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Aims of the WebEx Series

1. Reflect on what we have learnt from the response to COVID-19

2. Explore what changes we have made and what we need as we move forward

3. Connect and learn from each other

TODAY ςManaging Long-term Conditions in Primary Care
Discussion on Different Ways of Supporting People with Long-

term Conditions 



Primary Care Learning System

The Primary Care Learning System will continue being a key element of our work 
and underpins all our activities. It aims to accelerate sharing of learning and 
improvement work through a range of engagement and learning opportunities.

Hosting 
webinars

Producing 
evidence 
summaries

Addressing inequalities 
through capturing 
data and sharing 
learning

Supporting 
networks

Producing case 
studies

Developing Improving Together interactive ςthe one-stop-shop for these resources

Responsive offers via 
Primary Care Quality 
Improvement Faculty



Our offer

All activity will be underpinned by the Primary Care Learning System

Supporting Primary Care Resilience

The Practice Administrative 
Staff Collaborative will focus
on Care Navigation

To support resilience in primary care services during COVID-19. We will work across 
the whole system and provide specific improvement and service redesign support. 

The Pharmacotherapy 
Collaborative will focus 
on Serial Prescribing



Feedback from previous WebEx



Content of Today ςWhy Long-term Conditions?



Dr Nico Grunenberg, 
GP, Cluster Quality Lead, 
NHS Tayside and Primary Care Quality 
Improvement Faculty Member, Healthcare 
Improvement Scotland

A General Practice perspective on 
managing long-term conditions



Remobilisingelective care: LTC

VALUE
1. Allocative value            
2. Technical value
3. Personalised value: 
Åbest current evidence

Åindividual's clinical condition  

Åindividual's values.



Clinical examples

ÅAsthma: patient driven review: self assessment ςpatient 
entries

ÅDiabetes: individualisedapproach: what is essential? ς
practice attendance required?

ÅComplex multimorbidity: COPD, HF, CKD, polypharmacy: 
what is needed, what is wanted, what makes a difference?



LTC Remobilisation- Risk stratification

Priority Groups:
ïRespiratory Shielding

ïDiabetes

ïCKD

ïHeart failure

ïDementia

ïOther frail or priority patients

Can we apply some of the previous principles to this high risk 
group and learn from this?



What can we change - what can we test?

ÅRECALL:
ÅPatient driven ςtriggered recall

ÅPatient centredςflexible

ÅMONITORING:
ÅWhere: Remote, telemonitoring, CTAC or practice

ÅRealistic? Post QOF ςevidence

ÅVariance

ÅMANAGEMENT:
ÅValue ςpatient specific

ÅShared Decision Making

ÅEquitable ςhard to reach groups



Data, data and more data

ÅUnfamiliar territory: Opportunity but need to ensure safe

ÅShare - Collaborate

ÅNeed IT to facilitate ςsupport ςimprove safety
ïRegisters

ïVariation

ïShared access ςSDM



Lynne Innes
GPN and National Coordinator for 
General Practice Nursing, NHS 
Education for Scotland

What are the roles that the 
multidisciplinary team play in 
supporting people to manage their 
long-term condition?

@NHS_Education

@GpnNes



NHS Education for Scotland

Right person at the right time

Integrated partnership 
workforce

Growing community 
connections and 
relationships

MDT collaborative working 



NHS Education for Scotland

A person-
centred 
approach 
within an MDT

uEvidence based and 
best practice

uAccurate and 
appropriate care

uSpecialist support



NHS Education for Scotland

What Matters to You

Shared purpose

Seamless working

Complex care 

Improving healthcare outcomes



Graham Kramer
GP, steering group member of Health Literacy UK and 
Clinical Lead for Scotland's House of Care

Person-centred care, health literacy and putting 
the person at the centre of collaborative care 
planning ςHouse of Care approach



Over 400 
HCPs

Care & Support 
Planning:
{ŎƻǘƭŀƴŘΩǎ IƻǳǎŜ ƻŦ 
Care Programme



Review

Action planning

Goal setting

Explore and 

discuss

Gather and share 

stories

Care Planning 
Consultation

Information
sharing

Consultation 
and joint 

decision making

Agreed and
shared goals 
and actions 
(care plan)

1st visit

Between 

visits

2nd visit

Information
gathering




