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Why do we need to change? 



Case for Change 

• There is currently a fragmented approach, including systems and 

pathways within Primary Care for supporting people with LTCs 

• Current challenging financial circumstances there is a need to focus 

on how we can work together to transform the system to allow for a 

more person centred approach that is proactive rather than reactive.  

• A new way of working is required, which ensures a joined up 

approach in the commissioning and delivery of services with no 

duplication of provision and a single pathway to the right support at 

the right time.  

• Current 10-minute GP consultations do not allow enough time to 

effectively address all health and well-being issues.  

• NHS 10 Year Plan details a need for a fundamental shift in how we 

work alongside patients and individuals to deliver more person-

centred care. 



Shift Course  

What’s the 
matter 

with you? 

What 
matters to 

you? 



South Tyneside's Ambition 

• Our ambition is to develop a standardised pathway and processes that enable 

personalised care based on “what matters to the person”. Central to this is the 

collaborative conversation and the development of a proactive, collaborative 

support plan. 

• This is an ambitious but essential piece of work that enables the other work 

streams across the system which are reliant on a fundamental shift in the 

relationships between GP Teams; people living with (multiple) LTCs and the 

communities where they live.  

• We intend to implement the House of Care Model which is a practical, robust, 

reproducible and transferable delivery system developed by practitioners and 

service users in England that is now available and can aid in the re-design and 

implementation of whole system change.  

• The pathway will be equitable, based on both the clinical needs of the individual 

and their knowledge, skills and confidence to self-manage (as measured by 

PAM). It will interconnect with the A Better U, Integrated Rehabilitation and 

Education and Whole Person Care programmes of work. 

 



Long Term Conditions Strategy  



Year of Care Partnerships 

Who we they:  NHS team of clinicians who have worked for the last 10 

years with a range of diverse health communities 

 

What they do: support teams to deliver/embed personalised care and 

support planning for people with LTCs into routine NHS practice  
 

 

Working with National Voices and other patient organisations 

 



What is care and support planning? 

• Care and support planning (CSP) is 

a systematic process which replaces current 

planned reviews for people with long term 

conditions  

 

• It focusses on creating the opportunity for a 

‘better conversation’ between the person with 

LTC/s and a care professional, enabled 

by ’preparation of the person’. 

 



The Care Planning Process 



Ongoing Work 

• Pathway Redesign 

• Patient Involvement - Coproduction 

• Pathfinders 

• IT Subgroup 

• Training Needs Analysis 

• Localised Social Prescribing  

 



Questions 


