Annual Report
2018 - 2019
Our vision: local people are able to access excellent,
proactive and coordinated care consistently and equitably,
delivered in a model of primary care that is financially
viable and which offers sustainable and fulfilling careers to
the whole primary care team.

Forward
Dr Martin Iu
I am a GP partner at the Nunhead Surgery and have been working in south
Southwark for over 20 years. My experience of working locally at ground level
as a GP has given me the drive to keep improving services in south Southwark. I
believe in listening to the population we serve, delivering quality services in an
equitable fashion across the system and random acts of kindness. I am one of
the founding members of Improving Health Limited (IHL) and have spent the
last five years as chair and director.
Our mission at IHL is to work with our member GP practices so that they are
better able to work together (and with other partners) at scale, to maximise
their sustainability, to support practical workforce development and to enable
consistent delivery of high-quality care across our patch.
In our first annual report we highlight our achievements in both service delivery
(financial year April 2018 - March 2019) and service development (September
2018 - September 2019).
Looking ahead, we will strive to ensure primary care is in a strong position to
continue delivering quality services to our population, by supporting our
practices to become established in Primary Care Networks. We will also
strengthen our position as a key driver in the new model of community-based
care that is Partnership Southwark.
Over the last year (2018/2019) The IHL team supported the implementation of new services for our patients. In
partnership with NHS Guys and St Thomas Foundation Trust (GSTT), we were successful in our bid to provide a
community dermatology service for the whole of Southwark and in partnership with our practices, have recently
introduced a Long Acting Reversible Contraception Clinic (LARC) to patients in south Southwark.
One of our other key pieces of work involve coordinating care for our patients who most need support from primary
care and our partners. Over 1,400 of our patients with multiple long term conditions received a 'coordinated care'
package, which includes a holistic health assessment and a personalised care plan.
We provided more than 30,000 extra GP and nurse appointments from our Extended Primary Care Service which
operates 8am to 8pm, seven days a week. We were pleased to receive a Care Quality Commission (CQC) rating of ‘Good’.
The IHL team has led an extensive programme of call and recall, increasing the participation of patients in different
areas of their healthcare. Including increasing the uptake of NHS Health checks, inviting patients to take part in selfmanagement courses, inviting patients with mental health concerns to access Talking Therapies and screening patients
for Latent Tuberculosis (TB).
We co-designed a community-based service with Children and Young People’s Health Partnership (CYPHP), part of
GSTT, to ensure children and young people with health conditions receive the support they need, where and when they
need it.
We are entering the third year of our clinical pharmacists programme and have three pharmacists working across eight
GP practices, reducing the workload on GPs and supporting patients with multiple conditions. In the process,
encouraging clinical pharmacists to embrace their role in primary care as leading clinicians championing
multidisciplinary team working.
We continue to empower our members by providing support with contract delivery, generating funding for practices
and acting as a voice for primary care in south Southwark.
I would like to offer a heartfelt thank you to our members practices, both clinical and administrative teams, the IHL
team, our patients and the public for your continued support and contributions to our work. It is only because of this
support, that IHL has been able to deliver on its goals. Which is, to look after our population’s health needs and keep our
workforce robust.

Strategic Objectives
Establish a robust and effective federation with strong
leadership.

Ensure that our member practices are engaged in the
work we are doing and agree upon the need to come
together to develop new ways of working and delivering
care.

Deliver a high quality and safe Extended Primary Care
Service (EPCS) that supports practices through providing
additional capacity and makes it easier for patients to
access an appointment.

Deliver high quality Population Health Management
(PHM) services through both practices and hubs to
ensure all practices can offer their patients equitable high
quality care

Support our member practices to be more effective and
resilient organisations.

Support the South Southwark Primary Care Network and
neighbourhoods to flourish and develop their workforce
to improve patient outcomes.

A year in numbers
This page highligjts our key figures from the financial year April 2018 - March 2019
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Service development
Partnership Southwark
Memorandum of understanding between
IHL, SLaM, GSTT, QHS, NHS Southwark
Clinical Commissioning Group (CCG) and
Southwark Council signed off, signalling the
launch of Partnership Southwark.
Partnership Southwark aims to implement
integrated, community-based care
and deliver shared outcomes across primary
care, mental health and community services.
Primary care and both GP federations (IHL
and QHS) are at the heart of this
partnership.

Primary Care Network (PCN)
IHL has met several times with our member
practices, Southwark Clinical Commissioning
Group (CCG ) and the Local Medical
Committee (LMC) to discuss PCN
development in south Southwark.
All practices have signed up to being a large
PCN that covers all practices and the
registered population of south Southwark
with IHL supporting its set up and
implementation.
Four clinical directors have been recruited
across our four neighbourhoods to lead PCN
implementation and development with
neighbourhood managerial leads and IHL
support.
Monthly PCN Overseeing Group meetings
have been established.

Clinical Pharmacists
Established three clinical pharmacists
embedded across eight of our GP practices.
5,038 patients seen by clinical pharmacists.
Positive feedback received from GP practices
regarding clinical pharmacists.

Neighbourhood Delivery
Four neighbourhoods established across south
Southwark: Peckham, Camberwell, Dulwich
and Nunhead Villages and Dulwich.
Monthly meetings held in each
neighbourhood.
Funding received from GSTT for a COPD pilot
study in Peckham and Dulwich.

Clinical Effectiveness Southwark
(CES)
Supporting the delivery of high quality primary
care:
Guidelines, protocols and alerts for
hypertension and diabetes have
been developed and delivered to GP practices
in agreed time frames.
Clinical effectiveness presentations and
guidance have been delivered in
Protected Learning Time (PLT) sessions and
neighbourhood meetings.

Workforce development
IHL nurses and Health Care Assistants
(HCAs) working across our practices
improving population health and equity.
Secured funding for a programme of training
including Advanced Communication Skills,
Making Every Contact Count and Effective
Team Management.
Our nurse leads continued to support our
nurses and HCAs with peer support, training
and development.
IHL team engaged in partnership workforce
development to enhance multi disciplinary
team working and joined up service delivery
for our population.

Showcasing our achievements
Supporting patients with COPD in Dulwich and Peckham
Our GP practices are divided into four geographical areas called
neighbourhoods. Our neighbourhoods are Peckham, Camberwell,
Dulwich and Nunhead Villages and Dulwich. During the year practices
in our neighbourhood have worked together and with partners to
improve health and wellbeing for local people.
This year, we received funding from GSTT Charity to run a pilot project
in our Dulwich and Peckham neighbourhoods. We brought together
leads from general practice, mental health services, social care and the
voluntary and community sector to consider what some of the key
issues are for our residents. We agreed to focus on people with COPD
who particularly suffered from breathlessness, anxiety and depression.
What we did
We agreed to focus on two GP practices. We identified patients and asked clinicians to review these to ensure they were
suitable. We recruited a pharmacist and non- clinical co-ordinator from a local voluntary and community organisation
and arranged appropriate training for them. We developed a suitable assessment and care plan for patients. Support was
provided to patients over three months.
What we learnt
Patients really benefitted from this support. The nature of need varied, but social isolation and living alone were raised as
big issues. The two co-ordinators liaised with other services to resolve issues for patients and found that a joint approach
with a clinical and non-clinical role could be very effective. This project highlighted the importance of knowing what
services were available in the local area. The good working relationship between the pharmacist and the non-clinical link
worker was really helpful in improving and sharing knowledge of local services. The team of local health professionals and
leads from social care and the voluntary sector found it energising to work together and understand each other’s role.

Clinical pharmacists reducing the pressure in GP practices
Over the past year our three clinical pharmacists have been
working within eight of our member GP practices. The
integration of the clinical pharmacists with other healthcare
professionals and the reception team has had a positive impact
on the day to day operational needs within the practices.
From April 2018 until March 2019 our clinical pharmacists have
had around 400 patient contacts per month - over 5,000 patient
contacts a year. Our pharmacists have supported practices in
achieving their Quality Outcomes Frameworks (QOF) targets,
carrying out clinical audits and improving prescribing safety. They
have also given a number of educational sessions to clinicians
around medicines safety.
The feedback from GP practices has been extremely positive:
"Daisy was a massive asset to the team. Her work was impeccable, and her knowledge was invaluable. I couldn’t be more positive
about the contribution she made to the team within a small amount of time. She just got on with it, great knowledge and a fantastic
nature with the patients."
"Both pharmacists have been helpful for audits and medication reviews. Eric has been an active team member and has introduced
efficient ways of working within the practice."
Next steps: we will be recruiting four pharmacists to work closely with practices in our neighbourhoods in our South
Southwark Primary Care Network to support the management of long-term conditions, releasing GP time and enabling us
to make the best use of the skills/capacity we have.

Service delivery
Personal Medical Service (PMS)
Contract
Monthly PMS dashboard (a spreadsheet
highlighting how well practices are meeting
their targets) continues to be disseminated
to practices.
Provided KPI searches, templates and data
quality for practices.
Attended practice visits, CCG meetings,
LMC meetings and provided telephone
support to practices.

Population Health Management
(PHM) Contract
The IHL team have supported practices with
data quality searches, templates, protocol
alerts, dashboards and practice visits.
All PHM targets for 2018/ 2019 achieved
including:
1,486 patients received coordinated care
4,789 patients receiving diabetes screening
4,096 patients receiving NHS Health
Checks and
1,447 patients receiving blood pressure
monitoring

Diabetes

The support of a diabetes specialist nurse
was provided to six GP practices between
October 2018 and May 2019.
316 patients seen by nurse.

Call and recall
Call and recall delivered for Children and
Young People's Health Partnership, Self
Management UK, National Diabetes
Prevention Programme, NHS Health Checks,
Hepatitis C and Latent TB.

Extended Primary Care Service
Achieved 'Good' in March CQC inspection.
Utilised 89% of available GP and nurse
appointments (does not include DNAs).
111 utilisation made available on the
weekends.
Department of Working Pensions
providing clinics which launched in 2019.
Latent Tuberculosis (TB) launched to support
member practices with contract delivery.
96% of patients continue to like the service and
would recommend it to family and friends.

Community dermatology clinic
Set up two dermatology community clinics
(Elm Lodge Surgery and Guy's Hospital)
Triaged 3,468 referrals in first 12 months
2,100 new patients seen in our community
clinics in the first 12 months (14 clinics held
each week).
Increased local dermatology capacity.
Improved access and reduced waiting times
significantly (from 22 weeks+ to 3-14 weeks).

Long Acting Contraception Clinic
(LARC)
Our LARC service started in August 2019 three hour sessions per week.
We have seen 49 patients to date.
Received excellent patient feedback so far

Showcasing our achievements
Increasing the participation of patients in their healthcare
‘Call and recall’ is a method we use to increase the participation of
patients in different areas of their healthcare. We contact patients in
south Southwark on behalf of their GP practice to invite them to take
part in health and wellbeing surveys, have an NHS Health Check with
a GP and direct them to clinics for certain health conditions such as
latent tuberculosis (latent TB) or Hepatitis C.
Call and recall delivered for the following priorities:
· Children and Young People’s Health – Partnership (CYPHP) - we
significantly improved access to services for our children and young
people
· National Diabetes Prevention Programme (DPP) & Walking
Away from Diabetes (WAFD) – Improved health and wellbeing by
inviting high-risk patients with pre-diabetes to attend a behaviour
change programme and by identifying patients who are pre-diabetic
to be contacted on a monthly schedule throughout the year.
· Self-Management UK - IHL is supporting our GP member practices by identifying patients with long term conditions who
would benefit from self-management courses
· NHS Health Checks - Improved uptake of NHS Health Checks helping to prevent the onset of diabetes, heart disease,
kidney disease, stroke and certain types of dementia.
· Latent Tuberculosis (TB) -we are working with each of our member GP practices in south Southwark to identify these
patients and offer them a simple blood test.
Next steps: From September 2019 we will be contacting patients who may have a past diagnosis of Hepatitis C that has not
yet been treated. We will also be working with our GP practices to increase the uptake of bowel and cervical cancer.
Other future call and recall activity will align with the priorities of the south Southwark Primary Care Network.

Recruiting a diabetes nurse to support GP practices
Funding was provided by NHS England (NHSE) to recruit a diabetes
specialist nurse. The support of a diabetes specialist nurse was
provided to six GP practices between October 2018 and May 2019.
During this time 316 patients were seen by the nurse, the outcomes
included:
67.4% of patients showed a decrease in cholesterol
57.4% showed a decrease in HbA1C
58.3% had a decrease in systolic BP
90% of patients were either extremely or very happy with the support
they received, finding the clinics to be of high quality. Practices have
shared learning and introduced new ways of working (for example,
new protocols and appointed practice diabetes champions) to further
improve support to patients
Next steps: IHL will be working with practices to embed improvement through the provision of dashboards, information
and focussed support.

Funding and practice support
Practice engagement and support
We have provided over 250 hours of support including the following:
Monthly members’ meetings - held to engage on specific contractual and developmental
items such as Population Health Management and Primary Care Networks.
Attending regular practice visits to discuss contract delivery and provide support to practices.
Four neighbourhood meetings held each month in Peckham, Camberwell, Dulwich and Nunhead
Villages and Dulwich.
Primary Care Network meetings including monthly Overseeing Group Meetings.
Provided online communication with practices. We have over 180 subscribers access our weekly
bulletin and have reached 109 followers on Twitter.

Funding and income generation
In addition to maximising practice contract income we have maximised resource opportunities for
our practices to enhance services for our population. Over £0.5 million has been secured for the
following:
NHS diabetes funding
Extensivist (co-ordination)
Additional health check funding
Neighbourhood delivery
Neighbourhood learning partnerships
Admin/ reception training
SAIL Navigators
Neighbourhood quality improvement training and development
Clinical Effectiveness Southwark (CES)
NHS England GP Pharmacist Programme
For our PHM contract we have maximised contract income for primary care. For 2018/ 2019 we
received £536 000 for six areas of activity (minus NHS Health Checks). South Southwark achieved
an additional £117 000 in income through the PHM contract when delivered at federation level.

Looking forward to 2019 - 2020
Service development and delivery
Recruit pharmacists
Recruit link workers.
Build on our successful five year track record.

South Southwark Primary Care Network
This year we established our PCN and we are now in a position to begin supporting GP practices with
delivery. The year 2019/ 2020 will see the following developments:
Expand our PCN workforce recruiting and embedding pharmacist and link workers in our
neighbourhoods
Deliver the 'Extended Hours' national specification for our whole population.
Understand our journey over the next five years.
Identify development needs and create a plan of action.
Meet the needs of our member practices, individually, as members of the PCN/neigbourhoods and as
federation members.
Be part of a network of local PCNs to share learning and implement changes.
Form clear and agreed Multi Disciplinary Teams with community provider partners.
Build on existing relationships to form links with local people and communities to understand how to
work most effectively for their benefit.
Design and develop service improvement programmes to improve services for the south Southwark
population.
Support our PCN and neighbourhoods to deliver contract specifications.

Partnership Southwark
We have made a lot of progress by setting up neighbourhood
delivery and developing coordinated care for people with three
or more long-term conditions.
From 2019, Partnership Southwark will also include voluntary
sector organisations so that we can tackle the causes of health
inequalities and prevent illness. We also want to make better use
of data and digital technology to be more proactive in how we
deliver care and support
Most importantly, we want to work with and for local people and communities. Partnership Southwark
will move health and care to a model where services and support are delivered within and across nine
neighbourhoods in north and south Southwark of 30,000 – 50,000 people.

