP meetings, a social media survey and face to
face discussions with local community groups.

In summary, engagement findings with the
stakeholders and staff suggest the NHSGGC should
address the sustainability of primary care, quality
improvement, communication and engagement,
collaborative working and property. The patient and
service user findings suggest improvements in
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access to primary care services, in particular GPs
and dentists, and effective communication from and
between primary care services. Patients also
identified a clear need for improved mental health
services.

Example

Service Evidence Provided

Possible negative impact and
Additional Mitigating Action
Required

Is your service physically
accessible to everyone? If
this is a policy that impacts
on movement of service
users through areas are
there potential barriers that
need to be addressed?
Your evidence should show
which of the 3 parts of the
General Duty have been
considered.

1) Remove discrimination,
harassment and
N

victimisation
2) Promote equality of
opportunity O

3) Foster good relations
between protected
characteristics.

4) Not applicable [ ]

An access audit of an
outpatient physiotherapy
department found that
users were required to
negotiate 2 sets of heavy
manual pull doors to
access the service. A
request was placed to
have the doors retained
by magnets that could
deactivate in the event of
a fire.

(Due regard to remove
discrimination,
harassment and
victimisation).

Primary care services are universal services
delivered from community-based premises and are
compliant with the Public Sector Duty in terms of
physical accessibility, understanding the need to
make any reasonable adjustments where barriers
may exist.

Where services are delivered from premises
belonging to primary care contractors, all premises
must be DDA Compliant.

The location and accessibility of community based
premises is a key component of the design of
services. For example, with the new integrated social
and primary care, mental health and community hub
at Parkhead, inequalities have been considered as
part of the design. The building will meet the
accessibility requirements, be DDA compliant and
have a dementia friendly design.

Engagement will continue with a wide range of
people to ensure that people with protected
characteristics can participate in the consultation
activities. Work will take place with equalities groups
to seek their input in the proposed development and

10
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the community facilities within the hub will be
designed and managed to support access by all
groups, inclusive of those with protected
characteristics.

In addition to ensuring physical accessibility, the
continued investment in patient-facing digital access
solutions needs to ensure it does not inadvertently
contribute to widening the health gap.

Primary care services will ensure that where a digital
solution is identified, developed and integrated into
access pathways, it will not be to the detriment of
those who experience digital exclusion and are
unable to benefit from the investment.

Access will be underpinned with the principle that no
one will be left behind and that digital access to
appointments as the first option will not be the
default position.

Example Service Evidence Provided Possible negative impact and
Additional Mitigating Action
Required
How will the service change | Following a service Primary care services that are delivered to NHSGGC | We will continue to engage

or policy development
ensure it does not
discriminate in the way it
communicates with service
users and staff?

Your evidence should show
which of the 3 parts of the
General Duty have been

review, an information
video to explain new
procedures was hosted
on the organisation’s
YouTube site. This was
accompanied by a BSL
signer to explain service
changes to Deaf service
users.

patients/service users are supported by mainstream
interpreting and translation resources. This means
that where a communication support is identified for
an individual, provision can be made, either in
spoken language, BSL or alternative format.

All NHSGGC Service in the development of
communications should utilise the NHSGGC Clear to

All guide. The guide has been developed to support

with patients around access
to services and how we can
improve this equally and
equitably

11
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considered (tick relevant
boxes).

1) Remove discrimination,
harassment and
victimisation

2) Promote equality of
opportunity ]

3) Foster good relations
between protected
characteristics []

4) Not applicable [ ]

Written materials were
offered in other
languages and formats.

(Due regard to remove
discrimination,
harassment and
victimisation and
promote equality of
opportunity).

creation of simple, clear and concise information that
allows us to meet our legislative requirements and
the needs of our patients. In this context, patient
information refers to written information such as
leaflets, flyers and posters, as well as video and
audio recordings.

Many patient information systems will highlight
communication support to allow for pro-active
planning. Where patients who require
communication support access a service where
additional needs are unknown, telephone interpreting
can be accessed immediately.

Protected Characteristic

Service Evidence Provided

Possible negative impact and
Additional Mitigating Action
Required

(a)

Age

Could the service design or policy content have a
disproportionate impact on people due to differences in
age? (Consider any age cut-offs that exist in the
service design or policy content. You will need to
objectively justify in the evidence section any
segregation on the grounds of age promoted by the
policy or included in the service design).

Your evidence should show which of the 3 parts of the
General Duty have been considered.

The Primary Care Strategy Team and PEPI team
engaged with groups of primary care contractors,
HSCP staff and members of the public. Primary care
services are universal, so open to all members of the
population regardless of age.

Feedback from engagement with the East
Dunbartonshire Seniors and Carers Forum (31
attendees) showed that people were concerned
about the equity of services and a need for
improvement to the consistency and variations
across the Greater Glasgow & Clyde area.

NHSGGC acknowledge that
funding challenges have led
to some inconsistencies in
service availability across the
6 HSCP areas.

This strategy seeks to take a
proportionate approach to
delivering services where it is
needed most, tackling

12
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1) Remove discrimination, harassment and
victimisation

2) Promote equality of opportunity

3) Foster good relations between protected
characteristics.

(13 B @

4) Not applicable

The impact of such inconsistencies mean that
people’s experience of care can differ depending on
where they live.

A large number of primary care users are over 65 or
under 5 years of age. The number of people aged
over 65 in the population is due to increase by nearly
32% over the next 20 years. A key focus when
designing services will be availability and
accessibility of services for this age group. Services
will also be adapted for children under 5, where
appropriate.

inequalities and promoting
fairness across the system.

(b)

Disability

Could the service design or policy content have a
disproportionate impact on people due to the protected
characteristic of disability?

Your evidence should show which of the 3 parts of the
General Duty have been considered (tick relevant
boxes).

1) Remove discrimination, harassment and
victimisation I

3) Foster good relations between protected
characteristics. 0

[]

2) Promote equality of opportunity

4) Not applicable

‘The Life | Want Group’ is a social partnership
covering Greater Glasgow to create opportunities for
people with learning difficulties. An engagement
session with this group highlighted mixed views and
experiences of primary care. Digital developments
were generally viewed as potentially helpful for
people with disabilities but assumptions regarding
access should be avoided and alternatives offered.

Other feedback related to gaps in staff awareness of
equalities and patient rights in general, a higher
susceptibility (for people with disabilities) towards
misleading health information and signposting to
services should be accessible to all.

A questionnaire was also specifically sent to
members of the Involving People Network (IPN).
Primary care services are open to all members of the
population and the engagement undertaken didn’t
highlight any specific areas to be addressed in

Through implementation of
the strategy any redesign of
service and /or policy
redesign that impact on
protected characteristics will
be subject to EQIA process
to identify potential and
consequential impacts

13
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relation to disability that weren’t expressed by those
who engaged as a whole.

All of the above will be taken into account when
designing the Primary Care Strategy and
implementation / delivery Plan with focused attention
during service related specific review.

Protected Characteristic

Service Evidence Provided

Possible negative impact and
Additional Mitigating Action
Required

(c)

Gender Reassignment

Could the service change or policy have a
disproportionate impact on people with the protected
characteristic of Gender Reassignment?

Your evidence should show which of the 3 parts of the
General Duty have been considered (tick relevant
boxes).

1) Remove discrimination, harassment and
victimisation =

2) Promote equality of opportunity ]

3) Foster good relations between protected
characteristics I

4) Not applicable ]

The Health needs assessment of lesbian, gay,
bisexual, transgender and non-binary people
(NHSGGC, NHS Lothian and Public Health Scotland,
2022) found that most participants were happy with
their Primary Care experiences. Of those people
using their GP in the previous year, 88% reported a
positive experience.

It is possible that where a service user is signposted
to a health professional other than their own GP, that
healthcare professional may not know the patient’s
trans history.

Where any services are configured on a separate or
single sex basis in a primary care setting, the EHRC
document — Separate and Single Sex Service
Providers — A Guide on the Equality Act Sex and
Gender Reassignment Provisions will be referred to.

Staff training on gender re-
assignment issues can
support mitigation against
any patient being
discriminated against.

Close links can be developed
with the Sandyford Clinic to
ensure that all aspects of the
service take cognisance of
gender re-assignment issues.

Protected Characteristic

Service Evidence Provided

Possible negative impact and
Additional Mitigating Action
Required

(d)

Marriage and Civil Partnership

Not applicable to this strategy.

14
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Could the service change or policy have a
disproportionate impact on the people with the
protected characteristics of Marriage and Civil
Partnership?

Your evidence should show which of the 3 parts of the
General Duty have been considered

1) Remove discrimination, harassment and
victimisation []

2) Promote equality of opportunity []

3) Foster good relations between protected
characteristics []

4) Not applicable O

(e)

Pregnancy and Maternity

Could the service change or policy have a
disproportionate impact on the people with the
protected characteristics of Pregnancy and Maternity?

Your evidence should show which of the 3 parts of the
General Duty have been considered (tick relevant
boxes).

1) Remove discrimination, harassment [}
victimisation

The Strategy project team and the Patient
Engagement and Public Involvement (PEPI) Team
engaged with groups of primary care contractors,
HSCP staff and members of the public which were
representative of the overall population. Primary
care services are open to all members of the
population and the engagement undertaken didn’t
highlight any specific areas in relation to pregnancy
or maternity which needed addressed.

However, Primary care service design will continue

to consider pregnant women and maternity services.

For example, the Vaccination Transformation
Programme facilitated ease of access for pregnant

15
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2) Promote equality of opportunity

3) Foster good relations between protected

characteristics.

4) Not applicable

L]
L]

women, by delivering vaccination within the
maternity services which women were already
attending.

Protected Characteristic

Service Evidence Provided

Possible negative impact and
Additional Mitigating Action
Required

(f)

Race

Could the service change or policy have a

disproportionate impact on people with the protected

characteristics of Race?

Your evidence should show which of the 3 parts of the
General Duty have been considered (tick relevant

boxes).

1) Remove discrimination, harassment and

victimisation

2) Promote equality of opportunity

3) Foster good relations between protected

characteristics

4) Not applicable

[]
[]

Feedback from the In-Ren (Renfrewshire) network
highlighted that New Scots communities can
experience limited information on how the healthcare
system in Scotland works compared to other
countries. This group also noted a need to consider
communication methods for non-English speaking
individuals and communities.

Currently alternative language formats for health
information is available to all on request from
members of staff.

Overall, NHSGGC has a
higher proportion of people
from a BAME backgrounds
compared to the overall
national average.

Service design in all areas
will need to take the needs of
this group into account. For
example, when providing
interpreting services at
healthcare appointments and
providing information in
different languages. The
primary contractors currently
use the interpreting service
when required to book an
interpreter over the phone or
in person.

(9)

Religion and Belief

The health records of individual patients may contain
information on religion or belief which could affect
the care they wish to receive.

16
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Could the service change or policy have a
disproportionate impact on the people with the
protected characteristic of Religion and Belief?

Your evidence should show which of the 3 parts of the
General Duty have been considered (tick relevant
boxes).

1) Remove discrimination, harassment and
victimisation 2

2) Promote equality of opportunity  []

3) Foster good relations between protected
characteristics. ]

4) Not applicable []

However, in terms of the population as a whole, the
strategy project team and the PEPI team engaged
with groups of primary care contractors, HSCP staff
and members of the public which were
representative of the overall population.

Primary care services are universal to all members
of the population and the engagement undertaken
didn’t highlight any specific areas in relation to
religion or belief which needed addressed.

Protected Characteristic

Service Evidence Provided

Possible negative impact and
Additional Mitigating Action
Required

(h)

Sex

Could the service change or policy have a
disproportionate impact on the people with the
protected characteristic of Sex?

Your evidence should show which of the 3 parts of the
General Duty have been considered (tick relevant
boxes).

Primary care services are open to all members of the
population. Health records of individual patients may
contain information on sex which could affect the
care they wish to receive. This may because certain
sex specific services are due to biology, rather than
any exclusion of service user e.g. cervical screening.

In terms of the population as a whole, the strategy
project team and the PEPI team engaged with a
broad range of primary care contractors, HSCP staff
and members of the public which were

17
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1) Remove discrimination, harassment and
victimisation O

3) Foster good relations between protected
characteristics. 0

[]

2) Promote equality of opportunity

4) Not applicable

representative of the overall population. The
engagement undertaken didn’t highlight any specific
areas in relation to sex which needed addressed.

(i)

Sexual Orientation

Could the service change or policy have a
disproportionate impact on the people with the
protected characteristic of Sexual Orientation?

Your evidence should show which of the 3 parts of the
General Duty have been considered (tick relevant
boxes).

1) Remove discrimination, harassment and
victimisation 2

3) Foster good relations between protected
characteristics. ]

[]

2) Promote equality of opportunity

4) Not applicable

In terms of the population as a whole, the strategy
project team and the PEPI team engaged with a
broad range of primary care contractors, HSCP staff
and members of the public. Primary care services
are open to all members of the population.

Due to initial challenges identifying an appropriate
LGBTQ group available to participate and
subsequently securing suitable dates, we were
unable to deliver this specific session within the
agreed phase two engagement period.

However, we have agreed to continue to engage
with the identified group re further opportunities for
participation as the strategy moves forward and in
particular around any local or service-specific actions
and improvements that arise from the
implementation phase.

Additionally, we will continue to develop our
knowledge of and relationships with local LGBTQ
groups and networks, to ensure that the programme
of ongoing engagement provides accessible and

As part of implementation
change require to consider
engagement with LGB
service users during
implementation given limited
engagement during strategy
development

18
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appropriate opportunities that reflect peoples' lived
experience.

Recent recommendations from NHSGGC, NHS
Lothian and Public Health Scotland’s LGBTQ+ report
will also be considered.

Protected Characteristic

Service Evidence Provided

Possible negative impact and
Additional Mitigating Action
Required

()

Socio — Economic Status & Social Class

Could the proposed service change or policy have a
disproportionate impact on people because of their
social class or experience of poverty and what
mitigating action have you taken/planned?

The Fairer Scotland Duty (2018) places a duty on public
bodies in Scotland to actively consider how they can
reduce inequalities of outcome caused by
socioeconomic disadvantage when making strategic
decisions. If relevant, you should evidence here what
steps have been taken to assess and mitigate risk of
exacerbating inequality on the ground of socio-
economic status. Additional information available
here: Fairer Scotland Duty: guidance for public
bodies - gov.scot (www.gov.scot).

7 Qs?

1. What evidence has been considered in
preparing for the decision, and are there any
gaps in the evidence?

The strategy project team and the PEPI team
engaged with many diverse groups of primary care
contractors, HSCP staff and members of the public.

The negative impact of health inequalities and
poverty on health and wellbeing is immense. There
is evidence that austerity measures and increases in
the cost of living compound health inequality by
affecting mental health, so as the cost of living
increases, it is more important than ever to design
services with this in mind.

Furthermore, it is crucial to recognise this when
designing services for Primary Care, as it has been
recognised that strong primary care systems are
positively associated with better health.

Recent learning has highlighted digital exclusion as
an issue to consider, particularly for people with less
resource and/or older adults. With this in mind it is
vital that an approach which prioritises investment in

We will further explore
prevalence and patterning of
digital exclusion in NHSGGC
and ensure that we retain
patient choice around ways
to access information, care
and treatment and support
that include non-digital
routes.

Impact of commitments will
be monitored through the
evaluation framework which
will be developed to support
monitoring of the strategy

19
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N

What are the voices of people and
communities telling us, and how has this been
determined (particularly those with lived
experience of socio-economic disadvantage)
What does the evidence suggest about the
actual or likely impacts of different options or
measures on inequalities of outcome that are
associated with socio-economic disadvantage
Are some communities of interest or
communities of place more affected by
disadvantage in this case than others?

What does our Duty assessment tell us about
socio-economic disadvantage experienced
disproportionately according to sex, race,
disability and other protected characteristics
that we may need to factor into our decisions
How has the evidence been weighed up in
reaching our final decision?

What plans are in place to monitor or evaluate
the impact of the proposals on inequalities of
outcome that are associated with socio-
economic disadvantage?

54
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developing a digital ‘front door’ to primary care
services does not inadvertently compound barriers to
access for people living in poverty.

Poverty is often a common denominator for
protected characteristic groups most marginalised in
society. To this end, digital exclusion will have the
greatest impact on the frail/elderly, those with
disabilities, transgender people and those from
Black, Asian and/or ethnic minority communities.

Due to Primary Care Improvement Plan funding, the
Community Link Worker (CLW) service was
established in some GP practices located some
HSCPs in the most deprived areas of NHSGGC.

One of the services offered by CLW's is financial
advice and they also link clients to the Welfare
Advice Health Partnership project located within
some GP surgeries or Third sector financial inclusion
organisations.

(k)

Other marginalised groups

How have you considered the specific impact on other
groups including homeless people, prisoners and ex-
offenders, ex-service personnel, people with
addictions, people involved in prostitution, asylum
seekers & refugees and travellers?

The strategy project team and the Patient
Engagement and Public Involvement (PEPI) Team
engaged with many groups of primary care
contractors, HSCP staff and members of the public.

In addition to the feedback (as per section F) from
public engagement which outlined the main concerns
in relation to New scots and non-English speaking
communities, the communication and engagement
commitments and associated delivery plans will set

The strategy aligns with the
NHSGGC mental health and
public health strategies and
all marginalised and/or
underrepresented groups will
be considered and included
as part of development of this
strategy and its associated
implementation/delivery
plans.

20
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out how we will work with marginalised groups in the
future.

All workstreams and change
proposals will be subject to
EQIA.

Does the service change or policy development include
an element of cost savings? How have you managed
this in a way that will not disproportionately impact on
protected characteristic groups?

Your evidence should show which of the 3 parts of the
General Duty have been considered (tick relevant
boxes).

1) Remove discrimination, harassment and
victimisation

2) Promote equality of opportunity

3) Foster good relations between protected
characteristics. ]

4) Not applicable []

A draft budget for primary care services has been set
which reflects the anticipated funding. We are
following the Scottish Government guidance and
anticipate delivery within current forecasted funds.

We recognise that if any
service was removed due to
financial constraints,
consideration would need to
be given to the impact and
this would have on patients in
terms of access and travel,
for example.

Planning would be put in
place to minimise or mitigate
any foreseen adverse
consequences.

Service Evidence Provided

Possible negative impact and
Additional Mitigating Action
Required

What investment in learning has been made to prevent
discrimination, promote equality of opportunity and
foster good relations between protected characteristic

Equalities Training and staff development for primary
care staff deliver are being further developed. Work
is ongoing to progress this action, including a
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groups? As a minimum include recorded completion
rates of statutory and mandatory learning programmes
(or local equivalent) covering equality, diversity and

newsletter and updates provided to all staff on
primary care initiatives with requirement for

equalities training, including undertaking of EQIAs.

human rights.
Mechanisms are in place to record statutory &
mandatory equalities training for HSCP staff and
contractor groups as employer responsible for
providing and maintaining training of their staff.

10. In addition to understanding and responding to legal responsibilities set out in Equality Act (2010), services must pay due regard to ensure a person's human
rights are protected in all aspects of health and social care provision. This may be more obvious in some areas than others. For instance, mental health inpatient
care or older people’s residential care may be considered higher risk in terms of potential human rights breach due to potential removal of liberty, seclusion or
application of restraint. However risk may also involve fundamental gaps like not providing access to communication support, not involving patients/service
users in decisions relating to their care, making decisions that infringe the rights of carers to participate in society or not respecting someone's right to dignity or
privacy.

The Human Rights Act sets out rights in a series of articles - right to Life, right to freedom from torture and inhumane and degrading treatment, freedom from
slavery and forced labour, right to liberty and security, right to a fair trial, no punishment without law, right to respect for private and family life, right to freedom
of thought, belief and religion, right to freedom of expression, right to freedom of assembly and association, right to marry, right to protection from
discrimination.

Please explain in the field below if any risks in relation to the service design or policy were identified which could impact on the human rights of patients, service
users or staff.

Through the delivery of a coordinated EQIA programme for aligned service developments, the Primary Care Strategy and Implementation
plan will ensure the right to protection from discrimination is upheld.
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Please explain in the field below any human rights based approaches undertaken to better understand rights and responsibilities resulting from the service or
policy development and what measures have been taken as a result e.g. applying the PANEL Principles to maximise Participation, Accountability, Non-
discrimination and Equality, Empowerment and Legality or FAIR*.

PANEL principles were used as part of this EQIA of the Primary Care Strategy 2023 — 2028 to ensure that services and programmes take a human rights-based approach
with a focus on responding to and tackling inequality.

Participation- Primary care seeks active participation and engagement of patients and service users through direct engagement and evaluation. A comprehensive
engagement exercise was undertaken from March - June 2023 with primary care contractors, HSCP staff and service users as detailed in Section 4.

Accountability- a dedicated equalities assessment of Primary Care Strategy 2023 — 2028 is now being undertaken and will be reviewed on a six monthly basis. Component
programmes and services within the Primary Care have or will also produce EQIAs.

Non-discrimination - primary care services are universal services which are open to all.
Equality/Empowerment- The Primary Care Strategy seeks to promote equality and equity within NHSGGC and has continued to commission and utilise research reports to
raise awareness, plan, resource and act on the significant health inequality challenges for the board. We have introduced and will embed patient and public involvement via

the Communications and Engagement Sub-group.

Legality-The service is compliant with UK and Scottish Law.

o Facts: What is the experience of the individuals involved and what are the important facts to understand?

o Analyse rights: Develop an analysis of the human rights at stake

« ldentify responsibilities: Identify what needs to be done and who is responsible for doing it

o Review actions: Make recommendations for action and later recall and evaluate what has happened as a result.

Having completed the EQIA template, please tick which option you (Lead Reviewer) perceive best reflects the findings of the assessment. This can be cross-checked via the
Quality Assurance process:

[ ] Option 1: No major change (where no impact or potential for improvement is found, no action is required)

] Option 2: Adjust (where a potential or actual negative impact or potential for a more positive impact is found, make changes to mitigate risks or make improvements
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[ ] Option 3: Continue (where a potential or actual negative impact or potential for a more positive impact is found but a decision not to make a change can be objectively
justified, continue without making changes)
[ ] Option 4: Stop and remove (where a serious risk of negative impact is found, the plans, policies etc. being assessed should be halted until these issues can be

addressed)

11. If you believe your service is doing something that ‘stands out’ as an example of good practice - for instance you are routinely collecting patient data on
sexual orientation, faith etc. - please use the box below to describe the activity and the benefits this has brought to the service. This information will help others
consider opportunities for developments in their own services.

As part of GP contract and HSCPs associated PCIP 2019-21, the Community Links Worker programme was developed. The programme is a service that is in most
HSCPs deprivation focused and operates within the GP practices. The enhanced support to patients within universal GP practices provides non-stigmatising targeted
action against health inequalities. NHSGGC recognises the particular need to reduce inequalities of outcome caused by socioeconomic disadvantage, so the
programme continues to request additional financial investment and further expansion at national level.

Actions - from the additional mitigating action requirements boxes completed above, please Date for completion/ Who is responsible? (initials)
summarise the actions this service will be taking forward.

Progress developing access to LearnPro community for the non HSCP workforce to provide opportunity | TBC with Implementation
for staff to complete the Equality and Human Rights modules to ensure competence with regard to the
protected characteristics.

Provide or support access to awareness sessions in the NHSGGC and wider primary care workforce on | TBC with Implementation
issues affecting marginalised groups to ensure staff are able to understand and recognise the needs of
marginalised groups.

Provide or support access to more specialist training in NHSGGC and wider primary care workforce on | TBC with Implementation
issues affecting specific marginalised groups to ensure staff are knowable and skilled at responding to
the needs of specific marginalised groups.
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With an increasing BAME, asylum seeking and refugees population, 80 different languages are spoken
within NHSGGC. We wiill:
e Support the pathway for primary care contractors / practice requests for information in other
languages and formats.
e Provide information to practice staff with regard to the use of interpreters in primary care
settings.

TBC with Implementation

Opportunities will be identified to encourage both primary care contractors and HSCP staff to gather
standardised data related to the nine protected characteristics. This will also include incorporating the
requirement for equalities data to be collected when commissioning services from other organisations.

TBC with Implementation

We will continue to look to other data sources in NHSGGC and nationally to benchmark and assess the
equalities data as required.

TBC with Implementation

It is important that we understand the experience of equalities groups who access our service. We will
build on our previous engagement events to gather the views of primary care contractors, HSCP staff
and service users on primary care services. We will continue to progress our engagement work to seek
to capture patient and service users experiences and perspectives across equalities groups. We will
seek public health advice and support to ensure that Strategy actions do not negatively impact on
equalities (and where possible, will positively impact on them).

TBC with Implementation

Throughout the duration of this Strategy and implementation phase, we have committed to build on and
share learning from the PC services.

TBC with Implementation

We will continue to review and report on equalities performance to NHSGGC Primary Care programme
Board — Strategic Group, on an as required basis.

TBC with Implementation

Ongoing 6 Monthly Review- please write your 6 monthly EQIA review date:

Oct 2024
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EQIA Sign Off:

Quality Assurance Sign Off:

Name:
Job Title:

Signature
Date:

Name
Job Title
Signature
Date
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Ann Forsyth
Head of Primary Care Support

17111/2023

Alastair Low
Planning Manager
Alastair Low
15/11/2023
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NHS

Greater Glasgow
NHS GREATER GLASGOW AND CLYDE EQUALITY IMPACT ASSESSMENT TOOL and Clyde
MEETING THE NEEDS OF DIVERSE COMMUNITIES
6 MONTHLY REVIEW SHEET
Name of Policy/Current Service/Service Development/Service Redesign:
| |
Please detail activity undertaken with regard to actions highlighted in the original EQIA for this Service/Policy
Completed
Date Initials

Action:

Status:

Action:

Status:

Action:

Status:

Action:

Status:

Please detail any outstanding activity with regard to required actions highlighted in the original EQIA process for this Service/Policy and

reason for non-completion

To be Completed by
Date Initials
Action:
Reason:
Action:
Reason:
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Please detail any new actions required since completing the original EQIA and reasons:

To be completed by
Date Initials
Action:
Reason:
Action:
Reason:

Please detail any discontinued actions that were originally planned and reasons:

Action:

Reason:

Action:

Reason:

Please write your next 6-month review date

Name of completing officer:

Date submitted:

If you would like to have your 6 month report reviewed by a Quality Assuror please e-mail to: alastair.low@ggc.scot.nhs.uk
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