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Introduction

Over the next few years PCNs will be asked to deliver expanded services, new ways of integrated working &
new service models to realise the ambitions of the NHS Long Term Plan.

Key to this ambition is finding ways to deliver strategies that promote illness prevention and address health
inequalities. The recognition that tackling these issues is fundamental to improving healthcare is reflected ir

both the strategic purposes outlined for the Integrated Care systems and the PCN objectives fqs22/23
Appendix 1 for more info about inequality and the ICS and PCN.goals

¢CKS t/ b aSNIWAOS NBIZANBYSYild Wil OlftAy3d ySAIKO 2 dzNFK
inequalities across a PCN. PCNs are being asked to identify a cohort where there is evidence of inequality t
February the 28 2022 (see appendix 3 for info on inequalities).

In order to support this work PCN profiles are being produced by Public Health Northamptonshire and
supported by the Primary Care Team, Northamptonshire CCG. The primary care team are planning to suppt
PCNs in this work by looking at the enablers needed to deliver changes like workforce and estates. The wo
will also look to help practices benchmark current assets , challenges, solutions and opportunities. The hopt
that this will contribute and compliment future work that PCNs will do in order to develop services and
estates planning.



PCN Profiles

A Listening to feedback from providers and using the lessons learnt when PCN profiles were produced
previously in 2019, the emphasis has been on helping PCNs identify areas to look for inequality rather
than creating a comprehensive data pack that would require analyst to interpret and a system to prioritise
multiple opportunities.

A The Core20plus 5 approagiee appendix as been used to help provide focus. While this has been
developed primarily for the ICS the principles can still be applied at PCN level and below.

Development of the approach.

For each PCN the LSOAs have been highlighted that fall into the 20% most deprived nationally. Then key
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indicators. This approach means that PCNs can look at the population in these deprived areas, the clinical
indicators and determine if any inequality exist. Depending of the size of the cohort identified this group may
need to be segmented further by looking at age groups, gender or ethnicity for example. It is hoped that this
approach gives practices flexibility around choosing their cohort but for those where resource is more limited
then the profile has identified deprivation and some key clinical indicators that could be explore without
requiring lengthy data analyst and interpretation.



Deprivation
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PCN Blue: Practice catchments and 20% most deprived areas

D Brook Medical Centre, Morthampton
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Source: SHAPE Tool 2021



GP Profiles in Fingertips tool present an overall summary of PCN activities. Four health
conditions, mental health, CVD, cancer and diabetes, and the demographic characteristics of
Blue PCN were compared to the England average. The areas that PCN need to focus on are
highlighted here.

Blue PCN has

A higher proportion of population aged®t years (13.5% vs. 11.8%);
A higher prevalence of obesity (7.3% vs. 6.9%);

A higher smoking prevalence (17.3% vs. 15.9%);

A higher prevalence of hypertension (14.7% vs. 13.9%);

A higher prevalence of depression (13.5% vs. 12.3%);
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A lower proportion of patients with severe mental health issues having a comprehensive
care plan (denominator incl. PCASs) (31.0% vs. 43.1%);

A A lower proportion of patients aged 45 years and above, who had a record of blood
pressures (last 5 years), (denominator incl. PCAS) (85.7% vs. 86.5%).

Note: This is a summary at PCN level, you may find variations among GPs within the PCN. Please folljNvatioisdink
General Practice Profilésr the information at practice level. The time period covered in the datasets is22020

Source: National General Practice Profile, PHE Fingertips Tool 2022


https://login.microsoftonline.com/e29c0ef9-9a07-4b02-b98b-7b2d8a78d737/oauth2/authorize?client_id=00000003-0000-0ff1-ce00-000000000000&response_mode=form_post&protectedtoken=true&response_type=code%20id_token&resource=00000003-0000-0ff1-ce00-000000000000&scope=openid&nonce=AD24DBD380518D87DE8132795CE7F4121C0EC38A7930EC2B-82D8413DE84A8D154C656B61FE284D31558B3B45108A2DCD4723EB3BBE446417&redirect_uri=https://nnugov.sharepoint.com/_forms/default.aspx&state=OD0w&claims=%7b%22id_token%22:%7b%22xms_cc%22:%7b%22values%22:%5b%22CP1%22%5d%7d%7d%7d&wsucxt=1&cobrandid=11bd8083-87e0-41b5-bb78-0bc43c8a8e8a&client-request-id=fb171da0-109f-3000-b2c4-7f82eead120c

Appendix 1

ICS four strategic purposes are:
A Improve outcome in population health and health care.
A Tackle inequalities in outcomes, experience and access.

A Enhance productivity and value for money.

A Support broader social and economic developben

Guidance on the development of place based partnerships as
part of statutory integrated care systems Sept 2021. NHSE/I.



Summary of PCN Objectives 2021/22 and 2022/23
NHSE/I Dec 2021

The table below sets out the 5 key objectives for PCNs in 2021/22 and 2022/23, and how different elements of the Network Contract
DES will support them.

lIF Indicator areas of focus
Financial indicators to improve and reward performance against DES
Service requirements and wider NHS priorities

Service reguirements
MNew requirements introduced in a

phased way will support the key
objectives

Key Objectives.
Aligned to general practice priorities, LTP priorities and

NHS response to Covid-19

1. Improving prevention and tackling health
inequalities in the delivery of primary care — PCNs will
be required to identify high need local populations and
tailor services to them, as well as address inegualities in
rates of diagnosis for cardiovascular disease and
cancer.

2. Support better patient outcomes in the community
through proactive primary care — including delivery of
the Enhanced Health in Care Homes and Anticipatory
Care services through multidisciplinary teams, offering
more personalised services which will help people avoid
unnecessary hospital admissions

3. Support improved patient access to primary care
services — implementing a PCN-based approach to
extended access provision, and rewarding PCNs who
improve the experience of their patients, avoid long
waits for routine appointments and tackle the backlog of
care resulting from the Covid-19 pandemic

4. Deliver better outcomes for patients on
medication — including through the delivery of
Structured Medication Reviews to priority patient
coherts, and through targeting prescribing behaviours
known to improve patient safety.

5. Help create a more sustainable NHS - through
reducing the carbon emissions generated by asthma
inhalers.

Tackling Neighbourhood
Inegualities

CWD Diagnosis and Prevention
Early Cancer Diagnosis
Personalised Care

Tackling Neighbourhood
Inequalities

Anticipatory Care

Enhanced Health in Care
Homes (EHCH)
Personalised Care
Extended Access service
requirements

Delivery of all new services will
support improved access for
particular cohorts.

Structured Medication Reviews
and Medicines Optimisation

Structured Medication Reviews
and Medicines Optimisation

Progress towards the national ambitions for:
o Learning Disability Health Checks

o Flu vaccinations to at-risk groups

o Closing the hypertension diagnosis gap
o Personalised care interventions e.g. social prescribing
More complete recording of ethnicity in patient records

Delivery of key elements of the EHCH model and associated
moderation of care home resident emergency admissions
Moderated admissions for ambulatory care sensitive conditions
(ACSCs)

Improved patient experience of accessing general practice
Reduction in the proportion of patients waiting longer than two
weeks for a routine general practice appointment

Improved provision of online consultations

Increased utilisation of Specialist Advice services, and community
pharmacist consultations

Improved provision of SMRs to priority groups

Targeted prescribing behaviours known to improve patient safety
Supporting more preventive treatment of asthma through
increased use of inhaled corticosteroids.

Encouraging clinically appropriate inhaler switching to low-carbon
alternatives



Appendix 2

Core20PLUSS5AN approach to reducing health inequalities

Core20PLUSS is a national NHS England and NHS Improvement approach to support the
reduction of health inequalities at both national and system level. The approach defines a
target population cohorgt KS W/ 2 By Rt AREPUATASE WpQ T2
requiring accelerated improvement.

PLUS

Integrated Care System (I@f&Xermined population groups experiencing poorer than
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alone. This should be based on ICS population health data.

Inclusion health groups include: ethnic minority communities, coastal communities, people
with multi-morbidities, protected characteristic groups, people experiencing homelessness,
drug and alcohol dependence, vulnerable migrants, Gypsy, Roma and Traveller
communities, sex workers, people in contact with the justice system, victims of modern
slavery and other socially excluded groups.



REDUCING HEALTHCARE INEQUALITIES NHS

The Core20PLUS5 approach is designed to support Integrated Care Systems to

CORE20 drive targeted action in health inequalities improvement PLUS
The most deprived 20% of ICS-chosen population groups
the national population as experiencing poorer-than-average
identified by the Index of health access, experience and/or
Multiple Deprivation outcomes, who may not be captured

within the Core20 alone and would
benefit from a tailored healthcare
approach e.g. inclusion health groups

it fii
it di

Target population

Key clinical areas of health inequalities
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ensuring continuity ILLNESS (SMI) DISEASE DIAGNOSIS P  CASE-FINDING

of care for 75% of ensuring annual health a clear focus on Chronic 75% of cases *7* to allow for interventions to
women from BAME checks for 60% of those Obstructive Pulmonary Disease diagnosed at stage 1 optimise blood pressure and
communities and Iiving with SMI (bringing (COPD), driving up uptake of or 2 by 2028 minimise the risk of
from the most SNl in line with the success Covid, Flu and Pneumonia myocardial infarction
deprived groups seen in Leaming Disabilities) vaccines 1o reduce infective and stroke

exacerbations and emergency

haspital admissions due to
those exacerbations

Inclusion health groups include:

Ethnic minority communities, coastal communities, people with rmalrbidities, protected
characteristic groups, people experiencing homelessness, drug and alcohol dependence, vulneral
migrants, Gypsy, Roma and Traveller communities, sex workers, people in contact with the justice
system, victims of modern slavery and other socially excluded groups.



Appendix 3

Reducing Health Inequalities though new models of care. Institute of Health Equity



