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EXECUTIVE SUMMARY 

BACKGROUND AND CONTEXT 

INTRODUCTION 

The Isle of Man is at a unique point in its history, with an opportunity over the next 5 years to completely 

transform the way it delivers health and social care services. Primary Care will be essential to this 

transformation, expanding in breadth and depth to deliver a service that better meets the needs of a 

changing demographic. In his 2019 Independent Review of the Isle of Man Health and Social Care 

System, Sir Jonathan Michael suggests that to achieve this: 

“The Isle of Man should establish a model for delivering primary 
care at scale, since further and deeper collaboration within 

Primary Care is necessary to deliver current services and provide 
additional services.” (Recommendation 15) 

This document builds upon the Primary Care at Scale baseline strategy that was approved by the Manx 

Care Board and Transformation Board in May 2021; it sets out the ambition for Primary Care on the 

Isle of Man over the next 5 years, outlining a programme of activities that will both design and deliver 

a more a sustainable model of care, with world class health outcomes.   

THE VALUE OF PRIMARY CARE  

Primary Care is the cornerstone of high performing, sustainable health systems i but the traditional 

service delivery model is no longer fit for purpose. In many places, primary care is still delivered by 

small independent practices with limited access to a wider multidisciplinary team, is based on a model 

of inflexible and short appointment slots only available from Monday to Friday within normal working 

hours, is unable to offer out of hours or remote access to medical and nursing advice, has inadequate 

diagnostic support, and is insufficiently connected to specialists, community based services (e.g. 

pharmacy) and other resources that could help it function more effectively. 

GLOBAL TRENDS IN PRIMARY CARE 

There is a strong case for Primary Care investment, but while Primary Care certainly needs more, it is 

clear that it does not need more of the same. Across the globe there are eight ways in which the 

Primary Care model is adapting: 

Global Trends in Primary Care 

Primary Care at Scale  Patient Empowerment  

Team Based Care  Wellness  

Population Health Management  Specialist diagnostics and advice  

Integration and Coordination Out of Hours and omni-channel access 
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THE CURRENT STATE 

For many years, the Isle of Man has operated a fairly traditional model of Primary Care. The services 

of General Practice, Community Pharmacy, Dentistry and Optometry are each delivered through 

predominantly small-scale independent practices, with relatively little coordination at an island level on 

activities like needs analysis, strategic planning or delivery. 

VISION AND STRATEGIC OBJECTIVES 

VISION 

The Primary Care Strategy group came together with patients and staff to create a vision of how they 

would like their Primary Care system to look in 5 years’ time. There are four key areas where Primary 

Care is aiming to demonstrate impact over the next 5 years: 

1) Improving quality of life for citizens 

2) Improving the quality of care (and experience of care) for patients 

3) Improving the experience of work for staff 

4) Improving the sustainability of the system  

Each of these vision statements is supported by corresponding outcomes and Target Operating Model 

requirements (see Appendix A). 

STRATEGIC OBJECTIVES 

The two strategic objectives for Primary Care over the next 5 years are to: 

1) Co-design a new model of care for Primary Care on the island 

2) Deliver a new model of care for Primary Care on the island 

CO-DESIGNING A NEW TARGET OPERATING MODEL (TOM) FOR PRIMARY CARE 

TIMELINE 

Work co-designing the new Target Operating Model (TOM) for Primary Care has already begun. A high-

level TOM is due for submission by 31st March 2022 and a detailed TOM is due for submission on the 

30th September 2022. A business case and implementation roadmap will be submitted on 30th June 

2022. This design work does not preclude work starting on implementation where appropriate during 

this time.  

TARGET OPERATING MODEL STRUCTURE  

The Target Operating Model will be constructed across 6 domains. Outlined below are detailed 

descriptions of the work to date on developing the Target Operating Model, and the critical path to 

completing that task.  
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 Domain Description 

1 Model of Care  The locations and means by which all services are delivered in Primary Care 

2 Processes The processes that occur in Primary Care, including both back office and 

front-line services 

3 Workforce  The workforce necessary to deliver the model of care including the reporting 

and accountability hierarchy, leadership, capabilities, skills, culture and 
performance expectations for people and organisational units 

4 Technology  The technology required to support the execution of processes and manage 
information/data 

5 Information  The data and analytics required to support the execution of processes and 
to inform business decisions 

6 Governance The alignment of governance, risk and compliance processes in Primary Care 
to its strategy   

MODEL OF CARE  

The new model of care envisages 4 or 5 Primary Care Homes (PCH) operating on the island – one in 

the North, South, and West, and potentially two in the East - each consisting of one Wellbeing 

Partnership and a number of local General Practices. Each PCH would be anticipated to serve a 

population of around 20,000 – 25,000, with that number defined by the registered list of the 

participating GP practices. The idea of the PCH is to create a local “ecosystem” of care, integrating the 

work of Primary, Community, Social Care and Third Sector services in a local area. Working in this way, 

the PCH would be able to better: 

 Understand and define the needs of its local population  

 Co-design interventions to help meet those needs  

 Expand access to first contact practitioners (the first clinician a patient has contact with when 

seeking care) 

 Provide integrated care as part of Multi-Disciplinary Teams 

 Incorporate secondary care advice into the Primary Care Home model 

It is anticipated that this way of working would reduce pressure on GPs as a first contact provider, free 

up GP time to work as a “Consultant in Primary Care”, provide better access for patients to GP and 

specialty services and reduce the referral rate to Secondary Care.  

Over time, other Primary Care providers like pharmacists, dentists and opticians could be incorporated 

into the Primary Care Home and services may even choose to be co-located in a centralised clinic with 

access to onsite diagnostics and treatments. As it matures, the Primary Care Home may seek to take 

greater control of its own budget to “make or buy” care for its population, perhaps ultimately as part 

of a capitated contract.  

In the first instance however, the Primary Care Home would not be a legal entity, it would simply 

represent a new way of working. A description of this “new way of working” – what it might look like 

and how to get there - is outlined in the next section (Delivering the new Target Operating Model for 

Primary Care) and draws on the Population Health Management approach. 

The Primary Care Network have agreed in principle to carry out one or more pilots of the PCH model 

across the island in 2022, with a view to having all four (or five) operational within 3 years (2025). 

Going forward, the Network would continue this strategic approach to service-redesign by leading the 

wider Population Health Management work.  
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It is also anticipated that the Network would take a more active role in standardising processes across 

General Practice and consolidating them where it makes sense to do so at an island level, such as 

workforce planning and quality management (more details in the governance section). 

To ensure “right-sizing” of both Primary and Secondary Care services, a demand and capacity modelling 

function will be required going forward. on island. Work on developing this function is underway and is 

the responsibility of Manx Care.  
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Figure 1: Proposed Model of Care   
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PROCESSES 

In developing the new Target Operating Model, Primary Care should take an “at-scale” approach to 

reviewing its front-line, back-office and transformational processes. Particularly within General Practice, 

there is scope to standardise Standard Operating Procedures at an island level, and in some cases to 

conduct processes at island level too, through the Primary Care Network.   

WORKFORCE  

The new service delivery model for Primary Care will require an aligned and empowered workforce. To 

achieve this, Manx Care will need to work with the Primary Care at Scale project to develop: 

1) A baseline understanding of the current Primary Care workforce (and workforce planning capacity)    

2) An understanding of future Primary Care workforce requirements 

3) A detailed plan for how to achieve it, including sections on: 

 Making Primary Care the best place to work 

 Improving Leadership Culture 

 Releasing Time for Care 

 Workforce Re-design 

o Preparing for New Models of Care 

o Preparing for the impact of technology 

o Optimising new workforce roles 

o Supporting the third sector, other volunteers and carers 

 Growing and retaining the future workforce  

 A New Operating model for workforce  

TECHNOLOGY  

The new Target Operating Model for Primary Care will require a digital strategy to ensure all future 

functions are underpinned by appropriate facilitating technology. Below is a global and generic (non-

Isle of Man specific) example of the kinds of technologies that could be deployed across the system.  

 

Figure 2: Technologies that could potentially underpin processes in Primary Care  

The digital strategy should include actions required at an island level (such as implementation of a 

Single Patient Record), as well as at a provider level (such as clinical decision-making support). Any 
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proposed new services in PCAS should also have technology requirements specified. The digital strategy 

should also align with the proposed implementation of these processes. Prioritisation of any investment 

in technology should be driven by the proposed roll-out new PCAS services.  

INFORMATION 

Data and analytics are critical components of each Primary Care function. As well as defining information 

standards for each Standard Operating Procedure (SOP) and user pathway, quality and performance 

metrics should also be devised and incentivized.  

GOVERNANCE 

CORPORATE GOVERNANCE 

It is critical that an agreed approach to the governance of Primary Care at Scale (PCAS) is established 

as part of the work to deliver the high-level TOM at the end of March 2022. By this time, it should be 

clear what the role of the Primary Care Network is, to whom they are accountable, and for what. The 

PCN will need to agree their positional appointments, the remit of their work, and the outcomes they 

are responsible for obtaining (be they clinical, performance, financial or information). In other areas of 

Primary Care, such as optometry and dentistry, there are already well-established associations that 

represent the views and interests of the professions. These groups will also need to be clearly 

incorporated into the corporate governance structure, including the key performance indicators  

CLINICAL GOVERNANCE 

It is critical that all practices have policies and procedures in place for clinical governance, and that 

these policies are followed in practice. Strong governance will ensure that high-quality services are 

delivered consistently across the Island, and that there is an environment in which clinical excellence 

can flourish. Manx Care’s responsibility to ‘establish and operate a clinical and social care governance 

framework’ was defined in the Manx Care Act (2021). The Primary Care Network may take a central 

role in defining and drafting these policies to ensure a uniformity of approach across the island. In 

addition to this, there may be clinical governance functions the Primary Care Network can carry out at 

an island level, such as regular audit and education. It is important to ensure that robust clinical 

governance is in place for every new service or process developed.  

FINANCIAL GOVERNANCE 

At present, financial governance applies only to individual providers of Primary Care. If the PCN and 

the Primary Care Home take greater control of the Primary Care budget however, that will need to 

change. Manx Care has expressed its intention for the PCN to become a “Primary Care management 

and leadership infrastructure” that plugs into Manx Care’s infrastructure.  Over time, the network may 

take greater financial responsibility for Primary Care finances until it eventually assumes its own budget. 

In return, the Network would be responsible to Manx Care for patient outcomes.  

INFORMATION GOVERNANCE 

In order to provide at-scale services in Primary Care, providers will need robust information governance 

in place to share data. The Information Governance Project (of the Health and Care Transformation 

Programme) are already working on supporting those legally responsible to get the right information 

governance infrastructure in place. Manx Care, with support from the Primary Care at Scale project, 

must ensure that each new service or process considers information governance when it is developed.  

 



PRIMARY CARE AT SCALE STRATEGY 

 

 

VERSION: 1.1         DATE:     22-FEB-22 

PAGE: 11 OF 55        STATUS:  DRAFT 

DELIVERING A NEW TARGET OPERATING MODEL FOR PRIMARY CARE 

A POPULATION HEALTH MANAGEMENT APRROACH TO IMPLEMENTATION 

Implementation of the new Target Operating Model will be a gradual and an iterative process, taking a 

Population Health Management approach to service re-design. Population Health Management (PHM) 

is an approach to care design and delivery that helps shape health systems around the changing needs 

of their population. It is often described as a cycle of continuous improvement, where the health needs 

of the population are assessed, appropriate interventions identified, and outcomes evaluated - with a 

view to either terminating or continuing the intervention - scaling and incentivising where appropriate. 

Health and service use data are intrinsic to this process – including social data and context from 

community teams. 

 

 

 

Figure 3: Population Health Management as a cycle of continuous improvement  

 

TRACKING PROGRESS 

As well as tracking progress against project management milestones in Section 5: Co-designing a new 

Target Operating Model for Primary Care, it will be important to track progress against the impact 

statements set out in Section 4: The Vision. It is suggested that Key Performance Indicators are derived 

from the Impact and Target Operating Model Requirements set out in Section 3: The Vision (Appendix 

A) as part of the detailed Target Operating Model.  

INVESTMENT  

The agreed date for submission of a business case for the PCAS strategy is 30th June 2022. Success of 

the PCAS strategy implementation will be dependent on receiving the agreed and appropriate 

investment.  

COMMUNICATIONS AND ENGAGEMENT  
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A detailed Communications and Engagement plan (Appendix C) was designed by the Primary Care at 

Scale project team in August 2021. This document introduced a new communications framework and 

outlined an engagement roadmap, designed to reach the broader population in addition to protected 

and hard to reach groups. To date, the following communications channels have already been 

proposed: 

 

 

Figure 4: Communications and Engagement infrastructure developed to date 

Building on this, a schedule of communications and engagement activities has been drawn up using a 

variety of mediums. As the Target Operating Model is developed and implemented, it is essential the 

schedule is updated to reflect these changes, using a standardized approach. 

CONCLUSION 

The Isle of Man’s health and care system is at a unique point in its history, with an opportunity over 

the next 5 years to completely transform the way it delivers services to the population. To achieve this, 

Primary Care must both design and deliver a new Target Operating Model for Primary Care that better 

meets the needs of the population, its staff and the wider health and care system as a whole. Achieving 

this feat will require coordinated planning and execution. Progress has already been made in co-

designing the new Target Operating Model (TOM) for Primary Care, and a clear plan is in place to 

complete the detailed planning by September 2022.  
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BACKGROUND AND CONTEXT 

INTRODUCTION 

The Isle of Man is at a unique point in its history, with an opportunity over the next 5 years to completely 

transform the way it delivers health and social care services.  

Primary Care will be essential to this transformation, expanding the breadth and depth of its services 

to deliver a more proactive, holistic, and user-centric service, that better meets the needs of a changing 

demographic. In his 2019 Independent Review of the Isle of Man Health and Social Care System, Sir 

Jonathan Michael suggests that in order to achieve this: 

“The Isle of Man should establish a model for delivering 
primary care at scale, since further and deeper 

collaboration within Primary Care is necessary to deliver 
current services and provide additional services.” 

(Recommendation 15) 

Manx Care was founded in April 2021 to undertake the day-to-day delivery of health and social care on 

the Island. They have stated that: 

“It is our ambition create a high quality, integrated health 
and care service that organises care around patient and 
service user needs, delivering the right care, in the right 

place, at the right time. A service that, from prevention to 
cure, works together to keep people well; gives equal 

prioritisation to health and social care; and is one of the 
best 'person-centred' sustainable health and care services.” 

This strategy sets out the ambitions for Primary Care on the Isle of Man over the next 5 years, outlining 

a programme of activities that will both design and deliver a more a sustainable model of care, with 

world class health outcomes.   

THE VALUE OF PRIMARY CARE  

Primary Care is the cornerstone of high performing, sustainable health systems.ii Approximately 85-

90% of healthcare needs can be managed at the primary care level, and health systems that invest in 

strong Primary Care provision consistently deliver “more appropriate, more effective and less costly 

care,”iii - with lower rates of avoidable admissions and fewer potential years of life lost.  

Primary Care’s role in vaccination and screening for instance, reduces the overall prevalence of disease, 

while its role in managing and coordinating care for those with long-term conditions keeps people well 

into older age. Primary Care treats episodic illness, provides end of life care, and done well, provides 

the continuity required for holistic, whole-person care. Primary Care also delivers one of the most 

valuable and highly skilled functions of any health service, the assessment and management of 

undifferentiated symptoms.  

Across the world, the family doctor model has proved a successful way of bringing these components 

together, but there are growing challenges which are putting strain on that model. Not only are people 

living longer but a greater proportion of their lives are now spent in ill health, often with multi-morbidity, 
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and expectations are high.iv Despite this, primary care is still delivered by small independent practices 

with limited access to a wider multidisciplinary team,  is based on a model of inflexible and short 

appointment slots only available from Monday to Friday within normal working hours, is unable to offer 

out of hours or remote access to medical and nursing advice, has inadequate diagnostic support, and 

is insufficiently connected to specialists, community based services (e.g. pharmacy) and other resources 

that could help it function more effectively.  

This inevitably puts pressure on staff. Stress and burnout are a serious problem for Primary Care 

clinicians, with many choosing to cut back hours, take early retirement or migrate as a result. 

Recruitment is a notorious challenge.  

Building strong, sustainable health systems, requires investment in strong, sustainable Primary Care. 

In 1998, Israel became the first country where spending on primary and community care outstripped 

that on secondary care for the first time. Today, it boasts one of the highest life expectancies in the 

OECD for just 7.8% of GDP.v  

 

Figure 5: Israel’s spend on Community Clinics and Preventative Care outstripped that of 

Hospitals for the first time in 1998 

However, while there may a strong case for why Primary Care needs more, it is clear that it does not 

need more of the same and the section below outlines ten ways in which the Primary Care model is 

adapting around the world.   

GLOBAL TRENDS IN PRIMARY CARE 

PRIMARY CARE AT SCALE  

Primary Care at Scale (PCAS) brings together a wider range of community services to ensure more 

effective first contact care and a better coordination of services for those with the most complex needs. 

It is described as a set of principles, rather than a “one size fits all” model, but it usually means the 

coming together of smaller primary care providers to serve larger populations of patients. It is, 

therefore, an effective vehicle of Population Health Management. The anticipated benefits of working 

at scale are: 
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Benefit Description 

Better first contact 
care 

A broader range of professionals for first contact 

More coordinated 
care 

Primary, secondary and community services aligned around the patient  

Consistency of care  Consistent care across all providers 

Economies of scale Reduced unit cost of back-office and administrative functions 

Resilience Supporting specific areas of the system when they become overloaded 

Advocacy A voice for Primary Care with a greater level of influence in the system  

 

The Netherlands is a good example of PCAS in action. In recent years, Primary Care practices have 

started to consolidate, they more frequently and formally collaborate with community services like 

pharmacy and district nursing, and there has been a huge increase in the number of advanced and 

auxiliary type roles.vi Out of hours primary medical care is provided by multidisciplinary networks run 

by General Practitioners (GPs) referred to as Huisartsenposten (HAP) that are able to refer people to 

hospital if need be, but are set up to manage most cases themselves.vii Primary Care is the most popular 

specialty for medical graduates the Netherlands and ED attendance is one third the rate of England 

(per capita, per year).viii  

TEAMS BASED CARE 

In recent years, there has been a move away from GP as independent practitioner, to GP as part of a 

wider Primary Care team. In Saudi Arabia for instance, Teams Based Care is an initiative where each 

citizen has a dedicated Primary Care Team with a named Doctor, Nurse, Care Coordinator and Health 

Coach, who liaise regularly around their list of around 2000 patients; in the UK, NHS funding has been 

recently made available to Primary Care Networks to broaden the Primary Care team by employing 

Dietitians, Podiatrists, Social Prescribers, and other first contact practitioners; and across the globe, the 

value of Multi-Disciplinary Team (MDT) management for those with Long Term Conditions and complex 

care needs is well established.  

PATIENT EMPOWERMENT  

Healthcare is probably more than a decade behind industries like retail and banking in developing their 

customers’ capacity to create value, but the potential is huge.  Nesta – the UK’s innovation foundation 

– estimates that involving patients, their families and communities more directly in the management of 

long-term health conditions could save the NHS £4.4 billion, through cuts in emergency hospital 

admissions, planned admissions and outpatient appointments.ix Technology is also having an impact. 

From AI-powered symptom-checkers to hand-held digital therapeutics, med-tech is empowering 

patients to become more health literate, take greater responsibility for their health and to manage 

conditions independently.  

OMNI-CHANNEL AND OUT OF HOURS (OOH) ACCESS  

Access to Primary Care is pivotal to health system sustainability. Evidence suggests that patients self-

refer to ED if they are unable to see GP within 2 weekdaysx, but omni-channel access can help. At Iora 

Health for instance – a Primary Care Group in the US - the average patient has 19 interactions with 

their Primary Care Team a year, of which 10 are asynchronous (through either email or text) and 9 are 

synchronous (4 in-person, 2 video and 1 phone). This offers both improved choice and access for 
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patients, whilst simultaneously making better use of clinicians’ time. Technology platforms can also 

help. In China, Ping An Good Doctor conducts over a million consults a year on its a digital platform, 

broadening access to rural and remote areas, and making use of AI for digital triage. 

Improving access to Out of Hours (OOH) care can also help.  A study in Australia showed that those 

Primary Care Networks with better access to OOH GP services had fewer OOH presentations in ED 

Minors. Patients are also increasingly comfortable receiving Primary Care services in pharmacies with 

Boots now offering vaccination, STI testing, chronic disease management, specialist dermatology advice 

and contraception. 

Remote monitoring has been increasingly used in the UK during the Covid pandemic to create virtual 

wards and manage patients in the community. In Israel, this kind of remote monitoring has been 

extrapolated to monitor patients deemed “at-risk” in the community, with sentinel indicators regularly 

uploaded to the cloud and processed. Those whose indicators have deteriorated are flagged to 

community health professionals who can phone or visit to intervene at an earlier stage. Population 

Health Management  

Research conducted by KPMG suggests around 10% of health costs are driven by just 0.5% of patients, 

while 40% of costs are driven by just 5%.xi Redesigning health services to focus on prevention and 

coordinated care however can improve health outcomes dramatically. For example, when Montefiore 

in the US became an Accountable Care Organisation (ACO) over 10 years ago, it used population health 

data and service user metrics to redesign services across primary, secondary and social care. Within 4 

years, the organisation saw a 13% drop in diabetes admissions, an 11% drop in 30-day readmissions 

for diabetes and a 12% reduction in diabetes management costs.xii 

INTEGRATION AND COORDINATION  

Integrated Care Models bring together providers across a range of sectors, including primary, 

secondary, community and social care, to plan and provide services that more effectively meet 

population health needs. Research by the World Economic Forum Health Council concluded that 

adopting and adapting integrated care models found in Spain or Israel could produce efficiencies of at 

least 10%.xiii  

WELLNESS  

Primary Care will increasingly shift focus from providing healthcare to improving and preserving health. 

Although work like this already occurs in Primary Care (such as smoking cessation and weight 

management), opportunities to support patients in healthy living can be expanded through use of a 

digital health coach, such as Noom, or through use of continuous monitoring, such as wearables that 

can track heart rate, heart rhythm, respiratory rate, oxygen levels, blood pressure, glucose, sleep and 

exercise. 

ACCESS TO SPECIALIST DIAGNOSTICS AND ADVICE  

Access to specialty diagnostics and treatment is being improved through better integration with 

secondary care, technology and working at scale. Shanghai launched 11 internet hospitals in 2020 for 

example, each affiliated to an offline public hospital, and digital Primary Care platforms like Ping An 

Good Doctor are able to access specialist advice readily through pre-existing links.  
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THE CURRENT STATE 

Primary Care on the Isle of Man shares many of the same issues identified in Primary Care systems 

globally – patient access and quality assurance, staff satisfaction and system sustainability. Drawing on 

findings on the Sir Jonathan Michael report and discussions with Manx Care, the Primary Care Network, 

Wellbeing Partnerships and Social Care, the current state is described below, viewed through the 6 

lenses of a typical Target Operating Model:  

 Domain Description 

1 Model of Care  The locations and means by which all services are delivered in Primary Care 

2 Processes The processes that occur in Primary Care, including both back office and 

front-line services 

3 Workforce  The workforce necessary to deliver the model of care including the reporting 

and accountability hierarchy, leadership, capabilities, skills, culture and 
performance expectations for people and organisational units 

4 Technology  The technology required to support the execution of processes and manage 
information/data 

5 Information  The data and analytics required to support the execution of processes and 
to inform business decisions 

6 Governance The alignment of governance, risk and compliance processes in Primary Care 
to its strategy   

 

MODEL OF CARE 

For many years, the Isle of Man has operated a fairly traditional model of Primary Care. The services 

of General Practice, Community Pharmacy, Dentistry and Optometry are each delivered through 

predominantly small-scale independent practices, with relatively little coordination at an island level on 

activities like needs analysis, strategic planning or delivery. While much progress has been made (see 

Appendix D), there are still issues that will need to be addressed as part of the new Target Operating 

model and these are discussed below -General Practice, Pharmacy, Dentistry and Optometry are all 

discussed separately.  

GENERAL PRACTICE  

With 11 practices across the island, GPs are the default providers of first contact care on the Isle of 

Man. Other professional categories, like Practice Nurses, Nurse Practitioners and Clinical Pharmacists 

are relatively under-represented (and the roles potentially under-developed), and there are only a few 

examples of innovative care roles (with Primary Care Paramedics in Ramsey and plans for First Contact 

Physiotherapists on the island).xiv A disproportionate reliance on GPs is taking its toll on the staff. GPs 

report high workloads and there have been significant problems with recruitment. Sir Jonathan Michael’s 

report also highlighted the constraining impact the GP-centric model was having on capacity in General 

Practice, and the impact on access to services for patients. Staffing issues have also contributed to the 

sustainability of practices on island.  

During the pandemic, most practices moved to a triage model, so there is already a good mix of face 

to face and remote or virtual consultations available. A lack of access to community diagnostics 

however, and to specialist secondary care advice, makes it difficult to manage more complex patients 

in the community, and likely contributes to relatively high rates of onwards secondary care referral. 
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Shared care arrangements between Primary and Secondary Care specialists are rare. Many GPs feel 

the relationship between General Practice and Community Services improved with the introduction of 

a Single Point of Access referral system to Wellbeing Partnerships, though there is still relatively little 

GP participation in the multi-disciplinary care planning processes, and the relationship remains 

transactional from that point of view.  

Benchmarking quality in General Practice remains an issue on the island. Without a standardised 

approach to clinical governance, there remains much variation in practice. There are relatively few 

metrics to appraise quality and the current GP contracting arrangements do not incentivise the collection 

of it. Similarly, with performance, most GP services are commissioned through the (intentionally non-

prescriptive) GMS contract, so very few standards exist to define what GP practices are expected to 

provide outside that, which disincentivises performance monitoring.   

The existing commissioning arrangements also directly impact the service delivery model of General 

Practice. With most GP services reimbursed through the core contract, there is little incentive for 

collaboration either between practices or between General Practice and Secondary / Community 

services. A Population Health Management approach would take a broader view, commissioning bundles 

of services across health and social care for targeted cohorts of the population. 

WELLBEING PARTNERSHIPS 

Three Wellbeing Partnerships exist on the island at present – one each in the North, South and West – 

with plans for one or two more in the East. The purpose of these Partnerships is to coordinate care for 

those with complex health and social care needs, such as those who have experienced a recent 

deterioration in their health or function, those who are at risk of admission, or those recovering from a 

prolonged stay in a hospital or care home. Citizens may self-refer to the service, but most commonly, 

referrals come from affiliated GP practices. A multi-disciplinary team (MDT) receives these referrals, 

conducts a prompt triage and assessment process and is able then to provide advice, education, and 

support, with focus on health promotion. Cases are reviewed every week as part of the MDT. The range 

of services provided at each Wellbeing Partnership is wide including: 

 District Nursing 

 Podiatry  

 Community Mental Health Services for Adults (CMHSA) 

 Older Person Mental Health Services (OPMHS) 

 Consultant Psychiatry 

 Hospice services  

 Long Term Conditions Coordinator  

 Community Social Worker 

 Debt Advice 

 Benefits Advice 

In addition to onsite services, Wellbeing Partnerships also have the ability to refer on to other 

community services such as the GP, Physiotherapist, Health Visitor or other Third Sector organisations.  

Wellbeing Partnerships show much promise to become the focus of holistic, person-centred health and 

social care – integrating Primary, Secondary and Social services. Development of this model however, 

will require strong investment in joint service planning and delivery, as well as future development of 

the estate.  
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OPTOMETRY 

There are 11 Community Optometry practices on the island, with NHS Sight Tests comprising the 

majority of their workload. Annual sight tests are free of charge to those with specific eye conditions 

all those either under 16 or over 70. Bi-annual tests available to all other age groups. Community 

optometrists also offer a contact lens service, low vision assessment and aids, low vision and 

rehabilitation service and, in one pilot location, a Minor Eye Conditions (MECS) service. Cycloplegic 

refractions also take place in some optometrist practices, however this is not formally contracted or 

renumerated by Manx Care. The current state of community optometry is characterised by three key 

issues: 

1) Significant underutilisation of equipment and clinical skills, both of which are in abundance around 

the Island. 

2) High levels of secondary care referrals for conditions, such as glaucoma, that could be treated 

within a primary care setting. This is a result of the absence of formal contracting arrangements 

and of agreed patient pathways. This has contributed to an average waiting time of over 400 days 

for day cases in secondary care and an overall eyecare overspend of 70% (estimated for 2021/22). 

3) An unsustainable payment scheme for sight tests, which is not sufficient to support the expansion 

of their scope and scale of services. Optometrists are currently paid £21.32 per NHS sight test 

undertaken, slightly below the £21.71 paid per test in England. However, only 10% of patients are 

eligible for a free sight test in England, whilst 90% of tests are private, and therefore pay a higher 

fee.  

DENTISTRY  

A wide range of services are provided by dentists on island but there is significant variation in the 

service offer from practice to practice. The absence of a coordinated approach from Primary Care means 

that service users are currently referred to secondary care if an intervention cannot be delivered within 

their practice, regardless of whether the skills to deliver the intervention exist within primary dentistry. 

Furthermore, there are a number of unclear or limited patient pathways for interventions that could be 

delivered within primary care, which means that these cases are often referred to secondary care. As 

a result, there is a waiting list of approximately 30 months to see the maxillofacial team at Noble’s 

Hospital. It is likely that a substantial proportion of this list could be address by fully utilising the clinical 

skills that already exist in primary care.  

PHARMACY  

There are 23 pharmacies distributed around the Island, all of which provide a range of services to their 

local communities. In addition to dispensing and storing medicines, they provide clinical advice and 

over-the counter medicines for a range of minor illnesses. The Isle of Man’s Minor Ailments Scheme 

was launched in 2007, with the aim of better utilising the clinical skills, experience of pharmacists and 

reducing pressure on GP services. Whilst more limited in scope than similar initiatives in the UK, the 

scheme is designed to make accessing treatment for common minor conditions more convenient by 

providing same-day advice and treatment within a pharmacy, with no need to book GP appointment. 

Although this scheme has been successful, many pharmacists still spend a significant proportion of their 

time tied to the technical aspects of medicine supply, rather than utilising their full clinical skillset. In 

addition, many pharmacists are eager to expand their skillset by becoming non-medical prescribers, 

however they are unable to do so because of constraints beyond their control. These include the 

absence of lecturers and a lack of the resources. Furthermore, a significant amount of communication 

between pharmacies and GP practices is paper based, which increases the risk of errors or 

miscommunication. 
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PROCESSES 

The activity of General Practice ranges from front-line functions like triage and consultation, through to 

back-office functions like finance and procurement. At present, relatively little standardisation of 

approach exists in across practices in these areas, due in part to the independent nature of each 

practice. A more at-scale approach to activity in General Practice could standardise and coordinate 

these functions and potentially ensure a more consistent and higher quality of care, as well as more 

efficient and resilient operations.        

A standardised approach will be especially important for the functions of General Practice at Scale that 

require collaboration with each other, and with sectors outside of General Practice. For example, 

practices that co-deliver services with Community Services or Secondary Care will need aligned 

guidelines on responsibilities, referral criteria and management practices. The figure below 

conceptualises the functions of General Practice according to where they sit – from front-line to back-

office.   

 

Figure 6: Functions of General Practice from front-line to back-office 

BACK-OFFICE PROCESSES 

Due to the high number of relatively small GP practices on the island, there is duplication in back-office 

functions such as finance, human resources, administration and procurement. Consolidation of these 

functions is a natural place to look for efficiencies and could release both time and resources, but 

General Practice has been reticent to proceed on this to date.   

FRONT-LINE PROCESSES 

There is not currently a standardised approach across Primary Care to conducting patient facing 

interactions. Standardisation of these functions, whether clinical (triage, consultation) or non-clinical 

(managing a complaint), would ensure a greater level of assurance around care quality and patient 

experience. This will be especially important for at-scale working with other practices and with 

organisations and bodies outside General Practice.   

TRANSFORMATIONAL PROCESSES 
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Transformational functions are those that underpin system development such as service design, 

workforce planning, digital development, estates planning and governance. Many of these functions 

would benefit hugely from an at-scale approach, and yet, most still occur at practice level. Workforce 

planning is a good example of this, where an island-wide approach to recruitment, development and 

deployment of staff could increase the resilience of General Practice. Service development is another. 

Until recently, there has been relatively little work done to map user journeys across the health system 

for targeted cohorts of patients, though this is now being done at island level for Urgent and Emergency 

Care, Eye Care, Cancer Care, and others. Functions like service development, technology and workforce 

have also tend to lack a cross-sectional approach, with GP, Pharmacy, Dentistry, Optometry and 

Community services all planning separately for example.  

WORKFORCE  

As commented on in Sir Jonathan Michael’s 2019 review: 

“The current primary care service model relies 
disproportionately on General Practitioners (GPs), at the 

expense of other professional categories, such as practice 
nurses, nurse practitioners and pharmacists. This 

constrains effective capacity, reduces access to services for 
patients and makes general practice less attractive as a 

profession.” 

There is currently no coordinated on-island approach to Primary Care recruitment on island. General 

Practice is facing serious issues with recruitment and retention, with concern that this problem will be 

exacerbated as many of the GPs approach retirement in the next decade. GP workload is high, and 

burnout is also a potential concern. GPs also report that their unique skills and experience are not being 

deployed effectively, and many have called for the role to develop into more of a “Consultant in Primary 

Care”. 

Other Primary Care providers such as community pharmacists, opticians and dentists have also 

expressed frustration at not being able to deliver more direct-facing patient care – either because the 

work is not currently incentivised through current payment mechanisms – or because they lack the 

development opportunities to upskill in that area.   

GOVERNANCE 

Governance of Primary Care can be thought of across four domains, and each of these are considered 

in turn: 

1) Corporate Governance  

2) Clinical Governance 

3) Financial Governance  

4) Information Governance 

CORPORATE GOVERNANCE  

At present, General Practices are accountable to Manx Care through: 

 the core GMS contract 

 the Direct Enhanced Services (DES) contract; and  
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 the Locally Enhanced Services (LES) contract  

For Manx Care to commission a new service from General Practice, changes would need to be made to 

the DES (after negotiation with the GP Sub-Committee on behalf of all practices on the island). This 

would not however, compel all practices to provide that new service. This issue was demonstrated in 

the commissioning of Covid Booster vaccines in 2021.  

In future, Manx Care would prefer to commission services through only one contract change that would 

apply to all practices. At present, this infrastructure does not exist as there is no contract between Manx 

Care and the Primary Care Network. Even if there was, at present, the Primary Care Network only 

represents 9 out of the 11 practices on the island. Nevertheless, new services would be available to the 

entire population, regardless of whether their practice is a member of the Primary Care Network. 

PRIMARY CARE NETWORK 

The Primary Care Network (PCN) was formed in 2021 as a Limited Liability Vehicle. 

 

Figure 7: The Primary Care Network is a Limited Liability Vehicle 

The PCN currently has membership from 9 out of the 11 GP practices on the island, though no 

representation from any of the other Primary and Community Care providers.  

The Terms of Reference for the Primary Care Network have yet to be defined. In the long run, the PCN 

is envisaged as becoming a “Primary Care management and leadership infrastructure” that plugs into 

Manx Care’s infrastructure.  Over time, the network would take greater financial responsibility for 

Primary Care finances until it eventually assumes its own budget. In return, the Network would be 

responsible to Manx Care for patient outcomes.  

At present, the PCN does not hold a budget (except for approved posts, applied for through a business 

case) and is not contracted to Manx Care for any services. It does not currently have any quality 

assurance function. Representing only 9 out of 11 practices, it does not yet fully represent the “voice 

of General Practice on the island” and without representation from community pharmacy, dentistry, 

opticians or any other community services, it is not yet representative of the whole of Primary Care on 

the Island. The Chair of the Primary Care Network does however sit on Manx Care Board.  

There is an urgent need to define Terms of Reference for the Network. There are a number of 

relationships that need to be clarified, including the associated responsibilities and accountability. In 

particular, the relationships between practices within the Network, and between the Network and Manx 

Care need to be defined. These relationships will form a key element of the high-level Target Operating 

Model, which will be completed by 31st March 2022. A lack of clarity led to issues in 2021 when Manx 
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Care approached the Primary Care Network to commission the blanket roll out of covid vaccinations in 

practices across the island. As it happened, the Network was not able to agree unanimously on whether 

all practices should provide the vaccine or not and GP practices were eventually commissioned 

separately to provide it. This inconsistent provision across GP practices meant that Manx Care was 

obliged in any case to set up a Covid vaccination centre in Douglas for those not covered by their GP 

practice, duplicating effort and resources.  

CLINICAL GOVERNANCE  

Clinical governance defines the policies and processes in place to ensure care quality. Manx Care has a 

legal requirement, as defined by the Manx Care Act (2021), to ensure that all contractors have a clinical 

and care governance framework that is of ‘broad equivalence’ to its own. The seven pillars of clinical 

governance are: 

1) Protocols 

2) Audit / Quality Improvement 

3) Education and Training 

4) Staff Management 

5) Risk Management  

6) Information / Data 

7) Patient Feedback  

At present, there is no agreed approach to quality management in Primary Care on the island. Clinical 

protocols are used at the discretion of the practitioner but there is no formalised audit or QI process. 

Staff management, risk management and patient feedback are conducted and collated at a practice 

level. Some data is collated through the Primary Care Quality and Performance Dashboard, though this 

is by no means exhaustive and questions have been raised around the quality of this data considering 

there is no payment incentive to ensure accurate coding. Manx Care does operate a framework similar 

to the Quality Outcomes Framework, though this is not related to payment.  

A baseline assessment on some areas of Primary Care, namely General Practice, is expected from the 

Care Quality Commission later this year. A clear understanding of where gaps in care quality and care 

quality assurance might sit will be crucial. So too will a clear plan for how to manage these gaps in 

future.    

FINANCIAL GOVERNANCE 

Manx Care negotiates contracts with: 

 The GP Sub-committee (on behalf of GPs) 

 The Optical Association (on behalf of opticians) 

 The Pharmacy Association (on behalf of community pharmacists) 

 The Dental Association (on behalf of dentists) 

All practices are independent providers and have individual responsibility for their own financial affairs. 

Practices do not currently hold budget to commission additional services. For General Practice, the 

payment mechanism does not currently favour collaborative working between practices. For dentists 

and opticians, there is very little disincentive to refer to secondary care as the current remuneration 

structure does not recompense providers for enhanced services, even though the skill and equipment 

resides in these community settings.  
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INFORMATION GOVERNANCE  

Information Governance (IG) is a term used to describe how information is used. It covers system and 

process management, records management, data quality, data protection and the controls needed to 

ensure information sharing is secure, confidential and responsive to the organisation’s needs and the 

people it serves. 

Each provider organisation within Primary Care should have robust information governance policies in 

place, and every process or service should consider the necessary information governance required to 

function safely and be compliant with the law. IG is especially important for Population Health 

Management and for successful collaborative working. There have been a number of IG issues 

encountered with the implementation of new working practices on the island to date, which are 

currently under consideration of the Information Governance workstream.   

TECHNOLOGY  

There is a good technology infrastructure already in place in Primary Care. Whilst it will need updating 

to support new models of care in the future – including the greater utilisation of artificial intelligence, 

digital platforms, and applications – the infrastructure required to support this strategy is in place. 

As expected, all General Practices currently use electronic patient records, and all operate EMIS 

software. Unfortunately, issues with information governance have made it difficult to share and analyse 

data, or to provide new shared services, and behind the delay in introducing First Contact 

Physiotherapists on island. Another concern is the quality of coding used to record patients’ conditions 

and management. Whilst the accuracy and regularity of coding in primary care is better than other 

areas of the health and care system, there are no incentives in place to ensure it is recorded accurately. 

Such information is vital to assessing quality and empowering health and care colleagues to draw 

accurate conclusions about population health.  

Since Covid, General Practices have introduced total triage and remote consultations as a matter of 

course but there is no single point of access or “digital front door” to services.  Remote monitoring is 

not yet in use on the island and there is limited use of digital therapeutics to aid home management of 

LTCs. There are currently no Population Health Management tools in place to understand patient need, 

to analyse segment and stratify, or to plan the Primary Care workforce. 

INFORMATION 

Data and analytics are essential to both track performance and to guide decision making in Primary 

Care. Unfortunately, relatively little data is collected centrally on island to:  

 Understand the health and social care needs of the population  

 Plan services 

 Compare outcomes with relevant comparators and drive improvement  

 Monitor finances  

 Model the workforce  

 Assess staff satisfaction 

 Review quality and performance metrics 

Information requirements should be considered for all new services or processes introduced to 

Primary Care.  
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VISION AND STRATEGIC OBJECTIVES 

VISION 

The IoM has the opportunity over the next 5 years to transform Primary Care to be the best small 

Island-based health and care system in the world, providing the right care, at the right time, in the 

right place. The Primary Care Steering group came together with patients and staff to create a vision 

of how they would like their Primary Care system to look in 5 years’ time. There are four key areas 

where Primary Care is aiming to demonstrate impact over the next 5 years: 

 

1) Improving quality of life for citizens 

2) Improving the quality of care (and experience of care) for patients 

3) Improving the experience of work for staff 

4) Improving the sustainability of the system  

IMPROVING QUALITY OF LIFE FOR CITIZENS 

Primary Care should support all citizens to achieve the highest quality of life from the first 1000 days 

to the last. The list below, summarised from Sir Jonathan Michael’s October 2021 review, outlines the 

five key areas where Primary Care should focus on making an impact to improve quality of life, and the 

Target Operating Model requirements that will deliver them. 

Impact  Target Operating Model requirement  

Prevention The future model of care will have a stronger focus on prevention, providing advice 
and support on healthy living for all citizens. Such advice and support should be 

available to all but would be personalised and targeted where possible, especially 

for those in high-risk groups. Such advice and support could be provided through 
a range of mediums from in person smoking cessation to online weight 

management apps.  

Early 

detection 

The future model of care would have a stronger focus on early detection of ill 

health, identifying those at risk of both physical and mental health issues and 
expanding screening programmes in Primary Care 

Coordination 

of care 

A future model of care would ensure better coordinated care for those with Long 

Term Conditions. As per international best practice, this means provision of multi-

disciplinary clinics that combine specialist, social and community care input. 

Convenient 

Care 

A future model of care would deliver care in a way that is accessible and convenient 

for patients, with treatments and interventions available across settings. 

Intermediate 

Care 

A future model of care would be able to support a proportion of those with acute 

care needs in the community. This would include services for those at risk of 
admission or those recently discharged. 

IMPROVING THE QUALITY OF CARE (AND EXPERIENCE OF CARE) FOR PATIENTS 

Primary Care should offer the highest quality of care and the best experience of care, where quality is 

defined by the National Medical Association as being safe, effective, patient-centred, timely, efficient 

and equitable. The list below outlines the eleven key areas where Primary Care should focus on making 

an impact to improve quality of care and care experience, and the Target Operating Model requirements 

that will deliver them.  
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Impact  Target Operating Model requirement 

Personalised 
care 

In the future operating model, patients will receive more personalised care. 
Population Health Management techniques will be used to understand need and 

design targeted interventions for at-risk groups. Wherever possible, patients 

should have a personalised care plan with treatments and interventions tailored to 
individual need, especially those with disabilities and complex needs. 

A well led 

service 

The future operating model will be well-led, with effective managerial and clinical 

leadership. Leaders will be accountable for both clinical and operational outcomes, 

as well as the effective stewardship of financial and information governance. 
Leaders will also fulfil a public leadership function, understanding local needs, and 

communicating clearly about service changes 

A safe 

service 

The future operating model will be safe, with procedures in place to ensure 

adequate staffing, standardised reporting of clinical incidents and consideration of 
patient and staff feedback. 

Continuity 

of care 

The future operating model should prioritise continuity of care wherever possible, 

especially for those with continuing long-term care needs. 

Improved 

access 

Patients will be able to schedule appointments through a number of mediums 

including face to face, via phone, email, website and app. 

Reduced 

waiting time 

The future operating model will ensure sufficient appointments to keep waiting 

times low. Those with acute medical needs will be seen promptly.  

Informed 

choices: 

The future operating model will ensure patients have ready access to information 

about their condition and treatment. Over time, this will include ready access to 
their Electronic Health Record. All Primary Care providers will communicate clearly 

with the population, especially regarding changes to care delivery models and 
services.  

Trusted 

relationships 

The future model of care will foster strong relationships between patients and 

professionals. Continuity and coordination of care will be prioritised.  

Joined up 

care 

In the future operating model, patients should only have to tell their story once. 

Appropriate information governance arrangements will be in place to facilitate use 

of a single shared care record, accessible to both health and social care 
professionals, across primary, secondary and community care. Team Based Care 

will be the norm, with professionals potentially contributing to multiple teams. For 

example, one GP could input into a number of services including Frailty Services 
and Integrated Discharge Teams.    

Consistency 

of care 

A future target operating model will ensure consistency of care for all through the 

adoption and implementation of protocols. 

Right care, 

right place, 

right time 

A future operating model will ensure improved access to Primary Care services. 

Recruitment and upskilling of staff will broaden the range of professionals who are 

able to deliver first contact care, including pharmacists and First Contact 
Physiotherapists. A robust navigation service will ensure patients are directed to the 

right professional, first time. Collaboration between practices will improve resilience 

by allowing practices to flex appointments and staff across sites. Primary Care will 
take a shared approach to understanding population health needs, they will be 

actively involved in integrated system design and will engage in a process of 
continuous innovation and improvement. 

IMPROVING THE EXPERIENCE OF WORK FOR STAFF 

Primary Care should offer staff a safe and supportive work environment, with opportunities to develop. 

The list below outlines the four key areas where Primary Care should focus on making an impact to 
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improve the work experience for staff, and the Target Operating Model requirements that will deliver 

them.  

Impact  Target Operating Model requirement  

Safe and 

enjoyable 

place to 
work 

The future operating model should ensure Primary Care is a safe and enjoyable 

place to work. Effective workforce modelling plans should be in place to ensure 

the right mix of staff in the right place. Appropriate HR policies should be in place 
and the whole system should operate a learning culture where experiences feed 

into improvements and changes. 

Development 

opportunities 

In the future operating model, all staff will have learning and development plans 

in place, with opportunities for staff to upskill. Development opportunities should 
be available for staff to develop clinically, through research, or leadership. 

Innovative roles will be created for staff to develop.     

Strong 

professional 

relationships 

The new operating model should encourage a “one team culture”, appropriate 

meetings and settings should be in place for cross team working, including 

through digital means.  

 

Strong 

morale 

The future operating model should foster hope for the future and raise morale 

through effective staff communications and organisational plans in place and 
updated regularly. 

IMPROVING SUSTAINABILITY  

Primary Care must be sustainable from both a financial and a workforce perspective. The list below 

outlines features of the future Target Operating Model that will deliver that.  

 

STRATEGIC OBJECTIVES 

The two strategic objectives for Primary Care over the next 5 years are to: 

1) Co-design a new model of care for Primary Care on the island 

2) Deliver a new model of care for Primary Care on the island 

The next two sections outline the plan for achieving this.  

  

Impact Target Operating Model requirement  

Sustainable 

staffing 
model 

The future operating model should have a workforce model in place that allows 

the most appropriate and cost-effective staff to meet demand, capitalising on 
more cost effective and non-medical clinical staff where possible. 

Financial 

sustainability 

The future operating model will achieve value for money through fast adoption of 

digital tools that improve efficiency, efficiency programmes in place to improve 

processes across General Practice and capitalise on economies of scale 
consolidating back end and supporting services. 
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CO-DESIGNING A NEW TARGET OPERATING MODEL FOR PRIMARY CARE  

TIMELINE 

Work co-designing the new Target Operating Model (TOM) for Primary Care has already begun. A high-

level TOM is due for submission by 31st March 2022 and a detailed Tom is due for submission on the 

30th September 2022. A business case will be submitted on 30th June 2022. This design work does not 

preclude work starting on implementation where appropriate during this time.  

 

STRUCTURE OF THE TARGET OPERATING MODEL 

The Target Operating Model will be constructed across 6 domains: 

 Domain Description 

1 Model of Care  The locations and means by which all services are delivered in Primary Care 

2 Processes The processes that occur in Primary Care, including both back office and 

front-line services 

3 Workforce  The workforce necessary to deliver the model of care including the reporting 

and accountability hierarchy, leadership, capabilities, skills, culture and 
performance expectations for people and organisational units 

4 Technology  The technology required to support the execution of processes and manage 
information/data 

5 Information  The data and analytics required to support the execution of processes and 
to inform business decisions 

6 Governance The alignment of governance, risk and compliance processes in Primary Care 
to its strategy   

  

MODEL OF CARE 

To achieve the vision set out in the previous chapter, a community-focused operating model has been 

visualised in the figure below. Within this proposed model there are a number of key building blocks 

that will need to be designed in detail. The following section sets out the work to date on building a 

Target Operating Model and a proposed timeline for the work yet to be completed.  
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Figure 5: Proposed Model of Care  
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PRIMARY CARE HOME 

The PCAS model envisages 4 or 5 Primary Care Homes (PCH) operating on the island – one in the 

North, South, and West, and potentially two in the East - each consisting of one Wellbeing Partnership 

and a number of local General Practices. Each PCH would be anticipated to serve a population of around 

20,000 – 25,000, with that number defined by the registered list of the participating GP practices. The 

idea of the PCH is to create a local “ecosystem” of care, integrating the work of Primary, Community 

and Social Care services in a local area. Working in this way, the PCH would be able to better: 

 Define the needs of its local population 

 Co-design interventions to help meet those needs  

 Provide integrated care as part of Multi-Disciplinary Teams 

 Expand access to first contact practitioners  

 Incorporate secondary care advice into the Primary Care Home model 

It is anticipated that this way of working would reduce pressure on GPs as a first contact provider, free 

up GP time to work as a “Consultant in Primary Care”, provide better access for patients to GP and 

specialty services and reduce the referral rate to Secondary Care.  

 

Figure 9: The Primary Care Model  

Over time, other Primary Care providers like pharmacists, dentists and opticians could be incorporated 

into the Primary Care Home and services may even choose to be co-located in a centralised clinic with 

access to onsite diagnostics and treatments. As it matures, the Primary Care Home would increasingly 

take greater control of its own budget to “make or buy” care for its population, perhaps ultimately as 

part of a capitated contract.  

In the first instance however, the Primary Care Home would not be a legal entity, it would simply 

represent a new way of working. A description of this “new way of working” – what it might look like 

and how to get there - is outlined in the next section (Delivering the new Target Operating Model for 

Primary Care) and draws on the a Population Health Management approach. 

The Primary Care Network have agreed in principle to carry out one or more pilots of the PCH model 

across the island in 2022, with a view to having all four (or five) operational within 3 years (2025). 
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Going forward, the Network would continue this strategic approach to service-redesign by leading the 

wider Population Health Management work.  

It is also anticipated that the Network would take a more active role in standardising processes across 

General Practice and consolidating them where it makes sense to do so at an island level, such as 

workforce planning and quality management (more details in the governance section). 

To ensure “right-sizing” of both Primary and Secondary Care services, a demand and capacity modelling 

function will be required going forward. on island. Work on developing this function is underway and is 

the responsibility of Manx Care.  

GENERAL PRACTICE  

Aside from the opportunity to work differently with outside organisations, operating at scale gives 

practices the opportunity to re-configure the delivery of core GP services to better meet the needs of 

patients and staff.  

The National Association of Primary Care suggests a starting point for practices looking to collaborate, 

which is to review a combined patient list and identify three distinct groups that might benefit from a 

different service delivery model:  

 Those that are generally well - but require prompt on-the-day appointments for acute 

illness 

 Those with Long-Term Conditions – that require a long-term relationship with a team to 

provide coordinated care including coaching to help manage their own condition  

 Those with complex health and social care needs – that require personalised and 

intensive care provided through multi-disciplinary teams, with secondary care input.   

Reconfiguring the service delivery model in this way could free GPs to spend more time with complex 

patients, improve the quality of care for those with complex or long-term conditions and potentially 

reduce demand for Urgent and Emergency Care services. 

Operating at scale also provides the opportunity for clinical staff to specialise within Primary Care, some 

of which is already under way on the Isle of Man through the work of the Primary Care Network. Some 

GPs are being upskilled to provide specialist community clinics. In the UK, Advanced Nurse Practitioners 

often conduct their own acute care clinics, for on the day appointments. Similarly, the delivery of 

community clinics by Secondary Care specialists improves access to patients but also provides an 

opportunity for GPs to upskill and helps to move activity into Primary Care over time e.g. initiation of 

insulin in diabetic patients.  

Operating at scale can also provide workforce resilience between practices when staff members are 

unexpectedly off work, or for planned reasons such as education, leadership and management roles. It 

also provides an opportunity for practices to invest in digital solutions such as health coaching apps, 

digital therapeutics, Clinical Decision Making tools, remote monitoring technology, or even remote GP 

services such as GP at Hand. 

WELLBEING PARTNERSHIPS  

Wellbeing Partnerships already offer a number of community and social services as outlined in Section 

3: The Current State. Apart from better integration of GPs into existing services, the Partnerships could 

also provide additional services such as:  

 Intermediate Care Response team supporting timely discharge from hospital (in development) 
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 Crisis Mental Health Teams  

 Community Frailty Services  

 Social Prescribing  

 Community Diagnostics  

 Weekly MDTs including GPs, specialist doctors (if appropriate), social care, and other clinicians 

where a criterion of patients are discussed e.g. frequent attenders, at-risk children, community 

cancer patients 

 An allocated on-call hub nurse could be utilised to support across all hubs 

 Provision of Minor Ailment Service in hubs (possibly by the Intermediate Care Team’s 

pharmacist) 

 Provision of urgent access hot clinics e.g. Geriatric Hot Clinic (one stop clinic for elderly patients 

with complex needs who require quick, comprehensive, geriatric assessment and intervention) 

SINGLE POINT OF ACCESS (INTERFACE) 

The success of the Primary Care Home model will depend on high quality triage. Having access to more 

First Contact Practitioners will only help reduce pressure on GPs if there is adequate navigation up-front 

(either at reception or as part of an island wide navigation service) to guide patients to them. Plans are 

already in place as part of Care Pathways redesign of Urgent and Emergency Care services to introduce 

a First Contact Service, co-located with the 999 call-centre, and based on the 111 model in the UK. 

Over time, this service should have access to patient records to help guide decision making. 

ONLINE WELLNESS HUB (INTERFACE) 

As part of the Care Pathways redesign work for Urgent and Emergency Care, plans are in development 

to develop the interactive self-care advice and signposting portal. The portal will be developed, initially 

providing access to health, mental health and care self-management and signposting advice, and 

ultimately supporting users to actively manage their care, including providing access to booking and 

prescriptions services. A patient education programme will reinforce messages around the “best choice” 

of service.   

ACUTE CARE (INTERFACE)  

A stated aim of the Transformation Programme is to shift activity out of hospital and into the 

community, and international examples highlight the importance of having ready access to specialist 

advice and input in the community. Suggested ways in which this might be delivered in practice include: 

 Combined Specialty / GP clinics in the community e.g. diabetes 

 Secondary Care advice hotline for GPs to help manage patients in the community, avoiding 

referral where unnecessary and expediting where clinically appropriate  

  GPs to work in Ramsey Cottage Hospital  

PROPOSED TIMELINE 

The table below outlines a critical path to finalising the design for a new Model of Care for Primary Care 

Homes (General Practice and Wellbeing Partnerships) on the Isle of Man. It also plots a projected 

course for implementation of the new Model of Care over the next 5 years.  
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Milestone Responsible body  Proposed date  

Design PCH pilot(s)  Primary Care Network  

Primary Care at Scale Project 

Team    

31st March 2022 

Definition of Primary Care 

Network governance 
Primary Care Network  

Primary Care at Scale Project 

Team   

31st March 2022 

High Level TOM for PCAS   Primary Care at Scale Project 

Team    

31st March 2022 

Business Case for PCH 

pilot(s)  

Manx Care 

Primary Care at Scale Project 

Team   

30th April 2022 

Updated Direct Enhanced 

Service (DES) contract 

Manx Care 30th April 2022 

Commence implementation 

of PCH pilots 

Primary Care Network  31st May 2022 

Business Case for new TOM 

and Implementation 

Roadmap 

Primary Care at Scale Project 

Team    

30th June 2022 

Co-Design First Contact 

Service (single point of 
access) with Care 

Pathways workstream 

Primary Care Network 

Manx Care 

Primary Care at Scale Project 

Team   

31st August 2022 

Completion of fully scoped 

design packages to 

implement detailed TOM   

Primary Care at Scale Project 

Team    

Manx Care  

30th September 2022 

Updated Direct Enhanced 

Service (DES) contract 
(repeat every 6 months) 

Manx Care 30th October 2022 

Evaluate PCH pilots   Primary Care Network  

Primary Care at Scale Project 
Team    

30th November 2022 

Primary Care estates 
strategy  

Manx Care 

Primary Care Network  

31st January 2023 

Ramsey Cottage Hospital 

options appraisal  

Primary Care Network 

Manx Care 

Primary Care at Scale Project 

Team   

28th February 2023 

Horizon 2 of Population 

Health Management 
approach achieved: some 

integration working 
involving primary, 

secondary and third sector. 

Primary Care Network 30th November 2023 
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Interventions targeting 

high need groups being 

implemented at larger 
scale. 

Horizon 3 of Population 

Health Management 

approach achieved: 
anticipatory interventions 

being implemented by 
integrated teams, with 

personalised care plans for 

high needs groups. 

Primary Care Network 30th May 2025 

Horizon 4 of Population 

Health Management 
approach achieved: clearly 

defined care models in 
place for key population 

groups. Financial 

incentives aligned with 
established anticipatory 

interventions. 

Primary Care Network 30th March 2027 

COMMUNITY PHARMACY 

Community pharmacies have a unique position at the heart of communities across the Isle of Man, 

offering unparalleled access to experts in medicines and pharmaceutical care.  The vision for community 

pharmacy seeks to expand this role even further, bringing care closer to home and delivering high 

quality, personalised care. Pharmacists will be decoupled from the more technical aspects of medicine 

procurement and assembly, which will allow them to focus on utilising their clinical skills to provide a 

more informative role, ensuring that service users receive the greatest possible safety and benefit from 

their prescribed medicine. The expansion of services offered will also give users greater faster access 

to advice and treatment, as well as greater flexibility in access to treatment, all without the need to 

wait for GP appointments. 

There are a number of key enablers that will support the vision. A formal ‘pharmacy first’ approach will 

triage service users more effectively, directing them to their local pharmacies if that most appropriately 

meets their health needs. This will be undertaken by colleagues across primary care, including GP 

Practice receptionists. Pharmacists will also have access to clinically relevant information and data, 

enabling them to take a more holistic view, better utilise their expertise and add more value for service 

users in their communities. This will be coupled with a secure, digital method of communication 

between pharmacies and GP practices, ensuring that they can work together effectively. Furthermore, 

a strong programme of professional development for the pharmacy workforce, including support to 

increase the number of non-medical prescribers and accredited checking technicians, will allow all those 

in pharmacy to work at the top of their license. Finally, the sustainability of Pharmacy across the Island 

must remain paramount. This means that funding for Pharmacy will need to be revisited by Manx Care, 

whilst there will be a need toPrimary Care at Scale Project Team   support required to transition into 

new ways of working.  

Following an examination of international best practice, a number of specific initiatives have been 

identified that will enable Community Pharmacy on the Island to achieve this vision. In the short-term, 

the provision of family planning services and contraception, in addition to an increase in the scope of 

the Minor Ailments Scheme, will allow service users to drop-in to their local pharmacy to seek advice 
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and treatment for a greater range of conditions. This will have the added benefit of managing demand 

in other areas of primary care, most notably General Practice. In addition, an Emergency Supply Service 

will allow service users to access prescription medication when there is an urgent need, and it is not 

practically possible to secure a GP appointment before their next dose is required.  Pharmacy will also 

play a critical role in driving forward a more proactive, preventative approach to health and care on the 

Island. Screening services, health checks and some injectables will be provided through Pharmacies, 

empowering their service users to take a more proactive role in the management of their health.  

In the longer-term, service users may be able to attend a pharmacy within their Primary Care Home to 

access appropriate and expedient care for a wide range of common clinical conditions. These conditions 

are likely to include (but will not necessarily be limited to): 

 Urinary tract infections 

 Respiratory infections 

 Ear, nose and throat 

 Eye infections (in conjunction with local optometry services) 

 Dermatological presentations 

 Allergies 

In addition to advice and over-the-counter treatment, a Prescribing Non-Medical Pharmacist will have 

the ability to prescribe medicines from an agreed formulary, which will be agreed with colleagues in 

General Practice.  

PROPOSED TIMELINE 

The table below outlines a critical path to finalising the design for a new Model of Care for Pharmacy 

on the Isle of Man. It also plots a projected course for implementation of the new Model of Care over 

the next 5 years. Whilst this timeline outlines an indicative path based upon current conditions, the Isle 

of Man Pharmacy Contractor’s Association have emphasised their desire to move even more rapidly, 

which will happen if possible. The Primary Care at Scale Project Team  will monitor progress along 

these milestones.  

Milestone  Responsible body  Proposed date  

Agree conditions that will 

be managed through 
Community Pharmacy 

Manx Care 

Pharmacy Association  

31st March 2022 

Business case for Non-

Medical Prescribers and 

Accredited Checking 
Technicians (phased roll-

out between 2022-2027) 

Manx Care 

Pharmacy Association 

30th June 2022 

Design Emergency Supply 

Service 

Manx Care 

Pharmacy Association  

31st August 2022 

Design and model 

Discharge Medication 
Reviews 

Manx Care 

Pharmacy Association 

31st October 2022 

Design Hypertension 
Identification Service 

Manx Care 

Pharmacy Association 

28th February 2023 

Agree and design health 

checks to be provided 

Manx Care 

Pharmacy Association  

31st October 2023 
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through Community 

Pharmacy 
Primary Care Network 

Identify injectables to be 

delivered through 

Community Pharmacy and 
agree with General Practice 

Manx Care 

Pharmacy Association  

Primary Care Network 

30th April 2024 

Complete roll-out 

Pharmacy First Plus across 

the Island 

Manx Care 

Pharmacy Association  

Primary Care Network 

28th February 2027 

OPTOMETRY  

Primary Care optometrists on the Isle of Man already play a critical role in testing sight and identifying 

disease. However, there is the potential to significantly expand their remit, fully utilising the clinical 

skills and equipment currently in place to provide timely, safe, and high-quality patient-centred care 

within the community. This will create more capacity in secondary care, allowing them to focus on the 

most complex and urgent eyecare needs, whilst also significantly improving access and patient 

experience across the Island. There are currently discussions taking place between the optometrist 

community (via the Optometry Association) and Manx Care regarding their contractual arrangement, 

specifically the current standard eye test fee. If unresolved, this may impact the ability to deliver the 

planned changes to the service. 

The Isle of Man’s Eye Care Strategy 2020-2023 described a vision of eyecare services as a Tiered 

Integrated Care model: 

 

Tier of care Description 

Tier 0 Individual, family, support network, community and public health, eye health 

information. 

Tier 1 Universal health services. Provision of an NHS sight test to the population according 

to set criteria screening services. 

Tier 2 Enhanced Commissioned Services. These may include: Minor eye conditions, 

Glaucoma monitoring, Contact lens provision, Pre-and post-cataract services, 
Diabetic retinopathy service (scope of services to be determined based on 
delivering care in the most appropriate setting). 

Tier 3 Community-based support and services for people with sight loss; provision of Eye 

Care Liaison Officer, Low vision service and Rehabilitation service. 

Tier 4 Secondary care, hospital eye service (HES) (scope of services to be determined 
based on delivering care in the most appropriate setting) 

Tier 5 Tertiary care services (off-Island treatment) (scope of services to be determined 
based on delivering care in the most appropriate setting) 

 

Following engagement with the Optometry Association and the work undertaken on Eye Care 

Pathways with the Eye Care Steering Group, four key initiatives have been identified to deliver this 

vision for eyecare: 

1) Design and roll-out condition specific pathways with clear referral guidance, standards, and 

clinical governance. Optimise screening and improve referrals for conditions such as cataract 

and glaucoma.  
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2) Scale the current pilot for minor eye conditions (MECS) into a substantive model to provide 

care for simple conditions in the community. 

3) Co-develop a payment scheme with the community optometrists to deliver care in line with 

agreed pathways, competencies, guidelines, and governance. 

4) Build the resilience within community optometrists through on-going support around: 

a. Recruitment, training, and accreditation 

b. Appropriate equipment and standards 

c. Communication and shared care planning with secondary care clinicians. 

PROPOSED TIMELINE 

The table below outlines a critical path to finalising the design for a new Model of Care for Optometry 

on the Isle of Man. It also plots a projected course for implementation of the new Model of Care over 

the next 5 years. The Primary Care at Scale Project Team  will monitor progress along these milestones. 

Milestone  Responsible body  Proposed date  

Community Optometry 

skills audit 

Manx Care  31st May 2022 

Community Optometry 

equipment audit 

Manx Care 30th June 2022 

Modelling: Scottish 

standard eye test 
fee/model 

Primary Care at Scale Project 

Team   

Manx Care 

30th June 2022 

Secondary care activity 

analysis 

Manx Care 31st July 2022 

Options appraisal: Scottish 

funding model 

Manx Care 31st August 2022 

Agree payment scheme 

with community optometry  

Manx Care 

Optical Association 

30th September 2022 

Roll-out condition specific 

pathways 

Manx Care 

Optical Association 

Eye Care Steering Group 

1st October 2022-2025 

DENTISTRY 

Primary Care dentistry on the Isle of Man is, in the vast majority of cases, the most appropriate setting 

for service users to have their dental needs met in an effective and timely. The Isle of Man’s Dental 

Care Strategy 2020-2025 outlines a vision of a Tiered Integrated Care model in which a greater number 

of services are to be provided in primary care dental settings. This tiered system identifies a number of 

services to be offered: 

Tier of care Description 

Tier 1 Universal Health Services. Including general Dental Services (diagnosis, treatment 

planning, maintenance, and emergency dental care) and promotion of Oral Health, 

wellbeing and self-care. 

Tier 2 Enhanced Dental Services. Incorporating Schedules 2 and 3 of the NHS Dental 

Charges Regulations (2015). Includes treatments such as tooth extraction, 
permanent fillings, cyst removal, orthodontic treatments, and appliances. Delivered 

in primary care. 
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Tier 3 Specialist dental services. Incudes Root Canal Therapy/ Treatment and Complex 

Periodontal services. 

Tier 4 In-Patient and Consultant Out-Patient Services. Includes Oral Surgery Procedures, 

Complex Orthodontics, Oral Surgery procedures, Maxillo-Facial and complex 
restorations. 

Tier 5 Tertiary Care Services. Includes Orthognathic, Oral & Jaw Surgery procedures, 

Maxillo-Facial, complex restorations, and head/neck cancers. 

 

Building upon the priorities described in the Isle of Man’s Dental Care Strategy and following 

engagement with the Dental Association, three key initiatives have been identified to deliver this 

vision for dentistry: 

1) Modify referral criteria: If a patient requires a procedure that cannot be delivered within their 

practice, but can be delivered within primary care, they should be referred to the appropriate 

practice.  

2) Follow the successful approach of other clinical areas (such as dermatology) in addressing the 

secondary care waiting list. This will follow the necessary skills and equipment audits and will 

provide an opportunity to pilot more collaborative ways of working across primary dentistry. 

3) Build the resilience within primary care dentistry by providing on-going support around:  

a. Training and accreditation 

b. Appropriate equipment and standards 

c. Communication and shared care planning with secondary care clinicians. 

PROPOSED TIMELINE 

The table below outlines a critical path to finalising the design for a new Model of Care for Dentistry on 

the Isle of Man. It also plots a projected course for implementation of the new Model of Care over the 

next 5 years. The Primary Care at Scale Project Team  will monitor progress along these milestones. 

 

Milestone  Responsible body  Proposed date  

Triage hospital waiting list 
for oral surgery  

Dentistry Association   

Manx Care 

31st March 2022 

Primary dental skills audit Manx Care 30th April 2022 

Primary dental equipment 

audit 

Manx Care 30th April 2022 

Modelling: Secondary care 

activity analysis 

Manx Care 31st May 2022 

Modelling: Primary care 

payment for previously 
Secondary activity 

Manx Care 31st May 2022 

Agree payment mechanism 

with primary care dentistry 

Dentistry Association   

Manx Care 

30th June 2022 

Dentistry Operating new 

model of intra-community 
referral  

 31st December 2022 
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PROCESSES 

In developing the new Target Operating Model, Primary Care should take an “at-scale” approach to 

reviewing its front-line, back-office and transformational processes. Particularly within General Practice, 

there is scope to standardise Standard Operating Procedures at an island level, and in some cases to 

conduct processes at island level too, through the Primary Care Network.   

In order to achieve the new operating model, new funding models will be required to incentivise the 

desired activity. This is planned as part of the New Funding Models workstream – reviewing incentives 

in the General Practice contract. Pharmaceutical, optical and dentistry contracts will also need to reflect 

new working practices eg. New reimbursement schedules for community services. This is the 

responsibility of Manx Care. 

BACK-OFFICE PROCESSES 

Consolidation of back-office functions such as HR, procurement and financial management was 

considered in the recent past by the Primary Care Network and felt not to be a priority. This situation 

could be reviewed in 3 years’ time when the Primary Care Homes are expected to be embedded. 

However, there are other “back-office” type functions the Primary Care Network may wish to 

standardise across General Practice as part of the new Target Operating Model for General Practice: 

 Quality and Safety 

o Infection control 

o Incident management 

o Chaperoning 

o Quality management 

 Workforce  

o Rota management 

o Practice communications (e.g. daily huddles) 

o Professional Development 

o Rewards and Recognition 

o Customer ServiceComplaints handling 

o Patient management 

o Satisfaction monitoring  

o Patient participation 

FRONT LINE PROCESSES 

A number of front-line services in GP would benefit from standardisation across practices, including: 

 Access and Navigation – a standardised approach to triage by reception staff 

 Consultation – protocols for face-to-face, telephone, video or Home Visit consultations 

 Referrals – including thresholds for referral  

Standard Operating Procedures (SOPs) for front-line operations in General Practice would have to reflect 

any new services introduced (e.g joint Primary and Secondary Care community clinics). Such SOPs 

should define the process, the respective responsibilities of participating practices and/or staff, and 

define the associated clinical, informational and process governance around the new service or function. 

The adoption of new SOPs may necessitate some training for those staff affected, in addition to 

supporting resources.  
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TRANSFORMATION PROCESSES 

At-scale transformational processes could include the Primary Care Network taking responsibility for 

the following at an island level: 

 Quality strategy 

 Workforce planning (including recruitment and deployment of new roles to General Practice) 

 Workforce development (including staff education and training) 

 Digital strategy  

 Population Health Management  

 Service Integration & Redesign Support 

 Complaints Management 

 Formulary setting 

 Research  

For the purposes of service re-design, user journeys for specific cohorts can help. For instance, tracking 

the journey of a patient newly diagnosed with diabetes can help understand not only the user 

experience, but provide insight into how services across Primary, Secondary and Community care 

should be integrated – in terms of clinical process, technology, information transfer, clinical governance 

etc.   

Work is already underway to map user journeys across Urgent and Emergency Care, Eye Care, Cancer 

Pathways and Screening. The Primary Care Network’s Clinical Domain Leads are taking a central role 

in supporting the development of these pathways. The Primary Care workstream will need to identify 

other key cohorts to target, using user journeys to integrate services across Primary, Secondary and 

Community services.  

PROPOSED TIMELINE 

The table below outlines a critical path to finalising the processes component of a new Target Operating 

Model for PCAS on the Isle of Man. It also plots a projected course for implementation of these 

processes over the next 5 years.  
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WORKFORCE  

A new service delivery model for Primary Care will require an aligned and empowered workforce. To 

achieve this, the Primary Care workstream will need: 

 A baseline understanding of the current Primary Care workforce (and workforce 

planning capacity) 

This should include an understanding of, not just the number and type of staff, but also their 

skillset. This includes both clinical skills (e.g. diabetes management), and non-clinical skills (e.g. 

digital literacy). This will inform plans to upskill the existing Primary Care workforce and recruit into 

it.  

 

A baseline assessment of workforce planning capacity is also required. Future workforce planning 

structures should include structures that coordinate planning across Primary and Secondary Care.  

    

 An understanding of future Primary Care workforce requirements 

Primary Care will need to model its future workforce based on the proposed new operating model. 

This modelling should include assumptions about the degree of “left shift” into the community, the 

proposed adoption of new technologies in Primary Care, the proposed upskilling of staff in 

Milestone  Responsible body  Proposed date  

Define front line, back 

office and transformational 
SOPs for General Practice  

Primary Care at Scale Project 

Team    

Primary Care Network  

31st March 2022 

Create personae that 

reflect targeted cohorts 
and map before and after 

user journeys 

Primary Care at Scale Project 

Team    

Primary Care Network  

31st March 2022 

Review GP contracting 

arrangements to reflect 

TOM and incentivise 
desired activity   

Primary Care at Scale Project 

Team   (new funding models) 

30th April 2022 

Scope and commission 

front-line, back-office and 

transformation SOPs in 
General Practice  

Primary Care at Scale Project 

Team    

Primary Care Network  

30th September 2022 

Scope and commission the 
guidelines that should be in 

place in each General 

Practice 

Primary Care at Scale Project 
Team    

Primary Care Network 

30th September 2022 

Create SOPs for all new 

Primary Care services, 
detailing respective 

responsibilities and all 
associated governance 

requirements (clinical, 

informational and process) 

Primary Care Network  Ongoing 
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pharmacy and optometry, and any proposed new service provision within general practice (e.g. 

MDT working and recruitment to new roles such as care coordinators).  

 

 A detailed plan for how to achieve it 

A workforce plan will be required to articulate how the Island plans to deliver the workforce required 

to staff the new operating model for Primary Care. This plan will articulate actions that can occur 

at a practice level and an island level, and should include sections on: 

 Making Primary Care the best place to work 

 Improving Leadership Culture 

 Releasing Time for Care 

 Workforce Re-design 

o Preparing for New Models of Care 

o Preparing for the impact of technology 

o Optimising new workforce roles 

o Supporting the third sector, other volunteers and carers 

 Growing and retaining the future workforce  

 A New Operating model for workforce  

PROPOSED TIMELINE 

The table below outlines a critical path to achieving an aligned and empowered workforce for the new 

Target Operating Model for PCAS on the Isle of Man. It also plots a projected course for implementation 

of these processes over the next 5 years.  

Milestone  Responsible body  Proposed date  

Baseline understanding of 

current Primary Care 

workforce  

Manx Care 

Primary Care Network 

Workforce and Culture Team 

30th April 2022 

Understanding of 

workforce needs based on 

future of care model 

Manx Care 

Primary Care Network  

31st May 2022 

Workforce strategy (that 

incorporates top of licence, 
training, recruitment etc – 

MxC) 

Manx Care  

Primary Care Network  

31st July 2022 

Implement the 

recommendations of the 

leadership report 

Manx Care 

Primary Care at Scale Project 

Team    

Primary Care Network  

As per report  

 

TECHNOLOGY 

The new Target Operating Model for Primary Care will require a digital strategy to ensure all future 

functions are underpinned by appropriate facilitating technology. The digital strategy should include 

actions required at an island level as well as at a provider level. Any proposed new services in PCAS 

should also have technology requirements, so the digital strategy should also align with the proposed 

implementation or roll-out of these services. Prioritisation of any investment in technology within 

Primary Care should be driven by the proposed roll-out of new PCAS services.  
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The figure below outlines the types of technology that are likely to be required across the system to 

support all new functions. For example, back-office functions like workforce planning might require new 

software), front-line services might require digital therapeutics or clinical decision support tools, and 

transformational processes like Population Health Management will require software for population 

segmentation and stratification.  

The digital strategy will need to align with the Information Governance workstream.  

 

 
 

Figure 10: Technology requirements per SOP in Primary Care  

PROPOSED TIMELINE 

The table below outlines a critical path to finalising the technology component of a new Target 

Operating Model for PCAS on the Isle of Man. It also plots a projected course for implementation of 

these processes over the next 5 years.  

Milestone  Responsible body  Proposed date  

High-level TOM for PCAS 

with incorporation of 

technology requirements 
into each new process 

specification 

Primary Care at Scale Project 

Team    

31st March 2022 

Digital Strategy for PCAS Manx Care  31st May 2022 

 

INFORMATION 

Data and analytics are a critical component of each Primary Care function. As well as defining 

information standards for each SOP, and user pathway, quality and performance metrics should also 

be devised.  
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PROPOSED TIMELINE 

The table below outlines a critical path to finalising the information component of a new Target 

Operating Model. It also plots a projected course for implementation of these processes over the next 

5 years.  

Milestone  Responsible body  Proposed date  

High-level TOM for PCAS 

with incorporation of 

information standards into 
each new process 

specification   

Primary Care at Scale Project 

Team    

 

31st March 2022 

 

GOVERNANCE 

CORPORATE GOVERNANCE 

It is critical that the governance of Primary Care at Scale is established as part of the work to deliver 

the high-level TOM at the end of March 2022. By March 2022, it should be clear what the role of the 

Primary Care Network is, to whom they are accountable, and for what. A proposed governance structure 

is outlined below. If agreed, each body (PCN, PCH and GP/ Wellbeing Partnership) will need to agree 

the positional appointments in their governing bodies, the remit of their work, and the outcomes they 

are responsible for obtaining (be they clinical, performance, financial or information).  

PRIMARY CARE NETWORK 

There is a clear role for the Primary Care Network in consolidating and conducting activities in Primary 

Care that make sense to happen at an island level. For example: 

Front line functions: 

 Mental Health Services commissioning 

 Population Health Management  

 Digital Health programme rollout  

 Aged Care services (eg Frailty) 

 Alcohol and Drug treatment   

 Services for marginalised groups 

 After Hours Primary Care Services 

Back-office functions: 

 Quality and Safety 

 Infection control 

 Incident management 

 Chaperoning 

 Quality management 

 Workforce  

 Rota management 

 Practice communications (e.g., daily huddles) 

 Professional Development 

 Rewards and Recognition 
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 Customer Service 

 Complaints handling 

 Patient management 

 Satisfaction monitoring  

 Patient participation 

Transformational functions: 

 Quality strategy 

 Workforce planning (including recruitment and deployment of new roles to General Practice) 

 Workforce development (including leadership development, staff education and training) 

 Digital strategy  

 Population Health Management  

 Service Integration & Redesign Support 

 Formulary setting 

 Research  

 Representation of Primary Care at the Manx Care Board level 

 Accountability to Manx Care for quality and performance 

CLINICAL GOVERNANCE  

Clinical governance defines the policies and processes in place to ensure care quality. Manx Care has a 

legal requirement, as defined by the Manx Care Act (2021), to ensure that all contractors have a clinical 

and care governance framework that is of ‘broad equivalence’ to its own. It is critical that all practices 

have a clear understanding of the quality standards expected of them and that there is a plan in place 

to remedy any gaps. This could include early adoption and self-assessment against CQC KLOE standards 

to address unwarranted variation. In time, it will be important for all practices to have policies and 

procedures in place for clinical governance and that these policies are followed in practice. There could 

be a central role for the Primary Care Network in defining and drafting these policies to ensure a 

uniformity of approach across the island. In addition to this, there may be clinical governance functions 

the Primary Care Network can carry out at an island level, for example, with regard to: 

 Protocols 

 Audit / Quality Improvement 

 Education and Training 

 Staff Management 

 Risk Management  

 Information / Data 

 Patient Feedback  

In addition to this work, it is important to ensure that robust clinical governance is in place for every 

new service or process.  

FINANCIAL GOVERNANCE 

At present, financial governance applies only to individual providers of Primary Care. As the PCN and 

the Primary Care Home take greater control of the Primary Care budget however, that will need to 

change. Manx Care has expressed its intention for the PCN to become a “Primary Care management 

and leadership infrastructure” that plugs into Manx Care’s infrastructure.  Over time, the network would 

take greater financial responsibility for Primary Care finances until it eventually assumes its own budget. 

In return, the Network would be responsible to Manx Care for patient outcomes.  
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INFORMATION GOVERNANCE 

In order to provide at-scale services in Primary Care, providers will need robust information governance 

in place to share data. The Information Governance workstream are already working on getting the 

right IG infrastructure in place. The Primary Care workstream should ensure that each new service or 

process considers information governance when it is developed.  

PROPOSED TIMELINE 

The table below outlines a critical path to finalising the information component of a new Target 

Operating Model. It also plots a projected course for implementation of these processes over the next 

5 years. 

Milestone  Responsible body  Proposed date  

The Primary Care Network 

should agree the Terms of 

Reference for its 
organisation, outlining its: 

Purpose  

Roles and responsibilities 

Accountability criteria 

 

Primary Care Network 

(For approval by Manx Care 

and Transformation Boards) 

Primary Care at Scale Project 

Team   

31st March 2022 

The Primary Care Network 

should agree a strategy 

outlining its approach to 
delivering the agreed 

responsibilities and to 
developing capacity over 

time 

Primary Care Network  31st March 2022 
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DELIVERING THE NEW TARGET OPERATING MODEL FOR PRIMARY CARE  

A POPULATION HEALTH MANAGEMENT APPROACH TO IMPLEMENTATION 

Implementation of the new Target Operating Model will be a gradual and an iterative process, taking a 

Population Health Management approach to service re-design. Population Health Management (PHM) 

is an approach to care design and delivery that helps shape health systems around the changing needs 

of their population. It is often described as a cycle of continuous improvement, where the health needs 

of the population are assessed, appropriate interventions identified, and outcomes evaluated - with a 

view to either terminating or continuing the intervention - scaling and incentivising where appropriate. 

Health and service use data are intrinsic to this process – including social data and context from 

community teams. 

 

 

 

Figure 11: Population Health Management as a cycle of continuous improvement  

PHM interventions tend to focus on activation, prevention, integration and addressing the wider 

determinants of health. Not only does this reduce disease burden in the community, it also represents 

better value for money. Typically, around 40% of health and social care spending is driven by just 5% 

of the population - but despite costing a lot, this is often not the best care. Patients in this group 

frequently have multimorbidity with concomitant psycho-social issues. They receive fragmented care 

from multiple providers and often end up at the interface of acute care. By empowering patients to 

manage their own health, better coordinating services around them, and anticipating and preventing 

deterioration, health systems can improve health outcomes whilst simultaneously reducing pressure on 

health services.  PHM is crucial therefore to the sustainability of health systems going forward. 

TRACKING PROGRESS 

As well as tracking progress against project management milestones described in Section 5: Co-

designing a new Target Operating Model for Primary Care, it will be important to track progress against 

the Impact statements set out in Section 4: The Vision. It is suggested that Key Performance Indicators 

are derived from the Impact and Target Operating Model Requirements set out in Section 3: The Vision 

(Appendix A) as part of the detailed Target Operating Model.  
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INVESTMENT 

The agreed date for submission of a business case for the PCAS strategy is 30th June 2022. Success of 

the PCAS strategy implementation will be dependent on achieving this investment.  

COMMUNICATIONS AND ENGAGEMENT  

A detailed Communications and Engagement plan (Appendix C) was designed by the Primary Care at 

Scale project in August 2021.  To date, the following communications channels have already been 

proposed: 

 

 

Figure 12: Communications and Engagement infrastructure developed to date 

Building on this, a schedule of communications and engagement activities has been drawn up using a 

variety of mediums: 

Communications: Engagement: 

Press releases Surveys 

Social media posts Workshops 

Videos Roadshows 

The TPMO Newsletter Drop-in sessions 

Posters / leaflets / screens in waiting 

rooms 

Listening sessions 

The Isle of Man government website  Focus groups 

Manx Care website On-street engagement 

Radio/TV interviews Visits to community venues and groups 

The champions network Clinical and Professional Advisory Panel 

Deployment of the broader network of 

clinicians and operational managers to 

reinforce communications and nudge 
behaviour through Lines to Take, FAQ and 

verbal briefings 

Clinical Leads 
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AccuRyx text messaging directly to 

patients 

Emails to engaged members of the public  

Use of existing Patient Participation 

Groups 

 

Isle of Man consultation hub  

 

As the Target Operating Model is developed and implemented, it is essential the schedule is updated 

to reflect these changes, using a standardized approach as set out below: 

 

 

Figure 13: Communications: Development of PCAS communications will be coordinated 

and subject to appropriate approvals as above 

 

Figure 14: Engagement: Development of PCAS engagement activities will also be 

coordinated and subject to appropriate approvals as above 
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CONCLUSION  

The Isle of Man is at a unique point in its history, with an opportunity over the next 5 years to completely 

transform the way it delivers health and social care services. To achieve this, Primary Care must both 

design and deliver a new Target Operating Model for Primary Care that better meets the needs of the 

population, its staff and the wider health system as a whole. Achieving this feat will require coordinated 

planning and execution, but fortunately, work co-designing the new Target Operating Model (TOM) for 

Primary Care has already begun, and a clear plan is in place to complete the detailed planning by 

September 2022.  
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APPENDIX 

APPENDIX A  

Suggested basis for the development of Key Performance Indicators to track progress in 

implementation of the PCAS strategy: 

Impact  Outcome Operating Model Requirement 

IMPACT 1:                                             
Improve the 
quality of life for 
citizens 

Support people and 
communities to manage 
their own care needs and 
live healthier lives 

An effective mechanism for providing medical advice and 
information through a number of mediums  

 Support people’s care 
needs early preventing 
longer term needs 
(including preventative 
deaths) 

Ability to deliver screening clinics for appropriate conditions 

  Delivery of holistic risk assessments (risk stratification) of people’s 
needs (including mental and physical health) 

 Help people manage Long 
Term Conditions better 

Development of MDT care plans for those with complex needs 

  Ability to deliver MDT clinics for key Long Term Conditions 

 Support people in a way 
that helps them live the 
life they want to live 

Ability to provide treatments and interventions across settings  

 Reduce admissions to 
hospital 

Ability to work closely with community services to provide medical 
cover for patients at risk of admission or recently discharged  

IMPACT 2:                                          
Improve the 
quality of care, 
and care 
experience, for 
patients  

Deliver person-centred 
care, treating people as 
individuals and ensuring 
an equity of care 
(including those with 
special needs) 

An ability to flex treatments and interventions to match personalised 
care plans  

  An ability to provide a greater level of intervention and care time to 
those with complex care conditions 

  An ability to make reasonable adjustments to care delivery to ensure 
effective care for those with disabilities 

  Delivery of a broad set of capabilities and interventions tailored to a 
populations need including the use of data and evidence to 
understand need (PHM capability)  

  An ability to co-produce service change with patients  

 Deliver a well led service Effective clinical leadership in place 

  Effective system leadership, supporting system governance and 
leadership groups and ability to represent and make decisions for GPs 
at scale 

  Effective public leadership with patients clear on ho the services are 
led and confidence in them being led effectively  

  Effective local leadership so patients have an ability to connect in with 
people operating in a leadership function within their individual 
neighbourhoods  

  Clinical and operational leadership who are accountable to delivering 
the agreed outcomes  

  An ability to collate and provide key performance data both within 
internal governance and to Manx Care  

  Effective governance (both corporate and clinical) in place 

 A safe service  An appropriate reporting tool for incidents and issues 

  Appropriate clinical staffing to deliver services  

  An ability for patients and staff to provide feedback ensuring 
feedback is taken in to account  

 Ensure continuity of care 
 

Ability to provide continuity of staff members providing care  

  Ensure continuity of support through effective implementation of 
integrated care pathways 

 Improve access to 
appointments, diagnostics 
and treatments 

Online booking systems and other tools to ensure effective access to 
appointments for all  
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 Reduce waiting times Increase capacity in the system (eg number of appointments 
available)  

 Provide patients with 
information that enables 
them to make informed 
choices about their care 

Clear communications in a number of different mediums  

  Mechanism for agreeing a single set of communication across all 
practices to ensure consistent messaging to all  

 Foster and enable strong 
relationships between 
patients/service users and 
professionals 

Ensuring effective coordination of care  

  Supporting the patient to see the same clinician/professional 
wherever possible  

 Reduce silos in the 
systems so people only 
have to tell their story 
once and receive joined up 
care 

Effective forums for teams and professionals to discuss patients (eg 
MDT meetings)  

  Support team-based care by creating local teams across the island; 
including supporting integration with wider community services to 
operate as one team  

  A commitment for teams to engage positively and proactively with 
staff across the health and care system (including off-island), and 
with other relevant public sector organisations (eg education) 

  A commitment to share all relevant data (within the legal constraints) 
with partners across the health and care system (including off island) 
to support effective collaboration and delivery of services 

  An ability to share patient data effectively and work with a “single” 
care record 

 Consistency of care for all Standardised policies and procedures  

 Provide care in the right 
place at the right time 
(including more care closer 
to home) 

Shared approach to assessing and qualifying patient need 

  Effective triage process in place to direct patients to the right service  

  Effective case load management, including ability to manage capacity 
across General Practice (not just at practice level) – this includes 
systems and operational staff  

  Effective care coordination with within Primary Care and alongside 
the wider community care services  

  A collective innovation capability to ensure a process of continuous 
improvement; ongoing solution development to meet ever changing 
need 

  Ensuring active participation of Primary Care in Integrated Care 
pathway design and delivery  

  A flexibility in the locations in which different types of care/different 
interventions are delivered.  

  A broad skill mix across staff (both clinical and non-clinical) to meet 
the range of complex needs in Primary Care; including  a multi-
disciplinary first contact capability that utilises the full breadth of non-
medical clinical staff (eg nursing g, therapies, pharmacy and 
counselling)  

IMPACT 3:                                                    
Improve the 
experience of 
work for staff 
 

Make the IOM a safe and 
enjoyable place to work 

Ensuring that the right mix of staff are in place – effective workforce 
modelling and workforce plans (this should be done collaboratively 
with Manx Care) 

  Ensure all appropriate HR policies are in place and are well 
understood  

  Create a learning organisation where all experiences across General 
practice feed into improvements and changes  

 Provide staff with the 
development opportunities 
they want and need 

Learning and development plans (this should be done collaboratively 
with Manx Care) 

  Introduction of innovative roles that provide different opportunities 
for people 
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  Support and encourage training and broader learning alongside the 
structured training and development support on the island 

  Provide appropriate forums for sharing experiences and knowledge 

 Encourage and foster 
strong relationships 
between professionals, 
especially between teams 

Forums for team development 

  Varied mechanisms for collaboration, including digital tools 

  Support the development of a 'one team culture' through structured 
and un-structured interventions 

  Appropriate meetings and settings in place for cross team working 

 Foster hope for the future 
and raise morale 

Effective staff communications 

  Organisational plans in place and updated regularly (this should be 
done collaboratively with Manx Care) 

IMPACT 4:                                                   
Improve the 
sustainability of 
services 

Ensure the right staff are 
delivering care  

A workforce model that allows the most appropriate and cost-
effective staff to meet demand/activity, capitalising on more cost 
effective non-medical clinical staff wherever possible 

 Achieving value for money 
in service delivery 

Fast adoption of digital tools that improve efficiency 

  Efficiency programmes to improve process across all General Practice 

  Capitalise on economies of scale in consolidating back end and 
supporting services 

APPENDIX B– PROGRESS TO DATE – PRIMARY CARE NETWORK  

PCN progress

 

APPENDIX C – COMMUNICATIONS AND ENGAGEMENTS PLAN 

Comms and 

Engagement Strategy vFINAL-UK-PC16S0WW.pdf 

APPENDIX D – PRIMARY CARE AT SCALE TIMELINES 

Appendix D.pdf

 

APPENDIX E – ESTIMATED COSTS  

Appendix E.docx
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