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KEY MESS&FES

MusculoskeletalMSK)Physiotherapy Case Study

Findings A two phase approach identified a variety of tests of change within MSK services

primary care. In depth exploration of two approached to service delivery led to deeper

understanding of thévarriers and facilitators to implementation. A review of the international

literature set these national findings in context.

Phase lidentified 36 tests of changeof MSK primary car@crossl4regionalNHS Scottish

health boards. These ranged from healtboard-wide initiatives to single practieeased

solutions. Tests of changrecluded aphysiotherapistrun telephone consultation system, an MS

Hub to streamline appointment and referrals, amditidisciplinary community teams$iowever,

two approachegpredominated

w Advanced PhysiotherapiBractitioner(APP)n primary care12 health board had
implemented orwerein process of implementing these roldhis included APPs working w
practices and conditiospecific MSK Pathways integrating servicassprimary and
secondary care.

w NHS24 Musculoskeletal Advice and Triage Service (MATIShealth board had
implemented this, and 2 were in the process of implementing it

Phase Zonductedin-depth exploration ofthe APP model in two contrasting tzod areas NHS

Highland NHS Lothianandthe NHS 24 MAT®&odel. Implementation of new APP roles in

primary care was facilitateathen there wasuy-in of patients and staff, support from

management and clinicianand appropriate training of stafftvaluaion plansappeared less

developed butperceived positive patient, staff and service impantduded:quicker access to

appropriate carea reduction in the number d&P consultationgewer unnecessargnward

referrals for investigations and assessmeid a reduction inwaiting timesfor secondary care

Recruitment and retention of APPs was, in places, problematic particularly for rural bayds

informantssuggesteduccessful sustainability and expansion of services requirptbvements

in funding,recruitment and retention, accommodation and IT servidéswever, these tests of

change were seen adinical and coseffective alternativeso GP consultation as thast point of

contactfor patients with MSK problems.

KeyRecommendations

1 AdvancedPhysiotherapist Practitioners (APP) and the NHS 24 Musculoskeletal Advice a
Triage Service (MATS) have beenrfwst widely implementedtests of changeindicating
that geographical coveragd tests of changés possible.

1 Supportand buyin from patients, staff and management is requiréat successful
Implementation of thee tests of change.

1 Appropriate resourcingin terms offunding and acommodationis also required.

1 RobustITsystemsto support data collection, extraction and analyai® requirel to support
future evaluation

1 Measurement of theactual impacts, sustainabilitand spreadof tests of change will require
further evaluation of primary care transformation journeys over the next five to ten years
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EXECUTIVEUMMARY

BACKGROUND

In July 2016, the Scottish Government (SG) awarded Primary Care Transformation Funds (PCTF) and Primary
Funds for Mental Health (PCFMH)Health board in Scotland to test new models of careeAd of these awards,

the SG commissioned the Scottish School of Primary Care (SSPC) to undertake a national evaluation of primary
tests of change in Scotlandhis report concerns one of eight case studies contributing to the SSPC national

viii



evaluation.It focuses orthe implementation of musculoskelet@1SK)primary caretests of change across Scotland.
Patients with MSKproblemsare estimated to account fobetween 18% and 33%f the workload of a General
Practitioner (GP{Cree, 2014 Allied healthprofessionalAHP)MSKservices are under increasing strain in Scotland,
and receiveapproximately400,000 referrals per yeafCree, 2013 This resultsn high MSK secondary care activity,
with duplicationof effort across GP, orthopaedic adHPservices(NHS Scotland, 2014d)hisimpacts onpatient
experience ofaccess, waiting times and investigations (NHS Scotland, 20i4ap1Q the SGsought to make
AAAYATAOI Yl OKAHPELSY dAGNIORIE I FRODR GKS Ay RRERzQleld 2 y
Health Professionals in Scotland, 28421 m Pn@ element ofthis was the development of &lational Allied Health
Professional MSK Week Target, whichsought to prowde a significant redesign of MSservicegCree, 2014). The
redesign of bth MSK and primary care servicagned at the reduction ofboth GP appointments andHP
physioherapy referral waitingitnesfor patients with MSK problems

AIMS
The overall aim of thisase studywas to determine, in relation to the implementation of MBrimary caretests of
change in Scotland, what works, for whom, why and in vdir@umstances.

Thespecificaimswere to:

1. understand primary care transformation relation to MSKand the contexsin which new models of care
were beingested

2. identify and map alMSKprimary cargests of change iscotland

3. Identify the target populatiors, components expectedimpacts and projected timelines tfie MSKprimary
caretests of change

4. identify key sites for further idepth explorationo 4 KS OF a SRAGERQV PRISYRI Ay NBf

5. identify the barriers and facilitators to implementation

6. identify the actual impactéboth intended and unintendedpr patients, practitioners and the wider health
system

7. explore the likely sustainability and spread/rolit

8. developa logic model to map how suetew models of carare planned, developed, and implemented.



METHODS
The study was conductem/er a 15month period March2017 to May 2018)vith a review of theinternational
peer-reviewedliterature, review ofother published documents, andterviews with key informants:

1 The reviewof the international peerreviewed literaturewas conducted tadentify researchpublications
describing new models #fiSKprimarycare andfacilitatorsand challenges to their inig@mentation.

1 The review of national and local documentation and key informant intervieassplored the implementation
of MSK primary cara Scotland. Thessere based orthe SSPC Evaluation Framework, which had been
agreed with the SG (Appendix A). Thisimed two dstinct but complementary phases

1 Phase 1comprised a scoping survéy ascertain the extent aflevelopment and implementation dfiISK
primary careacross Scotland. helation to each identifiedests of changgkey research questiorsought to
determine itsoverall aim, target population, components/activities, expected impaetierpinning theory of
change and early impressions on facilitators/challenges to implementation

T Phase Zomprisedamore RS LIG K SELJX 2Nl A2y OgSaRS OFa S DKdREK SWRI

sample of Scottishlealth board. In relation to each, the key research questions sought to gain a deeper
understanding ofts development andmplementation,and todetermine itsactual impacts, key learningnd
likely sustainabilityand spread/roltout.

9 Findings from the data collected from all sources were then synthesised aafirte a theory of changeor
primary care MSK physiotherapy.

FINDINGS

The literature review identified8 relevant peerreviewedresearch publications publishedbetween 2009 and
2017.Most were published from 2012 onwards, suggesting that nedels of MSkrimarycare became a priority
after this point in time The pblications werébased on research studies that were conducted pred@mily in
Europe Most publicationsreported on the implementation of MSK physiotherapy services in primary, caagnly
deliveredby Advanced Physiotherapy PractitionefPP¥seeing patients with MSK probleragher asthe first-
point of contact orfollowing GP referralThe remaindevere based on studies th&bcused on the implementation
of systems e.gelephonetriage systemsKey mechanismis implementingnew models of caréncluded
introduction of new staff or retraining existing staff; pronumiof acceptability of physiotherapistss an alternative
to the GPfor the treatment of MSK conditionsgecuringappropriate staff and accommodatioReported facilitators
to the implementation included staff buiy, appropriateresourcing and patient bin. Challenges related to
insecurity of sustained funding, pressures on staff time, andibwy support from stafind patientsfor change.

A total of156 national and local documentselevant toMSKprimary care transformation i§cotlandvere reviewed
and42interviews with key informantswere carried out18in Phase 1 and4in Phase 2).

Phase Iscopingexercisedentified 36 new models ofMSK primarycareacrosshe 14regionalScottishHealth
boards. These represented a range of models includimdpysiotherapst-run telephone consultation systefiNHS
Highland and NHS Gramp)jaan MSK Hub to streamline appointment systems and refe(httsSForth Valley, an
online advice tool (NHS Fife), and an MSK solutions tool (NHS Taysideyer across thbealth board,there
were two predominantmodels

w APPs

w NHS24 MusculoskeletaAdvice and TriageeBrice (MATS)

Advanced Physiotherapy Practitioner
Thereported aim of developing and implementing APP role in GP practicess to help GPracticeswith limited
resourcesachieve equitable and timelyatient access to a service for MSK problemgplementation of APP services
variedacrosshealth boaré and betweerHealth andSocial Care Partnershps (HSCPs) and general practitey
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informantsreported that APPs contributed towardeductions inGP workloadimprovements irpatient experience
andreductions inoverall referrals tesecondary car®ISK servicedHowever, there waa lack of high quality
structured evaluation to support these claimBepated facilitabors to implementation included staff btig,
appropriate resourcing and patient bty. Barriers to the sustainability and spread of the APPirolgP practices
includeduncertaintiesconcerningcontinued funding, training, recruitment andtention of staff.

Musculoskeletal Advice and Triage Service

Thereportedaim of MATS waso help reduce workload on GPs and physiotherapy staff in secondaryroaiding
for the MATS was topliced from each participatingealth boar®a S E A & (aidydsspiténddarialS G
endorsement not allhealth board had chosento implement MATSKey informants withihealth board that had
implemented MATS reportegositive changes including a decrease in GP workload and an increase in complexity of
the cases tht were referred tosecondary car®1SK servicedbut agairevidence was not provided to support these
claims Reported facilitators to implementation includéhealth board buyn, staff buyin and patient buyin. Barriers
includedlack ofdedicatedfunding which was allied to the failure of sonealth board to buyin to the serviceThe
latter affectedthe ability ofadvertising MATS nationallwhich wagerceived to undermine efforts to promote the
service to patients and consequenity effectiveness The servicavasreported to undergacontinuous internal
evaluation but evaluation reportsvere not made available to this case study team.

All 3 Identified MSK Primary Care Tests of Change

The % identified testsof change were assessed using anlengentation stagingystem: those which are well
established and implemented; those still in the early stages of implementation; and those which have not
progressed.

Phase 2f the case study concentrated on a moredi@pth exploration of the MSK primacare tests of changia
NHSHighlandand NHS Lothiaim relation to APPm primary careand NHS24 MATS.

Both NH3Highlandand NHS Lothian had implemented services to aplatientswith MSK symptomto visit an APP
based within a GP practice fan initial consultation Thisservicewas reported to reduc&P timeon MSkrelated
problems Furthermore, NHS Lothian also offered an MSK Patbwaggrated Low Back PaiPP who specifically
dealt withspinal painother Pathways APPs targeting shoulder atbhdw conditions, and foot and ankle pain were
also in the process of being implementdtie successfumplementation of APPs jorimary carewasperceived to
be driven by buyin of patients and staff, support from management and clinicians, and apprepreihing of staff.
This service was reported to hawepacted positivelyn patients(allowingthem timely access to physiotherapy)
andsupplementarydocumentary evidencerovided bykey informantsshowedgoodpatient satisfactiorand a
reduction in thenumber of onward referralgvere reported by key informants in NHS Highland and NHS Lokegn
informantsin both health boaré communicated thasustainability and expansion relied appropriatefundingof
resourcesrecruitment and retentiorof staff, availability ofaccommodatiorin which new models of care could be
undertakenand more robust ITsystens for information sharingKey informantdelieved that this test of change had
resultedgreater equity for patients in accessing both physiotherapy @Rdappointmentsparticularly in rural
communities.

Success of the NHS 24 MATS service was largely dritlea &yproach adopted by thieealth boardto implement

it. In NHSHighland the service was viewed negatively by patients, GPs and physiotherdpistoit repladnga
well-liked paperbasedsystemusedby GPgo refer patients tosecondary care physiotherapyn NHS Lothian, NHS
24 MATSvas received more favourabind it was implemented to supplement rather than repla&osgstingsystems

or servtces Sustainability and expansion of new models of care was thought to be possible if they were properly
supported by staff and patients, and properly fundétie service wathoughtto impactnegatively orequity of

Xi



access in NHSighlanddue to havinganolder population who were believed to bedscomfortalde with using
telephonetriage systemsand preferred face-to-face consultation witdamiliar clinical staff Moreover, key
informants believed that their population of sessional workers, whondidpeak English as their first languaged
difficulty expresingthemselves fully through telephone consultation

Other MSK primary care test§ change in NHS Highlamttluded telephoneconsultation, which involved
physiotherapists calling patients ovéire phone as opposed to fage-face consultation. This was aimed at

improving the patient experience, reducing GP contact for MSK related conditions and increasing patient self
managementin NHS Lothigrthese servicemcludeda specific lower back papathway. This involved utilising a

Spinal APP specialised in triaging patients with spinal complaints which who sat in between primary and secondary
care. This role sought to support GP piees as well as secondary cateysiotherapy and orthopaedicsducing

the instance of needless referral. At the timereporting, this new model of care was in the early stages of
implementation and therefore no outcomes were available.

KEY RECOMMENDATIONS
1 Advanced Physiotherapist Practitioners (APP) and the MH®8i8culoskeletal Advice and Triage Service (MATS)
have been thanost widely implementedtests of change, indicating that geographical coveraigests of

changeis possible.
1 Supportandbuy-in from patients, staff and management is required successfumplementation of thee tests

of change.
9 Appropriate resourcing, in terms fiinding andaccommodationis also required.
Robust IT systemt® support data collection, extraction and analysis are required to support future evaluation.
1 Measurement of he actual impacts sustainability and spreadof tests of change will require further evaluation

of primary care transformation journeys over the next five to ten years.
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1 INTRODUCTION

1.1 Context

Primary care is facing increasing demand and complex challePgisnt contacts continue to

increase. Data from the Information Services Division (ISD) Scotland show that between 2003/04 to
2012/13, consultations with generaledicalpractitioners (GPs) and practice nurses increased from
21.7 million to 24.2 millioran increase of 11.59%\ similar increase has been observedirgland
wheredemand has increased by 12.4% per 10,08(on years between 2007/8 and 2013/14 and
consultation length has increased, resulting in a 16% increase kiosdrforGPgHobbset al,
2016).There is no reason to assume that this has slowed down since 2013. The population is ageing
and there is an increase multimorbidity, particularly in areas of socioeconomic deprivation
(Barnettet al, 2012) resulting in greater patient frailtgnd complexity. This is coupled with a crisis in
GP recruitment and retentiofZarkaliet al, 2015; Fletcheet al, 2017) As a result, there is a growing
recognition amongst politicians and polinyakers that new models of primary care are required,
drawing ona mix ofprofessional groups @hworking across primary heatthre and social careand

that such approaches need to be subject to rigorous evaluation and tgdtii§ Scotland, 2013

NHS England, 2014a

The need for transformation in primary canaderpinned the creatin of a newScottishGP contract
the first phase of which camato effect in April 2018. The contralsasproposel a reframing of the

GP rolewhereby the GP ithe expert within a multdisciplinary tean{NHS Scotland, 2018)ith

these changes in plac&P and GP Practice workload should decrease and patients should receive
better levels of careRritish Medical Association, 2017)

Primary care demand and workforce issues are not limitegkteeral medical practiceallied health
professional AHP)Musaloskeletal (MSKJervices are also underdreasing straimcross the UK

(Cree, 2012 In ScotlandMSK servicedeal withapproximately400,000 referrals per yeaesulting

in highsecondary carehysiotherapyactivity, with duplicatio of effort acrossGP, orthopaedic and
secondary carservices (NHScotland 2014a) This leads to variatioof patient experience iterms

of information, access, waiting times and investigations (NHS Scotland, 2014a). Significant redesign
FYR (NI yaT2NYIAHRMSK setviges fadlénigaing Sre€12010 (Cree, 2014) with

the Scottish Government determining that at least 90% of AHP MSK patients should wait no longer
than 4 weeks from the receipt of referral (ISD Scotland, 2003 was outlined idThe Natioml

Delivery Plan for Allied Health ProfessionalSdntland, 2012 n m @nél iBcludedhe development

of a NationaAHPMSK4-week target Thiswas initially piloted in NHS Lanarkshire, NHS Ayrghire
Arran and NHS Lothian before being rolled out to thmaininghealth board (Cree, 2014).

It has beerrecognised that therés a need for significantedesign of primary cargervicedo
accommodate the rising need for MSK management and to improve the quality of life for people
living with common MSK contgints, (Briggs2018). There is some evidence to support the

substitution of doctors with physiotherapists for common MSK complamgsimary cargMarks,

2017 Desmeules2012, howeverresearchin this areas limited

In Scotland in 2015, the Cabtrigecretary for Sport and Health announced a new Primary Care
Transformation Fund (PCTF) of £20.5 million, over three years, aimed at supporting the redesign of



primary care services across Scotlandis fund was tcomplementwork already underway within
IntegratedJoint Board¢lJB) and NHS Bards, supported by a number of primargre funding
streams including Pharmacy; GP Recruitment and Retention Fund; and the Out Of®{oHds
Transformation FundThis workedowardsa future where primary care gelivered by
multidisciplinarycommunity teams in localities.

In February 2016, the Scottish GovernmgG)nvited proposaldNHShealth board for projects to

be funded by the Primary Care Transformation Fund (PCTREheRdimay Care Fund for Mental

Health (PCFMH), to transform primary care serviébgad of this the SG commissioned the Scottish
School of Primary Care (SSPC) to undertake a national evaluation of projects that were testing new
ways of working in primary care across Scotland, irredgeof funding stream. This report concerns
one of eight case studies contributing to the SSPC national evaluation. It focuses on MSK primary
care tests of change.

For the purpose of this case study, the SSPC definition of primary care was used:
a ! yreject.dvhich may be a new initiative or one that builds on previous/existing work,

that is testing a new way of delivering, or facilitating the delivery of, primary care
services or improving the integration/interface between primary care and other agrvic

63dzOK a 2GKSNI KSIfiK aSOG2NBEE a20ALt OFNB |y

1.2 Aims
The overall aim of this case stushas to determine, in relation to the implementation of MSK
primary care tests of change in Scotland, what works, for whom, why and in what circuesta

The specific objectives were to:
1. understand primary care transformation in relation to M&i€l the contexs in which new
models of care were being tested
2. identify and map alMSKprimary caretests of change in Scotland
3. Identify the target populatias, components, expected impacts and projected timelines of
the MSKprimary careests of change
4. identify key sites for further iR S LIG K SELX 2N} GA2y o6GKS OF &s
relation to these
5. identify the barriers and facilitators to implemtation
6. identify the actual impacts (both intended and unintended) for patients, practitioners
and the wider health system
7.  explore the likely sustainability and spread/rolit
8.  develop a logic model tmap how such new models of care are planned, developed,
and implemented.
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2 METHODS

This case study was conducted over ahdnth period (March 2017May 2018) and concerned the
period from the release of funding to Scottishalth board to pilot tests of new models of primary
care to the end of the study.é. from July 2016 to May 2018).

2.1 Case Study Design
Areview of the literatureon primary care MSK physiotherapsas undertaken tadentify and
understand new models of care in MSK physiotherapy operating within primary care.

Additionally, the study uska qualitative mixed methods approach, informed by 8&PC Evaluation
Framework agreed with Scottish Government (Appendix A). Within this framework a number of key
guestions were addressed over two distinct but complementary work phases:

- Phase Xconduded between March 2017 and Janué2917) sought to identify and
understand the tests of change that were being implemented and their expected impacts.
This led to proposing a selection of tests of change for furthelejsth exploration (the
adidzRe QRA BRBSUP ¢ KS aSt SOGA2y 2F GKS RSSLI RAGS
Government.
- Phase Zconducted between FebruaB018 and May 2018) explored the early impacts, key
learnings, spread and likely sustainability, and potential impact on inequalitiektioreto
the selected deeglives.

Methods used during both phases included documentary analysis and qualitativetseatured

2.2 Literature Review

As the models identified were potentially broad in scope and remit, it was necessary to take a broad
view of the research literatureConsequentlya systematic scoping reviemas undertake(Levac et

al., 2010, Colquhoun et al., 201&coping reviews are conducted when the research question of
interest is broad, asioften the case when developing work to inform policy, where research using a
range of study designs will be informative and are particularly useful in identifying gaps in the
research literaturgArksey and O'Madly, 2005, Colquhoun et al., 2014, Peters et al., 2015)

However, while the aim and scope may be broader, scoping redssusdertaken with the same
degree of rigor as more traditional systematic revielWsere are five key steps: (1) identification of

the research question(s); (2) identification of relevant studies; (3) study selection; (4) data extraction
and charting; (5) collating, summarising and reporting datksey and O'Malley, 2005, Levac et al.,
2010)

OVID was used to search Medline and Emblaibdiographic database$earches are conducted

from 1999 until 2June 2018. Search terms use NB  d LINA Y NBE O NBé X da LK@ aaA 2
GYdza Odzt 2a1StS0lIfé YR aKSIf KOl N&abotallowiKgINE G KS | 3
AAY3AES 2N Ydzf GALIX S £ SGGSNA SYRAVHAGKSZ g2NR 060Sd3d



GLIKE aA 2 0 HVBDHtduds avéreéieinplayed for all keywords to ensure relevant papers were

captured including those using synonyms of search&éermo S ®3® G LINR YI NB OF NB¢ Ay
G LINR YI NB  Shidies weteQimitddtd thoge published in the English language and using

human participants. Duplicate articles were removed at this stAgetal of 546 papers were

identified and downloade to DistillerSKTable 2.1)

Table 21 Papers identified from the different search terms

Search term Number of
Identified Papers

OVID keyword/Mesh search

1. Primary care.mp. 231476

2. "physiotherap*".mp. 104104

3. "musculoskeletal".mp. 148576

4. "healthcare".mp. 523290

5. lor4d 730160

6. 2and 3and 5 788

7. Limit 6 to English language 774

8. Limit 7 to human 711

9. Remove duplicates from 8 546

2.2.1 Screening ofdentified publications
Identified publications weralownloaded to DistillerSF&creening was conducted by two team
members, with any conflicts after the final level of screening resolved by a third team member.
Screening of these were carried out at 3 levels:
Level 1 title screening waarried out based oaddressing 1 question
1. Is the paper about MSK physiotherapy transformation wifitimary care services (e.g.
new models of care; new ways of working; integration/interface between services)
Level 2 abstract screening wearried outbased on 3 questions
1. Isthe paper about MSphysiotherapy transformation with primary care services
(e.g. rew models of care; new ways of working; intdgma/interface between
servicey?
2. lIsthis a systematic review or original research study?
3. Is the paper about MSK physiotherapy service delargayorganisation?
Level 3full text screening was carried out based thmee questions
1. Isthe papean original, full text articlée.g. research article, review, excluding
conference proceedings, opinion pie@es)
2. Isthe paper about MSK physiotherapyvice delivery and organisation?
3. Isthe paper in primary care settings?

Any conflicts identified during screening were resolved by dismusany conflictemaining after
discussion were resolved by a third party



The search strategy resulted in iddyiing 546 papers491 papers were excluded via title screening
and abstract screening. This left 50 papers for full text screening after which the 18 remaining papers
were included in the final qualitative synthesis (Figure 2.1).

Figure 2.1 Prisma flowchiaof the literature search and screening strategies

Records identified through Additional records identified
= database searching through other sources
.% N =546 N=0
E
c
i L4 h
Records after duplicates removed
N=541
L
Y
? 3 Excluded as not about MSK
5 Records screened physiotherapy transformation within
E N =541 primary care services
N =491
—

Full-textarticles excluded
N=32
Notan original, full text article (N=26)
Notabout MSK service delivery or
organisation (N=6)

Full-text articles assessed
for eligibility
M =50

Eligibility

Studiesincludedin
gualitative synthesis
N=18

2.2.2 Data extraction

A preliminary data extraction of the included papers was conducted and focused on:
1. location the study was conducted in

description of newmodels of care

details of any interventions

barriers and facilitatorgéo implementation

acceptability of newmodels of careo service users

clinical governancarrangements

mechanismdor monitoringoutcomes

study limitations
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2.2.3 Quality assessment

Following data extraction, a quality assessmenttefdture was carried ouby two researchers.

Each paper was assessed against set criteria and awarded either 2 points for a good paper, 1 point
for a fair paper or O points for a poor papéhis was dependant on the inclusion of certain criteria.

2.3 Doaimentary Evidence
2.3.1 Data collection
Two members of the research teatbnductedthe primary data collection.

Documents relating to MSK transformation and new models of care across Scotland were identified
from relevant websites, such as Health and Socia €artnerships (HSCPs), ldBdfrom internet
searches using Google. The key informants interviewed as part of the case study were a further
source of documents. At the time of requesting their participation in an interview, key informants
were asked ifliey were willing to share any documentation relevantiie new models of care in

which they were involved.

2.3.2 Data analysis

In Phase 1, documents were read and screened for important content relating to background of MSK
transformation, and secondly for ppmses of understanding the Scottish setting and identifying key

projects and contacts. In phase 2, documents provided by key informants were used to support

findings from indepth interviews and to provide any further details on implementation and

evaluatty 2F ySg Y2RStad 2F OFNB® ¢g2 R2O0dMdBnfitia o SNB
so were coded using a unique numerical identifier.

Documentary evidence related to the evaluation was initially reviewed for background information
on the possible n@ models of care in MSK physiotherapy being implemented across the 14 regional
health board. These documents acted as foregrounding material prior to interviews to aid
understanding of new models of care. Key informants interviewed during Phase 2 thetwdge

were asked to provide any relevant documents linked to the new models of care they were working
in, particularly in relation to implementation and evaluation

2.4 Key Informant Interviews

2.4.1 Recruitment and informed consent

Asnowball approaclvas used tadentify potentialkey informantgo provide information relating to
new models of caracross Scotlandnitially a number of potentiddey informantswvere identified
through consultation with the national MSK Lead for Scotland and based on the intsmnwigw
thesekey informants further potential key informantsvere identified and contacted on an egoing
basis.

Phasel.: focussed on recruiting key informanigorkingin a lead role within eachealth board who
would be able to provide an overview alf new models of caravithin their health board A
preliminary interview schedule was developed based on the SSPC Evaluation Framework and the



findings of the documentary analysis (Appen8ixThese questionicusedon the changes

identified in deliveryof MSK physiotherapy services in primary care and sought to understand the
reasons behind changes, the processes of implementation and the sustainability and possible future
expansion ohew models of caréWhere appropriatgfurther pertinent questions wre asked which
provided more irdepth information useful in providing a deeper understandifighe Fhase 1

findings and suggesting further lines of questioningFloase 2.

Phase 2focussed on recruitingey informantdfrom a widerange of job rolesvho wereinvolved in
service redesigor provision of such a servicicluding physiotherapists, GPsagtice managrs

and service managerAninterview schedulevas developedbased on the Phase 1 schedule and
findings and on other pertinent areas of itest, includind-J- NJIi A @drdeptighdf@duity in
accessing the service, particularly in relation to more deprived patient gr@gpendixC). The
guestionsfocusedon the changes identified in delivery of MSK physiotherapy services and
innovativenew models of carand sought to understand the reasons behind changes, the processes
of implementation and the sustainability and possible future expansioreaf models of care

Initial contact with potentiakey informantsvas made bymail and followeelp by either telephone
or further email (dependent on the contact informan available for each key informgnThose

who agred to proceed to interview werasked to complete and sign two consent forms (one for
the key in formantgo keep and another tde kept ly the researcher)which werecountersigned

by the researcherKey informantsvere initially sent a participant information leaflet with full details
of the study (Appendix Dhefore being asked to complete thefanmed consent forms (Appendiy.E

2.4.2 Data collection

B OK AYGUSNBASSs 1 &a0GSR F2NJ I LIWINRPEAYLFGSt& cp YAydz
another venue convenient to them or by telephqraes most appropriateAll interviews were

recorded using a digital voice recorder dater transcribed verbatim and redacted by the research

team, taking every effort to ensure participant confidentiality.

2.4.3 Data analysis

The research team concentrated on identifying themes arising from the interviews in relation to the

SSPC EvaluatioraRrework, namely the early impacts, key learnings, spread and likely sustainability,

and potential impact on inequalitiggigure 2.2 Thus Phase lanaly$tcusedon context, activities,

impacts and outcomes @lll new models of MSK primary care acrossl8ad. Phase 2 involved a

more detailed @aluation of new models of MSimary careA y G KS aSf Si@atB R WRSSLJ F
boards. Theseprovided informatiornto help understand the barriers and facilitators to planning,

development, implementation, embeddirand, sustainability.



Figure 22 SSPC Evaluatidframework

Phase 1: Intervention Theory and
Expectations of Impact

Phase 2: Impacts, Learning, Spread and
Sustainability

Data analysis sought explore and understand key areas of interest in relation to the various
models of service change tested, underway or planned.

A summary of each interview waseated.Each summary includewvhere possiblea description of
the changés)being undertaken, the context in which it was occurring and how it was funded. The
duration of thenewmodel of carevas also identified along with any governance arrangemtvats
had been put irplace.

Documents received from key informants supplemented the interview data. Key information relating
to individual new models of care were incorporated into the summaries.

Phase Tata werealso utilisedo determineli K S W & frdgiesiod e@ch dewmodel of care

based on an implementation stagisgstem. Within this systenmew models of caravere described
as:Wnplemented? ih th&planning stages Yokt fully implemente@ T na? ddd ofP’the ground

or Has been stoppdQ ¢

CKA&d AYF2NX¥SR (KS aStSOlAzy 2F (GKS WRSSLI RA@GSaQ
the case study. The selection of these was endorsed by the SG.

2.5 EthicalApproval

The study was approved by théniversity of Glasgow on 21 June Z@AppendixF). By August 2017,
NHS Ré&D/clinical governance approval gasitedby eachindividualhealth boardto carry out
interviews with staff.



3 PHASE 1 FINDINGS

The findings in this chapter are based oregiew of 73 documents and 18 interviewsith key

informants.

A total of 23policydocuments were foundhrough initial scoping searches onljfiéhesencluded

Strategic and Delivery Plans, reports and presentations relating to MSK transformation nationally
and individual MSKew models of cargand minutes of meetings. further 50 new policy

documents were received frotkey informantdncluding presentations, reports and reviews,
minutes of meetings, guidelines, and early results of data collectiirese wergrovidedby the
followinghealth baards: NSH24, NHS Forth Valley, NHS Lanarkshire, NHS Ayrahiaa, NHS
Shetland, and NHGreater Glasgow. Clyde GG&QG.

The key informants were involved in MSK transformation at both national and local [8xels.
interviewswere conducted durinfaceto-face meetingsand 12 were conducted by telephonéor
GKS LildzN1J32asS 2F laaAirdayay3

numerical identifier e.g. MSK1.

3.1 Context
The 14regional Scottisihealth board serve a
total population of agroximately 5.2 million
people Table3.1). The biggest NHS board by
population is NHS @&.C(GG&CG serving
approximately 1.2 million people; around 23%
the Scottish population. Serving 21,500 people
NHS Orkney represents the smallest of the
Scotish Health board. Thesdnealth boardvary
in the characteristics of communities served w
populations in NHS Orkney, NHS Shetland, Nt
Highland, and NHS Dumfries and Galloway, fa
example, representing rural areas with more
disparate communitis. Heath boards such as
NHSGG&Cand NHS Lothian are representative
of more densely populated urban areas, while
NHS Grampian and NHS Ayrsl&irArran have
both urban and rural populations

MSK conditions account for between 20 and 30% of all GP consult@iibi® Scotland 2014@ree

jd2 iS4 SFOK 158

Figure3.1. Mapof 14regional

Scottishhealth boards
(NHS Scotland, 20}
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2014 and over400,000 referralgself or GP led referralaye made tahe four mainsecondary care
MSK serviceevery year in Scotlan€C(ee, 2014; QHlub, 2017 as shown in Figure 4.2. Primary care
referrals to physiotherapy alone stand at 270,988 per year (Holdsvedrd) 2007).

Across Scotland more rural communitieach asn NHS Borders and NHS Western Isles, é¢erd

have an older age profileith 60% of the population over 65 years of age. Conversely, urban centres
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such asNHS GG&#@ad a higher proportion othe population aged between 16 arédl years These
changing age demographics are likely to increase expenditure orpMSiGtherapy by wer 70%
(Arthritis Research UK, 2017) sim@®ople inolder age brackets tend to have more need for
physiotherapy services, representing a challenge for pt§Kiotherapy servicein primary care
now and in the future

Table3.1. Scottish NH8ealth boardpopulation and percentage of Scottish population

Scottishhealth board Population % of Scottish Population
NHS Ayrshire &rran 367,000 7%
NHS Borders 110,200 2%
NHS Dumfries &alloway 148,000 3%
NHS Fife 358,900 7%
NHS Fortivalley 300,000 6%
NHS Grampian 525,936 10%
NHS Greater Glasgow@yde 1,200,000 23%
NHS Highland 310,000 6%
NHS Lanarkshire 563,185 11%
NHS Lothian 800,000 15%
NHS Orkney 21,500 0.5%
NHS Shetland 23,000 0.5%
NHS Tayside 400,000 8%
NHS Western Isles 26,500 1%
Total 5,154221 100%

Challenge$or MSK Physiotherapy services are likely to increase sincerding to the National
Record of Scotland statistics release 2016, the population of Scdtesdontinued to grow by
approximately 0.6% within ane-yearperiod - the highest yearly rate in growth to dathkn this same
period, there wasa much higher population growth in older age groups (45+ years) than those in
younger age groups (145 year$ with a 31% increase in those over 75 compared to a 10% drop in
those under 15 (N&Scotland2016).

A drop in GP recruitment and retention alongside an ageing population and a need to cut costs adds
to the need for changes to MSK physiotherapy deliveqgrimary care to meet current and future
demand Galculations by the Chartered Society for Physiother@$P3uggestd that anAPP wa
significantly cheaper than a G£54.11 per hour versus £130.71 per hoGSP 2017).

Differences in populéon, densfy and rurality inthe 14 regionahealth board have led to a number

of different ways in which change to MSK physiotherapy delivery in primary care has been
approached, implemented, sustained and expanded.

10



3.1.1 MSK Service Provisiarcross Scotland

The Cheed Society of Physiotherapy (CSP) recently reported on®@wsuport for first contact
physiotherapists within the general practice multidisciplinary teanguing thathanges to MSK
physiotherapy delivery improves the service for patients, reducesdgeigding and helps to

alleviate GP deman@CSP 20181 NHS Scotland report highlights various aspects of workforce
planning and service redesign that are required for an effective and efficient primary care service in
Scotland, including the fundamentalolvement ofsecondary carghysiotherapyand the need for
whole system approaches to the management of MSK conditions (NHS Scotland, 2018). However,
there remains a lack of full understanding of how such service redesign is implemented across
different primary care settings, including how barriers and facilitators for service redesign, at both
national and local levels, impact on the success of new models of delivery of care across the MSK
physiotherapy primary care service.

Figure3.2. Different typesof MSK services available Primary Care irScotland

Physiotherapy Podiatry

MSK Services

Orthotics Occupational Therapy

A key facet of MSK service delivery in Scotland is the relationship between need for MSK services

and deprivation Those living in more deprived areas are more likely to have a omdjsg illness

than those in the least deprived areas (55% compared to 43&o6ktish Government, 2013)

Furthermore, those who have a longstanding iliness in more deprived areas have a higher

percentage of MSkelated illnesses than those in the least digpd areas (23% compared to 15%)

(Scottish Government, 201.For certairthis relationship is particularly pertinemithin NHSGGC

and NHS aysidewhichhave some of the highest levelsadprivation.The transformation of MSK
services was influence®b G KS LJdzof AOF A2y 2F (KS {O200A4K D2@:
Advanced Health Practitioner§his vision stated that AHPs:

Xwill work increasingly to transform wellbeing and recovery, promoting prevention,
earlier diagnosis and reducing unnecessafgrrals and admissions to hospital and care
08 Y2NJAYy3I adzLIAGNBF YEé YR adzlR2NIAYy3I SENIe& @8
carer capabilities and assets in the communities theyeser
Scottish Government 2012

A key part of this vision was the inttaction of theNational Allied Health Bfessional

Musculoskeletal 4 Week Targ@lree,2014). This target stated that by 1 April 2016, 90% of MSK

patients should be seen withiiour weeks of referral, whether seteferral or bya healtlcare
professionalISD 2017Cree2014).In the second quarter of 20180.9% of patients were seen

within the 4-weektarget; however, there was variation between NHS Boards. For example, 70.5% of
patients in NHS Grampian were seen witliweeks in contrast to 29.7% of paits in NHS

Lanarkshire (ISD, 2017). NHS Forth Valley (0.1%), NHS Shetland (0.3%) and NHS Orkney (0.3%) had
the lowest percentage of patients waiting over 16 weeks to be seen. The boards with the highest
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percentage of patients waiting over 16 weeks wetdNAyrshir& Arran (30.4%NHSGG&C
(20.2%) and NHS Borders (18.2%) (ISD 28pekifically in relation to physiotherapiere has been
an increase in the number of patients seen within thereektargetsince July 201However, there
has also been eoncurrent increase in the numbef patients waiting over 16 weeks (ISD, 2017).
Thenew models of carexplored within this evaluation are aimed at implementimgyv models of
carewhich help to reach thig-week target.

TheAHPMusculoskeletal ServiceeResign Programme Board was established in September 2010

with the aim of improvingk O 0S&das> STFAOASYyOés ljda tAade IyR LI GAS¢
dissemination of best practice knowledge and implementation of each intervention in all lo€ations

(NHS 6otland 2014a). Along with the MSK Programme Board, a National MSK Lead was appointed

to lead the transformation of MS#erviceslocal MSK leadgositionswere also created\HS

Scotland20140 @ ¢ KSaS adlF {1 SK2f RSNA | Y2y Jansforhiigk SNE RS @3S
Outpatient Services Change Packagdgetting Patients on the Right Pathwawhich aimed to

ensure that patients could access selanagement resources and advice and assessment by an AHP

if required, thereby ensuring patientstarted on theright pathway for their treatment first time

(NHS Scotland, 2014b)

¢ KS t NPINIF YYS eRde@SHased Ridh impact@iingé concepts2 Nbtrar@idNg
including transforming CommuniyHPMSK NHS Scotland 201%b-racture Pathway Redesign; Hip
Fracture Care Pathway; Enhanced RecowgDemand and Capacity Planning Manageméiti$
Scotland 2014aA number of drivers were identified as key to supporting the aims of the
CommunityAHPMSKstrand

1. Patient Access Modelincluding seHlreferral to AHP MSK services, self
management advice platform and telephone triage (clinical and non
clinical).

2. Efficient AHP IT & Referral Managemeientralised electronic
administration and electronic tracking.

3. Sustainable AHRd Clinical Pathwayseffective pathways for all body
parts. Implementation of the AHP MSK Standards, providing excellence in
experience of care.

4. Efficient Exit Route Flogchronic pain, rheumatology, leisure & mental
health.

5. National MRI Protocaj appropriate referals for low back and knee.

6. Accurate Data and ReportimgVISK dataset through ISD data warehouse.
Improved data colleatin to support better outcomes.

NHS Scotland, 2014a; NHS Scotland 2014b

In 2012 three health board ¢ NHS Ayrshir& Arran, NHS Lamkshire and NHS Lothiamwere

a St S O MSKREary Implémenter Board Ay 2 MBwSriddlels af caidSHS Bcotland,
201443 Cree, 2012 The development of a telephoméusculoskeletal Advice and Triage Service
(MATJwith NHS 24 also formed part the work of the early implementation sg€Cree,2014;NHS
Scotland, 2014aIn addition to the MATS service, a number of otherrk@y models of caravere

identified for testing at this time including IT and Referral Management (including the devatbpme
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of national MSKlataset reporting), Clinical Pathwagsd Exit Route SolutionslS Scotland,
20143.

Based on the outcomes achieved in the early implementer sites, it was suggested that if the
measures were implemented across Scotland that 13% déémiatcould be

transferred from AHP to seianagement options; 15% better capacity utilisation of
AHP resource through referral management and IT improvements; sustainabledAHP
pathwaysc up to 25% fewer orthopaedic referrals (with potential foimeestment of
surgeons time); up to 20% fewer low back MRIs by use of consistent protocol

NHS Scotland, 2014a

Additionalnew models of cargvere suggested for testing relating to creating and improving
internet-focusedMSK services and seffanagement resorces including the use of telephone and

video triaging, the creation of a GP decision support tool, and prioritising appointments based on the
complexity of patients condition®NHS Scotland, 2014&long with thefour week target, this

redesign was to &ve been implemented in all NHS Boards by 1 April 20H&(Scotland, 201%a

the IT and dataset aspects of the package weosvever, to be in place by December 2015.

Furthermore, an AHP Musculoskeletal Pathway Framework (National Minimum Standards) was
published in 2014 with the aim to:

reduce variance within MSK service provision and facilitate the delivery of key quality
policy directives, in particular the triple aim in the 2020 vision of quality care, value and
sustainability and a healthy populan.

Thomson and Syme 2013

According tahe SG(Scottish Government, 20bpthe core principles ofhe Modern Outpatient: A
Collaborative Approach 2032020are:

1 Srengthening knowledge exchange and galinagement in the community with the
patient at the centre
9 accessing decision support, care planning and care services in the community wherever safe
and appropriate
emphasising competendyased roles in secondary care
focusconsultant resource on more complex patients
recognising the role of the GP #4686 WSELISNI Of AyAOl f 3ASYSNI f A&GC
raising the profile and enhancing the role of the wider multidisciplinary team of community
based practitioners
1 optimising eHealth and digital opportunities at the primary/secondary care interface as the
norm

=A =4 =4 =

9 reducing widepread variation in secondary care return appointments and review processes,
wherever clinically appropriate.
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These approaches dSK service delivery, driven the policy directives mentioned aboykave
influencednew models of carecross the 14egioral Scottishhealth board. These changes have
been funded both by the PCTF and through alternative funding options and have resuhed in
implementation ofdifferent new models of cardependent on population size, demographics and

resourcesFigure3.3 summarises the MSK physiotherapy initiatives within Scotland that led up to
the launch of the PCTF.

Figure3.3. Timeline showing MSK physiotherapy initiatives leading to the launch of the Primary
Care Transformation Fund

2010 I 2014 :
Establishment of the : Publication of :f\HI.3 MSK P.atlhway :
AHP musculoskeletal | Framework (National Minimum |

Service Redesign | Standard). |
Programme. : National Allied Health :

| Professional MSK 4 week target |

| established. |

l l

| Publication of Transforming Out |

: Patient Services Change Package :

IDIDIDIDIDIDIDIDID

Publication of the Scottish Government Strategic
Vision for Advanced Practice.

Launch of the Primary Care
Transformation Fund

NHS Ayrshire and Arran, NHS Lanarkshire and NHS
Lothian selected as ‘MSK Early Implementer

l
[
|
|
l
2012 I
I 2017
!
l
|
|
l
|
Boards' testing the feasibility of MATS. |

3.2 MSK Physiotherapyransformatonin Primary Carecross Scotland

3.2.1 Infrastructure supporting the MSKnew models of care

Upon application, groportion of the PCTF was made available to dedith boardto use towards
implementing new models of caia order to help support MSK servidesfil their target of 90% of
MSK patients being seen withiour weeks (Scottish Government, 201Bpwever funding for MSK
redesign in primary careasnot solely limited to PCTF.
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In consultation with a Scotlardide MSK leadndin liaison with the Suttish Government, this

funding was adminigsred as shown in FiguB4. Each individudiealth boardwithin Scotland hd a
designated MSK leatiat was responsible fondividualnew models of caréo be enacted within

the board amongst other responsiltidis. In some cases, there were new models of caren MSK
carried out within boards, either because MSK service redesign was not needed to achieve targets
(e.g.as reportedn NHS Dumfrie& Galloway)or becausePCTRunding was distributed to other

PO Fprojectsand not used towards the transformation MSKphysiotherapy This process resulted

in a variedsupportinginfrastructure betweerhealth board, including differences in funding support
and reporting structures. For examplegalth boarg may report MSK activitydirectly to HSCPs or to

1JBs

Figure3.4. Governance structure of PCTF MSK funding

Scottish Government

Regional Health Boards/
Health and Social Care

Partnerships

Allied Health

Professional Managers

Thefunding used to support MSK physiotherapw models of caren primary cargs shown below

in Table3.2.

Table3.2. Funding sourcéor MSK newmodels of care for each region&8cottish NH&ealth board
and NHS 24 MATS service

NHShealth board PCTF Other Source of other MSK funding, if| No additional MSK
Funding| funding known new models of care
Ayrshire & Arran n n Not known
Borders n Physiotherapy services
Dumfries & n Board topslicing, orthopaedic
Galloway funding
Fife n Board topslicing, individual
practice funding
Forth Valley n Primary care (non PCTF), Boar(
top-slicing
GG&C n n Quality Outcome Framework
funding
Grampian n HSPC funding
Highland n Individual practice funding

15




Lanarkshire n

Lothian n n health boardpump-prime funding

Orkney n health boardfunding

Shetland n
Tayside n Not known

Western Isles n Not known

NHS 24 MATS n Individual board togslicing

Highlighted withinTable4.2 are other sources of funding used for M@ models of care
including:
1 direct funding from physiotherapy/orthopaedic services
top-slicing ofcurrenthealth boardbudgets
budgetsof individualGPpractices
HSCPs
Quality and Outcomes Framewqi®OFfunds
health boardpump-prime funds

= =4 =4 4 A

The rew models of careliscussedn this reportwere identified during the key infanant interviews.
It is possible that somiealth boarsg had addional modelsof whichkey informantsvere unaware
because they had not been involved in the planniateyelopmentor implementatione.g.an
individual GP practice directly employing APP

3.2.2 Implementation of the MSKnew models of care

MSKnew models otarewere implementedat different ratesacross thenealth board, mainlydue
to:

rates of processing of PCTF MSK funding applications

differences in prioritisation

staff implementation issuess(ich asstaff banding issues, rurality)

funding outwith PCTF

differencein the type ofmodel of caramplementedby Boards(e.g.health boarddesigned
chronic back pain pathways)

= =4 =4 4 =4

3.2.3Newmodels ofcare
Across the 14egionalScottish NH&ealth board a total of & newmodels ofMSK primaryare
were identified(Table 4.3 Thesewere assessed usingn dmplementation stagingystems: those
which are well established and implemented; those still inglanning stages or not yet fully
implemented and those whicthad not got off the ground or had been stoppéd the end of the
scoping exercise (date):
1 25were classifieimplemented
(1 in Ayrshire & Arrar® in Bordersl in Dumfries & Galloway, 3 in Forth Valley, 3 in Fife, 2 in
GG&C, 2 in Grampian, 3 in Highland, 1 in Lanarkshire, 3 in Lothian, 1 in Orkihaysi2lé
and 1 in NHS 24)
1 1Owere classifieghartially implemented
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(1in Borders2 in Dumfries &Galloway, 2 in GG&C, 1 in Grampian, 1 in Highland, 1 in
Lanarkshirel in Lothianand 1 in Western Islés)

 1wasclassifiedly 2 G &Gtk NISRQ
(in NHS Orkney wadlkin the discussion stage of implementing NHS24 MATS
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Table3.3. New models of carén Scottishhealth boards as reported bykeyinformants

Project | New Model of Care New Model of Care @nponent Implementation Status
Number
NHS Ayrshire & Arma
1. APP in GP Practice 3 WTE GP APPs covering 9 practices (1 cluster) implemented
NHS Borders
2. APP in GP practice 1 WTE GP APP for Spinal MSK implemented
3. Community APP 2 APPs in community care In early stages of development
4, NHS 24 MATS implemented
NHS Dumfries & Galloway
5. NHS 24 MATS implemented
6. Chronic Pain Pathway | Questionnaire and Physied workshop prior to MSK referral In early stages of development
7. AHP Triage Triaging orthopaeit patients through MSK Physio In early stages of development
NHS Forth Valley
8. Extended Scope 2 GPpractices involved implemented
Practitioner
9. MSK hub for better triage and general services implemented
10. NHS 24 MATS implemented
NHS Fife
11 APP in GP practice APP in Dractice (2more planned funding dependent implemented
12. Online advice tool MSK information for GRsd physiotherapists implemented
13. NHS 24 MATS implemented

Key

APPg advanced physiotherapy practitioner; MAQJ Blusculoskeletal Advice Triagervice; GRgeneral practitioner; WTEwhole time equivalent; MSK

musculoskeletal; NH&national health servicd=PO( first point of contact
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NHS Greater Glasgow & Clyde

14. | APP in GP practice

1 APP working ifirst cluster

implemented

15. | APP in GP Practice

3 APPs in 3 practices withéecond cluster

In early stages of development

16. | SHIP project

Development of an APP role (1 APP covering 4 GP
practices)aspart of an established multisciplinary team

In early stages of developent

17. | Physiotherapist in Gpractice | 1 physiotherapist blocking off two appointments per implemented
week for nonurgert MSK problems

NHS Grampian

18. | APP in GP practice APP in 1 practice implemented

19. | Telephone Appointments First point of ontact FPOC(triage by phone call implemented

20. | Telephone appointments

Roll outof service to other practices

In early stages of development

NHS Highland

21. | APP in GP practice

APP in 1 practice

implemented

22. | APP in GP practice

Roll out ofFPOC APR other practices

In early stages of development

23. | Telephone consultations

Selfreferral to FPOC MSK physiotapist for telephone
assessment

implemented

24. | NHS 24 MATS service implemented
NHS Lanarkshire
25. | APP in GP practice 1 APP working in 3 practices implemented

26. | APP in GP practice

12 additional interested practices

In early stages of development

N7S Lothian

27. | APPs in GP practice 5 GP APPs (4 in one HSCP and 1 in another) implemented
28. | NHS 24 MATS service implemented
29. | Lower Back PathwayPP Primary Care MSK Pathway APP implemented

30. | OtherPathways APP

Other Rathways APPs including shoulder & elbow, and
foot and ankle services

In earlier stages of development (at time
of data collection)
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NHS Ckney

31. | APPin GP practice 1 APP covering 2 practices) implemented

32. | NHS24 MATS Not startedin discussion with NHS MATS
about the feasibility of running MATS as :
new model of care

NHS Shetland

No primary care projects reported

NHS Tayside

33. | MSK Solutions Tool Web-based tools for GPs and AHPs implemented

34. | APP in GP practice APP for advice and Triagea single practice implemented

NHS Western Isles

35. | APP in GP practice 1 APP available for 2 sessions per wéeh single In early stages of development
practice

NHS 24

36. | MATS Service Direct referral to MSK physio implemented

Single point of access for triage
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Thus, there were a number different types ofnew models oMSK primaryareacross the 14
Scottishhealth baards. However, two particularnew models of carbave been implemented
across mosareas
1 APP{gincluding extended scope practitionein)GP practiceifiplemented in 12health
boards)
T NH24MATSIimplemented in 1(health board).

3.3 Advanced Physiotherapiractitioner

NHS Highland was the fits¢alth boardto implement an APP in GP practice in 2008 (TaMle

The APP was implemented as a result of the GP looking to develop new models of care as opposed
to a response to health board needs or national direes.

Table3.4. Year APP was first enacted inGPpracticein each NH®ealth board

NHShealth board Year of first APP in practice
Highland 2008

Ayrshire & Arran 2016

Forth Valley 2016

GG&C 2016

Tayside 2016

Grampian 2017
Lanarkshire 2017

Lothian 2017

Fife Not Recorded
Orkney Not Recorded
Western Isles Not Recorded
Dumfries & Galloway No APP service reported
Shetland No APP service reported

3.3.1 Development of the APP role

The role of the APP is to act aBRO@ractitioner, allowingpatients withan MSK related issue to

get directaccess t@hysiotherapyservicegjuicklywithout having to see their Gitst (Allanet al,

2017). According taCSPselfreferral to physiotherapy is 25% cheaper to the NHS than a GP referral
(Holdsworthet al. 2007 and, asuch, is not onlgonsidered by the CSP to best effective but

ensures that the patient is seeing the correct gtiioner at the correct time.

The APP rolesas viewedby keyinformantsl &  LJ- Ndvolvthd mobley of cagghat hadbeen

LINA Y NAE & RS@St 2 LabkRf QP desouréeNB a (X YA RO GRYR G@ARSNJ y S¢S
Ay GKS RSt AOGSNE 27F Ol agBitableyaccesk Si 20 2aY] YYdzyLAKIZRA A0 KSS/Nil-c
services for all patien{MSK_0% Onekey informantemphasigd that the choice to develop and

design the APP role was linked to the specific need of a struggling G&poactices which MSK

physiotherapy redesign could specifically target and imp(®I8K_01)Whilst some boards

created a bespoke model, many tgated existing systems in othkealth board:
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them are actually developing very much their own model. So a mixture
MSK_07

SomeAPPs were able to schedule follayw or reviewappointments with existing patients

They can be directly booked in for a face to face appointment with a physio or very
occasionf f @ (G KS@& | NB tEenfinvtarevie® slodbtlzy I FS 6 X
MSK_10

The recent design and development of the APP rolé baiwork already underway in sontealth
boards. For example, BPOQCole had been utilised in Dundee Community Hospital, providing a
primary care advice and triage service but, with PCTF fundindyatliseen transformed into a
dedicated model suitabléor GP practicessomekeyinformantshighlightedthat direct referrals to
physiotherapy hd been used in some practices since 200& that the role did not include access
to diagnostics or advanced practioffered by the APP role

The development athe role hal also been achieved through shared practice betwkealth

boards. Thsallowed roles to be developed more quickly and adapted to suit the local cofext.
example, NHS Lothidrad utilised the same model used I§HSHighland; adapting to suit a

cluster model with one physiotherapist working acrtds®e GP practices. This was better suited to
patient need and spread and the previous success of the model wiiteiatherboardencouraged
GP buyin. The sharing of succealso encourage other health boara to look at the development
of APP$n GP practices

[IQ]Rso heard of all, you know sort of other people in NHS Scotland actually
looking at first contact practitioners and I, when you looknaimed individual]
who works for this onegsticular practice in Inverness their referrals to
orthopaedics are from that GP practice are far lower than, than any of the other
practices

MSK_05

3.3.2 Implementation and progressf APP role

Key informantsvere not always aware of all APPs practicing withiir health board usually due

to different funding and governance structurdhe APP implementation model vatiacross and
within health boardg. GP pactices within NHS GG&C and NHS Ayrghikeran, for example,

reported that theywere working withn a cluster model, whereby GP surgeries in a close
geographical location work together with the aim of quality improvement. Within NHS GG&C this
included one APP covering a small cluster of practices and three APPs working across three
different GPpractiees. NHS Lanarkshirechane APP working across three practices and NHS
Orkney ha one APP working in two practices, although neither described this as working within a
clustermodel.In NHSHighlandan APRvasemployed diectly byan individualGP practice

In NHS Fifepatientswere triaged upon calling their GP receptjavhich involvel trained reception
staff moving through a clinically approved triage questionnaire before advisimgnim
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practitionerwasbest suited to meet the needs of the patieft/ithin the test practices in NHS
Lanarkshire and NHS Grampipatientswere able to sekrefer to their APP when calling the
surgery if they ft the need to see a physiotherapist rather than the GP. One practice within NHS
GG&C utilise a physiotherapistvithin practice who blookd off two non-emergency

physiotherapist appointments per week, allowing the GP to refer patjemisuring that theywere
seen more quickly.

Availability of APPalsovariedacrosshealth board. NHS Western Isleschane APPri GP practice

for two halfday sessions per week. Funding in NHS Lanarkshirezdlifowvone WTEAPP across

three practices, this equatkto one APP in one practice for one day and another two APPS covering
two practices for two days. Thereere also divegences between HSCPs. For example, oftthee
HSCPs within NHS Lothian therere four APPs working across different GP practices in one HSCP,
while in another HSCP theweas one APP covering one practice; numéed structure of APPs

within the third H®C were unreported

It was reported thalAPProles had remained relatively consistent due to the short time
scale that the APPs had beeninplacd SNBE Qa y 20 Xepedwdtk GAYSZT &Si

period.
MSK_11

We are only six months @even months now intthe test so it's still early days and we
had said that we would try and embed the roles, do the first report out at six months
and thenX deonsider where we are so the roles, our ambition in what we are delivering
has stayed fairly consistent

MSK 03

However,this key informanstated further that the evolution of APP roles was different across
practices due to differing levels of confidence in the new system, and that the main evolution of
the role was an increase in working independently:

There has beaeevolution of the roleX dit has been variable in different practice what
the starting point was and that, | think that is reflective of different levels of comfort in
terms of confidence and the autonomy of the practitioke® think you know the rek
have evolved in terms of the clinical independexigeconfidence from both sides

really

MSK 03
It was believed thaevolution of APPmoleswaslimited due to a lack of resourc¢sISK_04).
It washighlighted that changelsad notonly occurredin ARP roles, buglso in the roles of

supporting staff. Previously, APPs wegeponsible for booking patieméviewand follow up
appointments, but over timadministratorstook an active role in this:
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For a while the physiotherapist tended to mark Maown review appointments ® G Q &
kind of moving allback®2 (G KS | RYAY LISNE2Y &2 (KS@QNB YdzC
whole appointment system, rather than just new appointments.

MSK 13

Furthermore, some APPs were able to use advateedingthey had und®di  { Sy 2y G NBR Ff
conditions¢ symptoms which indicate a serious underlying pathologry help them diagnose
patients more fully:

¢ KS23QNB dza Ay 3 X Sck X @odg daitedsighificarit Anfl $edobis
pathologiesX ® (i Qa vy di a WFY/tapiedanttas lower back pain
MSK 16

3.3.3 Achievinglmpactwith AP
Often, the shoriterm impact of APPs waserceivedto be of benefit to GP workload, a benefit to
patients themselves, and reduced referrals to secondary care services.

We will cetainly be able to improve what the kind of patiedt§ourney is [and] the
hope would be that we would have some impact on the GPs
MSK_01

Until now our MSK services have been about patient sees the GP, they decide that their
problems are an MSK probleand they should see a physiotherapist so they wait in a
gueue to see a physiotherapist with no f@ctive intervention in that wait, so this is a
real opportunity to improve on the care of these patients and the ambition would be to
prevent patientsX @eveloping more chronic conditions so potentially almost flip the
pattern of increase and demand year on year

MSK_03

One key informantommented that GP time would be freed up, referrals to secondarycare
particularly to secondary care based imaging ®esg would be reduced, prescribing costs would
decrease, and that patients would get to the most appropriate service without any obstacles
(MSK_04)The shoriterm impact of reduced referrals to secondary care was also highlighted by
others:

The impacfor secondary care is that they are obviously getting less referrals which is
good
MSK_09

Another key informanstated that referrals to orthotics specificaliyere likely to reduce in the
short term, andfurther highlighted that AP$would impact in theshort term on prescribing:
hFdSy ¢KIFIG LI GASyda R2 Aa GKS& 02YS Ay (2 a&asSs
prescribe this for you while you wait to get your physiotherapy appointment so there's
probably quite a big impact on reduction in prescribing.
MSK_05
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One key informantiescribed that theravas an observable impact on patients who only required a
single appointmentAs a result theravas more time forpatients who had more complex
physiotherapy problemer if referred onandthere wasa shorterwaiting list to access full MSK
physiotherapy services

Patients will get seen quicker, well they get access to a physiotherapist quicker because

they are not actually being seen aXithere is quite a high percentage of patients

because they are speaking & physiosooner they are actually only requiring that one

appointment and therefore we then have more tidier the more complicated patient
MSK_10.

Anotherk ANBSR UGKIdG GKSNB ¢2dd R 6S | FTNBSAy3a 2F Dt

The mairoutcome is freeing up GP time, every patient that is seen by the

physiotherapist would normally have had the IGRILI2 A Yy Gu@né bf Xopefully

improving the MSK management for individual patients either by supporting the

patient to self manage or beinpe(i 2 3ISG GKSY {qRickérKS NARIKG LI F OS
MSK 18

Similar to the short term, medium and lotgrm impacts werenticipated to bepositive for both
GRsand patientsThese include@n increase in quality of the care patients received, and an
increase inte capacity of the system for meeting those ne@d$SK_03)shared pathways that
would remain consistent betweemealth board, including standardisation of triage services
(MSK_04)It was envisagethat in the futureLJl A &ge$s doPhysiotherapy séceswould be
equivalent tothe accesso a generic GP appointme(¥1ISK_05)

Some concerns were raised about the medium Emdrterm impact d APPs ophysiotherapy
servicesn relation to the backfill of posts

We then had to backfill them and thendiill their backfill so it does have an impact
on the service because when people are given a fixed term post they obviously then
look to attain obviously permanent posts. So it's on the work fotw@ssit negative
impact
MSK_09

Similarlongterm impact on secondary car@hysiotherapy staffing leveisere highlighted:
,2dz OFy Qi Lyaidlydate YIFydzZlIOldaNE Y2NB LKe&aAz2ildK
[for]lDt !ttt 2N} YR @2dzQNBE dGF1Ay3 a2YS F2NJ Ydza o
decimating the physitierapy population
MSK_11

The problens with staff recruitment and retention were furthezorroboratedby one key
AYVF2NXYEYOD K2 y2§¥YSRARKI G of GUEBeNBhysBifdapy stafi.
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In the medium and long term, it was often statedatrany further impact would be achieved by
appropriate funding of the servic@his was believed to ke national issue, and that current APP
funding sources were often temporargndservicelevel agreement wittGPpractices were key to
long term impact:

2 KS{KSNJ (i K 3oethehezynive monthsXnd then 75% for the next nine
months and then at the x point in tinf€P practicelswill need to fully fund Klooking
at service level agreement models is key

MSK_01

Theneed foranappropriate strategyvas highlighted

Outcomes and impacts over the long term would very much be dependent on the
a0NXGS3e GKIFIGQa GF1Sy® L R2yQiG GKAYy]l L OFy
MSK_11

3.3.4 Evaluation ofAPPimpact

There was variation imeasuring key indi¢ars between and withirhealth board (Table

3.5).Some key informants reported that theiealth boaré hadestablished mechanisms for
collecting a range of key indicators. Others reported that they relied on the individual APPs or GP
practices to collecthese datalt was reported thain one NHShealth boardthere was no overall

data collection from GP practices due to there being no national requirement for it.
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Table3.5. Key indicators measured by each Nhialth board

NHS health FPOC Sdf-management Prescribing| Injection | Investigations Referral | Patient Other

board rates rates Satisfaction

Highland 0] (0] (0] O (GP appointment numbers befor
and after new model of care)

Ayrshie& |0 |0 0 0 0 0

Arran

Borders 0]

Forth Valley 0]

GG&C 0) o)

Tayside 0 0 0

Grampian 0

Lanarkshire | QO 0] 0] 0] O (Physio/GP/reception staff
feedback)

Lothian

Fife 0] 0] 0] 0] 0 O (return to service numbers)

Orkney

Western Isles

Dumfries & 0] 0] O (waiting times)

Galloway

Shetland O (waiting times)

27



3.3.5 Sustainability ofAPP role

Sustainability and future spread of APPs was framekklgyinformantsas being predominantly
driven by two key factors. First, it was highlightsdnanykey informantghat a continuing source
of funding was rquired for APPs to be sustained:

What happens nexis] really down toX. funding, who funds it and who is willing to
cough up the beans
MSK_01

The reality being that that will need additiorfahding
MSK_02

Somekey informantshighlighted that they were concerned about finan@ald staffimplications
on other existing physiotherapy services
You are taking your most experienced clinical workforce out of your core service into
GP soX @ Xhew do you then backfill?
(MSK_01

Where's the money going to come from should it be made permanent? I'm concerned
that would come out of physiotherapy
MSK_07

The limitations on that are mainly around the funding frémhe HSCPs and from
primary careX. There isn't money within MSK physio to do this
MSK_18

It washighlighted that an APP postdme health boardwould be sustained due to permanent

fundingbeing found
TRS L2 ad A& &adzadl Ay IXodurslingawthindhi departrhetitMBK2LIS N | y Sy i

Second, physiotherapy training, recruitment and retention wasceivedas beingcrucialto many
health board(lans to sustain and expamMdSK serviceslt was believedhat creating a successful
APP system auld lead to more GP practices requestitigm:

[In] terms of a work force sustainability because if it's successful and every GP practice
within [namedhealth board wants to have a bit of an APP
MSK_01

Other key informant&xpanded on this further by querying the ability of the service to susably
train andsupport physiotherapists iAPProles

There are only so many advanced practitioners in Scotland, you know there are only so
many people within that skill set that would be able to deliver on these roles.
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MSK_03

2 S KI @Sy Qi toBeable td do$hat&vithbuFseme sort of inflxdthink
we've only got what 3 or 4 advanced practitionerfnmmedhealth board X € R 2 y Q
know where we are going to find the staffdcally or nationally to underpiX dhat

model really

MSK_04
WSONB Lidzi Ay aIXxXedch® § €84 8 MKe aKSaa{yY aSNBAOS (K
$SQ@S y2i 320 LKearza (2 R2 GKIG &aSNIBAOS

MSK_08

Retirement of existing physiotherapists was noted as a potential further stragustainabilityof
an APP service

X qustainability and als¥X sticcession planning, because we have a few people on the
GSIrY GKFdG gAff 0SS Ay a2Nl 2F p G2 wmn &@SIENEQ
MSK_13

It was stated by somkey informantgthat university training to produce APBRsrequiredto offer a
long-term sustainable servigesimilar to that of the AvancedNursePractitioner (ANP)Academy
To expand this model you know the universities need to be involved
MSK_09

We also need to think about the universitiesagl, if this isyoing to be a direction of
travel andX @ it is going to be scaled up then we need to look right back to universities
and recruitment in the universities in order to be able to do the right succession
planning and the long term planning of the roll outlat

MSK_18

Finally the wrality of health board was statedy someas a barrier to hiring and retaining APPs:

3.4 NHSMATS

3.4.1 Development of MATS

NHS MATS is a telephone advice and triage service operated by NitSchbecame operational

in 2010. It buids on seHreferral research conducted by The Scottish PhysiotherapyReédfrral
Study Group (Webstaat al, 2008; Holdswortlet al, 2006a; Holdswortlet al, 2006b), which sought
to better understand patient seffeferral trends and patient understandijrof MSK Physiotherapy
services. This work was brought together with seferral services already in operation within NHS
Lanarkshire and was redeveloped to become a nationally endorsed programme that could be
accessed by patients in a similar way to NS

The service initially covered one pileg¢alth boardandsome otherhealth board joined as the
service progressedonsequentlysome keynformantsfrom the early adoptehealth board did
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not acknowledge MATS as a newdel of carevhen interviewal, whilst others fromhealth
boards that had adopted it more recently.

The service was available in eight out of eleven mainfeadth board (Table3.6). NHS Fife was in

the process of joining the service while NHS GG&C had no plans to join this. ¢H&®/estern

Isles, NHS Orkney and NHS Shetland had opted not to join given the differing need for services in
these rural locations.

Table3.6 YearMATSwas first enacted in a&5Ppracticein each NH®ealth board

NHShealth board Year of MATS implementen
Lanarkshire 2010

Highland

Ayrshire & Arran

Borders 2015

Forth Valley

GG&C no plans to implement
Tayside

Grampian

Lothian

Fife in process of implementing
Orkney decided not to implement
Western Isles

Dumfries & Galloway

Shetland decided not to implement

MATS was designed to act as a FPOC for patients who believe that they are suffering from an MSK
related issueln MATS, atient callsto a Freephone numbeaare handled by fully trained call

operators who move through a triage quesnaire developed and endorsed by healthcare
professionals, including nursesnd physiotherapists, to provide key information and advice
patients(MSK_17. The questionnaire is underpinned by t8&arT Back Screening Taeveloped

by researchers dteele UniversityHill et al, 200§ andso patients are automaticalbtratified by

low, medium and high riskdicators which helpg escalate high level cases. Patients tien

provided atreatment option:

1 to selfmanage by visiting the NHS Inform vgéb
1 to visit their GP
1 referredto physiotherapists or podiatrists where needed.

Between Janary 2012 and July 2013, 41,7@4tients contacted MATS and completed a protocol
based triage tool over the telephone, 79.7% of which were treated withnsatigement

(MSK_17.

3.4.2 Implementation and progress of MAT&ervice
The key components of the MATS service are:
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1. Telephone Advice and Triage:

A7 minute triagetool containing high level safety questions
2. NHS Inform:

the NHS Inform website for sdiklp

Thesecomponentswere carefully designed and adapted to suit the needs and safety of patients
and though the components of the servicerne thought toremain the sameit was reported that
continue to be evaluatetb ensue best practic MSK_O& Similarly, itwas believed that
professional and clinical roleare likely to emain similar within theMATSeven as itontinues to
grow as new boards are brought in to the service (MSK_06)

The initial stages of design required discussion and negotiation aroundexaetly the role would
involve and who would need to be brought on board to support and facilitate the subsequent roll
out, meeting some resistance fro@SP

The Chartered Society of Physiothebaipgd great misgivings about[ithe
introduction of the MAT Servicepecause they thought they were taking roles away
from physio clinicians

MSK_06

These views were furthexchoedby key informantwho noted that in the early stages of
development there was positive support within NHS policy and strategythe new service faced
most opposition from physiotherapists themselves with regards to the safety of telephone triage.
There was also some initial hesitation from NHS Lanarksthesoriginal board to trial MATS. The
introduction of MATS replaced a sedfferral servicehat was already up and running within this
boardanddue to havindess control of this servicéaced opposition in the early stages of design
(MSK_06).

Onekey informantdiscussedow MAT Swvas designed to take away workload from
physiotterapists:

If we provide a service to 100 of your patients we will only send 65 back tX eau
take 35% referrals out of the system, manage them very effectively and satigfactor
without you having to do any work

MSK_17

Initial apprehensions of #nCSPphysiotherapists and GPs were centred on concerns over the

safety of using band 2 staff to manage calls, with uncertainty over the ability of band Bstaff
correctlytriage patients without themselves having the clinical experience of band 5/6

phyda A 2 G KSNI LB a0l FF® 90K2Ay 3 ( hSita® hhaGyyien8rdely & = b | {
intheservif ¢ oa{Yyncud ¢KSasS O02yOSNya 6SNB I RRNBaaSR
through continuous discussion within the steering group, an ecoon@waluation and the

outcomes of the pilot undertaken in NHS Lanarkshi8IK_17.
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Concerns with regards to patient safety were addressed by the establishment of a steering group
comprised of &officials, clinicians, academics and patients. The patiembers were recruited

from existing NHS 24 steering groups and the professional and clinical members represented
different ScottisiNHShealth board, professions, skillsets and pay grades and, as sughs
considered to represerthe widest possible asssection of laypeople and professionals. The
programme was then developed amid conversations and discussions that arose as part of these
group meetings:

WS KIFIR LIGASYyGa Ay 2yS AARSY OfAyAOAlyada 2y GK
wantexerci§a 2y GKS $So0aAdsS GKIG &2dz NS RS@GSt2LRAY
Wwy2 &2dz NB y20G 3SGiAy3 SESNDA&SAQ:E WgKe y200Q
S KIS RAIF3Iy2aSR @2dzQ yR GKS LI GASyda ¢SNB
now thee are exercises on the website, the physios want more exercise on the website

MSK_06

Thisexample ofexchange between clinical staff and patients highkglhthe importance of open
conversation to the design and developmentlodé MATSservice whichwas considered by NHS

MATS to béoth safe for use and fit for purpose. MAWSs describedr a fliid sérvicé | YR (KA &
was reflected in the adaptations to call delivery as the servictldeen rolled ouf{MSK_06)In
responsepatient feedbackthe triagequestionnaire hd been shortened andtaff had been

encouraged to be less scripted during the initial stages of th¢ MK _06)These changes Ha

been agreed with physiotherapists within the steering group. These changee$ited in a

servicethat was generally considered to biaster, more coherent and safer for patieftdSK_08&

Crucial to the design, development and eventuatoofl of MATS was understanding the local

contexts into which the serviogasintroduced. In particular, rurality lilimpacted on how MATS

had been approached and understood by the publiavassuggestdthat the introduction of

MATS had profound cultural impact onthe waysyg KA OK LI GA Sy GdaQdAy NHzNF f |
physiotherapy servicesvhichmaynot be so keenlyfelt in more urbanised areas

L GKAY]l 2yS 2F (KS o6A33Saild AaadsSa sla wAys (K
before they would arrange a physio appointment in the queue at the post office, like kind of
NEY23GS |1 A3KilyR BNRYVI BIRBRARKBNBAS Aa806 a2N5
tomorrow and then they were having to phone the big city and speak to somebalyery
health service could meet in the pub or the post office but it's for everybody so we still have a
disproportionate nurber of complaints coming from very rural areas where their wonderfully
bespoke service has been removed from them.

MSK_06

Through the use of MATB was envisaged that MSK related problemsuld be treated more

quickly and more effectively, freeing upethime of GPs and MSK services in primaryaitisin
secondary carghysiotherapy service€hanges were very quickly noted during initial trials in NHS
Lanarkshire
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Physio clinicians in the board in Lanarkshire quite quickly picked up that they were
getting what they felt were more complex patients because we [MATS] were skimming
0KS 2ySa ¢K2 RARYQU ySSR (2 06S YSRAOI A
a0 NISR G2 OKIFy3aS FNRBY a2YSo2Reé ¢gK2 3ISi
arguetheyda K2 dzf Ry Qi 6S &a4SSAy3a (KS&aS LI GASY(a
MSK_06
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How MATSvas used by patients, physiotherapists, GPs lagalth board directlyaffected the
impactthat the service mde on GP workloadphysiotherapy waiting times and patient experience.

There wereproblemswith advertising of the service

.S0ldzaS ¢S R2y Qi KI @S S@SNER o02FINR 2y Al OGKFGQ
lack of consistency
MSK_06

It was envisaged that a national campaign would allow the public to gain a clearer understanding of
the servie and could result in greater use of MATS and therefore a greater reduction in
unnecessary GP and sedferral physiotherapy appointments with minor MSK ailmeiSK_06).

With onlynine of tenmainland health boarslparticipating, MATS theywas unableto run a
nationwide campaighimpactingon their ability to properly reflect the priorities of the service. This
had knock on effects for how the serviees viewed and understooandused by the public

Nearly every call that comes to MATS still starts 1 K WY& R2O00G2NJ 2t R YS (z
YdzYo SNJ G2 YIF 1S || LIKeaA2GKSNI LR |LILRAYyGYSyGQx
that back foot.

MSK_06

Without a national campaign, MATS recelveany calls requesting confirmation of MSK
physiotherapy appointmenter requests for faster referrals. With calls answered, on average,
within 90 seconds, patientgere using the MAT Service as a faster point of contact for services in
secondary care (MSK_06). For each new call wésgreated despite MATS not being d@alle
pathway for the patient and this use of the service misappropdatguable time and resources.

3.4.3 Achieving Impact with MATS

Anumber of early outcomes shadthat MATSwas providing a cost effective alternative to

visiting the GP. The call handlithgpe had reduced from 14 minutes to roughly 7 minuteghich

had been managed by the increased input and support of clinicians to refine and shorten the triage
guestionnaire in line with comments from patient feedback (MSK_06). With reduced call time the
service also repoetd that the costs per call lthdropped from £12 to £7, showing that efficiency in
MATS ould have positive cost implications. On average MATS tdiageroximately 27@M00

patients per year, 15% of whietere triaged to sekcare, resuling in approximately 1,267 fewer
referrals to MSkecondary caravaiting lists Ferguson, 2016In order tosupport callesto access
MATS, the phone number tdeen changed to a Freephone service, allowing easier afmess
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patients Moreover,althoughthe triage tool itself hd not changed, clinical supervisigras now
recorded, allowing evaluation and monitoring of calls to increase patient sdfetther
exploration of the content of this evaluatids reportedin the next chapter.

The costefficiercy of selfreferral through MATS was questioned:

If somebody at the frontend>P]reception is saying to thefpatients]oh, is there any
OKIFyOS GKIG @2dzNJ LINPOofSY A& ol O1 LIAY 2N az2yvys
accordingly. You know, and ysay well, sure, what difference is that to identifying
and telling them to go and telephone NHS 24 to get some initial advice and then be
ultimately redirected to physiotherapy. And you say to yourself okay, well how much
money's gone into that? And theoy say well givéme] my money | can probably put
in two band fives or a band six and half a band five.
MSK_07

3.4.4 Sustainabilityof the MATSservice

In order to sustain MATS as a viable service MSK_06 lebtiestecontinued fundingvas key.The
servicewas funded by topslicing from each of theealth board involved and this continued
financial support wuld remain crucial if MAT®as to provide a safEPOGilternative to a GP.
Furthermore it was arguedhat the service remaied sustainable due to the opeand interactive
way that it hal been developed at a national level:

From day one it was a nationally developed and endorsed tool and website so that if
a2YS02R& RAAl ANBS st dearnivi LI F LIGKSHYK | NR2Y 3I2Ay 3
theeverciseL f A1 S GKS Ay T2N)I thdt @sybeenindtionadllipda 0SSy GKS
developed and endorsed

MSK_06

Thus, MAT &adsbelieved that the servicecouldensure that it continud to meet the needs of
patients and clinicians.

The spread of the MASservicewas entirely dependent on uptake from the individindalth
boards and although MSK_06 beliel#hat the service could only be improved further by having all
health board involved, theravas no formal obligation to join

We cannot make boards joinus. We y Qi F2NOS GKSYXZ GKS 20KSNJ 02|
there in my personal opinion have not got a better service. One of the boards you have
to print off a form, fill it in yourself and then deliver it or post it to your local physio

department
MSK_06

See Appedix Gfor an example of a setkferral form.

At time of interview September, 201)/ the health boardof one key informantlid not use MATS as
it did not fit well with local more rural practices, however, a continued increase in waiting times,
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and theresulting pressure on services, médmat it was being considered asmore viable model
of MSK physiotherapy care:

2 S KIFE@SyQi AYLX SYSYGSR a!¢{ KSNB® ! yR o
oFaArolrtter 0SOIdzAaS (KSNDBQAacahmzddge dlotaf Y I f f
our stuff locally, but we are starting to see a creep in our waiting times. And, to fund
GKS al¢{ oSQftt oS t221Ay3 |G NBaz2dzNOSa
dzy RSNRLISYRI NI GKSNJ GKIy f 221 A sidherdpstoS Y LI
assistant role, we might use some of that funding to pay for MATS

MSK_12

GAOKAY
28 WO

This future spread and sustainability was noted to be dependent upon a cultural shift within the

patient population.One key informanteported scepticismabout MAT Sy patientswho still
preferredto speak to their GP in the first instan@dSK_08)Again, the rurality of certain practices
within health board createdclose community bonds between patients and clinicjavisich
patientswere reportedlyuneasy about canging:

The problem that we have in that in some areas in, particularly in Badenoch and

{ONF GKALISe LIS2LX S. R2y Qi tA1S a!¢{ &aSNDA
MSK_05

The rate of patient cultural changeas further highlighted bkey informantsvho reported that
GPs and physiotherggiswere still signposting patients to MATS rather thiheing useds a
FPO®y patients(MSK_03, MSK_04, MSK_05 and MSK Qinoted that patientswere more
enthusiastic about using MATS when theras also local practice access to a physiotherapist
they shouldfeel that they ha not improved(MSK _16)This opiniorwas echoed by anothewho
viewed MATS as a long term solutigfMSK_09)Boards attempedto utilise MATS and general
practice based APPs alongside one another to create a smoeR@ervice for patients:

We were in a situation where patients still went to their GP at first point of contact and
that would take a number of years to change that. So in the interim we needed support
our local GP practices

MSK_O

Moreover, this spread wad end a secalleddpostcode lotterg (MATS_06\vhereinpatients who
straddled health boardooundarieswere able to access MATS only if they redidéthin a
participatinghealth boarddespite their surgery falling within a neparticipatinghealth board
creating an uneven landscape of accdsgias believed thaparticipation from alhealth board
would allow for better flow within the MATS referral system, meaning that patients could be
referred for an appointment based on where they wedas opposedo where they livgMSK_0&.
This would, irturn, would createa more open and flexible MSK physiotherapy service

Staffing remained a priority for the sustainability and potential spread since a drop in staffing
would impact on the quality of the sepg which MATS would be able to provitiéoreover, $iould
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the remaininghealth board agree to join the MAT service, this would have some initial resource
implicationsfor call handlers

If GG&]Csaid they were going to join tomorrow we would need to kriiuge amount
of extra call operators because that would be, so yeah Fife will take us to just about
70% and the Island boards might be 3% between them so one board could add like
nearly 25% more calls, so resource implications would be getting stakdrai

MSK_06

Spread and sustainabilityas impacted by continued resistance to the service by clinicans.

key informantsemained sceptical about the need for a centralised MAT service as opposed to the
local, board level seteferral systems which replaced in manyNHS Bards(MSK_07)Thiswas

further echoedby anotherwho felt that MATS was an inappropriate seniic@ealth board that
hadwell-established and effectiveelfreferral systems (MSK_138imilarly it wasreported that

MATS replaag a local seffeferral system withaccording to anecdotal evidenamly 50%
effectiveness as BPOGervice(MSK_0%

It wasemphasised that the servicgad atdeast cosieutrak @ 2 he8ith ib&dMSK_06) This
viewwas supported bynevaluationwhich suggested that the monetary case MATS was
ooverwhelming potentially saving NHS Scotland between £600 and £1.5 million annuafly
(Ferguson, 2016).

Funding for the MASservice ould be contentious when the serviceédhot necessarily have

backing fromall health board One key informant articulatethat therewas an opinion that

funding for MATS should come solely from the physiotherapy budget, as opposedsticeqh

from board fundgMSK_11)However, it was reported thgthysiotherapiss within thiskey

A Y T 2 NNehltyf bogrdooki KS @A Sg GKIF (G afirsttier oNSpadidayatisy G & (G KS
helps multiple services 6 a{ YYmmMUO &

3.4.5 Evaluation of MATService
The MABservice undertakes continuous internal evaluation in order to enduméthe service
continues to meet need

Xthe model has been developed, it has been revised, it had been twipalsed on]
feedback evaluation etc. etc. and it was very robust and proven to.be so
MSK_17

At the time ofthe Phase 1 key informaintterviews, there had been no formal independent
evaluation of MATSNhilsta proposal had been put forward for a formal evaluation of the service,
the details ofthiswere unavailabléo the research teamOngoing internal evaluatiowas carried

out by the MATSdam in order to make changes to the sericeneet demand from service users
and cliniciangMSK 17).
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3.5 Other MSK Projects

3.5.1 Development of other MSK projects

Alongside or instead dhe use of APPs and MATS services, somaedsimplementedsmaller,
bespdke progranmes (Table 45). For example,i NHS Fife, an online MSK advice toad
available for the public to access. This was amonse model based on modification ofetimational
advice tool which was availabt® an intranet system (MSK_04).

NHS Gampianintroduced a telephone consultation service in which a physiotherapist would
screen referrals to ascertain whether a faceface appointment was needed. Furthér,
introduced a low back pain seminar thaduld bedeliveredto patients during thes@hone
consultations, and a hand and foot group meeting. The option was kept open to usetaface
appointment if needed. To supplement these, patients who were dischdrgadhospital
followingMSkrelated surgery on knees, hips and back were offéhe opportunityto attend a4-
sessiorlife skills workshop

The first one was understanding pain, the second one was around relaxation, the third
one is around exploring d®he role of movement, activity and exerck@ K Sy & 2 dzQ NB
affected by persigtig conditions and then the last one is about striking a balance so
that you know if they need to move forwaxdd®o manage their pain etc dwe
actually have brought our waiting lists down from around about 25 weeks to an
average of 6 to 8 weeks in this this area.
MSK_05

In NHS Borders, spinal service transformation was a particular focus. In 2008, the spinal service in
this board was under aedicalconsultantled service through which M$ysiotherapistdad to
request imaging via consultant.This washangedo a primary care service, where primary care
based APPs could request blood and imaging for patients (MSK_07).

A number ofealth board had developed a chronic pain pathway, where @Bsldrefer patients
to a chronic pain managementrséce. The patientsvere required to complete a lengthy
guestionnaire, after which thegttendeda physiotherapy education session. Frtdmere referrals
were triagedsecondary carghysiotherapyand sent to either physiotherapy, psychology or pain
managemat services (MSK_08).

NHS Forth Valldyad introduced an MSK hub to streamline appointment systems, and a back pain
pathway:

To manage all appointments prior fitne introduction of the MSK hubjve had
physiotherapists managing appointments at the |dvadlth centre so we had clinical
staff, using their skills to make new patient appointments which was obviously
inappropriate soX @e had 18 separate waiting lists before we launched thexh@b

we now have one single waiting list, we have one phonebeunthe return

appointments are made by the physiotherapist but because obviously they have the
patients with them in front of them so they can agree a suitable time and because the
patients normally coming back fairly quickly after their new patient agpeent that
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makes sensbut if a patient wants to change the appointment then they phone our
hub so we have single waiting lists, patients are taken in turn, we triage at the hub so
the processes are now efficient, we have admin staff obviously doingn @ashis so
the right person, right time.

MSK_09

MSK phone appointments were introduced by NHS Grampian in both Aberdeenshire and Kemnay.
These involve the receptionist asking if patieehad an MSKkrelated problem, andif so, they

were offered a chanc& have a telephone consultation with the physiotherapist &P®C
(MSK_10)Thiswas distinct from APPased physiotherapists as the physiotherapists not always

in a primary care setting.

NHS Lothiahad introduced a back pain service, and ptadto expand this to other areas of pain:

¢CKS f26SNJ o601 LIAY LIGKglte GKFEG 6S f1dzyOKSR®
delivering an integrated back pain service in primary care. So if somebody presents in
primary care with a back problem that requires soafjopinion, very rapidly our
advanced physiotherapists can order any investigations appropriately, and can have a
multi-disciplinary team meeting with a neurosurgeon that week, if necessapy
0S0OlFdzasS 2F GKS &dz00Saa 2 ¥FngakdtahdaskeN 61 O1 LI (K
upper limbg which includes shoulder and elbow at the moment. Not wrist and hHardel.
in the next phas& gk]nee would certainly be included. The rest of the spine. So
managing to get this primary care, if somebody comes into tysiptherapy realm,
that they can be escalated, where appropriate, straight into secondary care
MSK_11

NHS Tayside created an MSK solutions tool for GP and APPs to use. ledantaimation on:

Finding symptoms, what to do in primary care, whenefer to secondary care, how to
assess that joinor that area, how to inject the area with steroid if necessary, what
investigations to request prior to secondary care referral, basically it's a one stop shop
for everything

MSK_14

Through SG Health Depavent funding, 4GP practices in GovdNHS GG&C) had been
participating in theSocial Health and Integratig®HIP) ProjeciThis was described as a different
model of primary care fo@sing on multidisciplinary worRherewere plans to introduce APPstin
this multidisciplinary team to assess whether thisuld confer anyadditionalbenefit to the
patient (MSK_18).

3.5.2 Implementation and progress of other MSK projects

Interventions were usually developed due to specific demands in local areas and offgedda
based on MSK leads examining the services or through discussions with users of that service
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We almost had to wait to put people infthe life ills] group because we actually
managed quite a number of low back pains really quite efficientlyuridoav back pain
seminar

MSK_05

NHS Borders discussed adapting the administratidts gpinal service to allow for GPs being
unable to change existimgodels of careGPs had existing methods of referral, for example
orthopaedics referral, which thefpund difficult to changeConsequentlya potential solutionwas
devisedwith orthopaedicstaff, upon which a spinal referralomld be redirected to the
physiotherapyspinal team immediately (MSK_07).

A key informant discussed hoMHS Dumfrie& Gallowayhad useda questionnaire thapatients
were asked tcwomplete before given access to a chronic pain management group:

A patient who the GP feels should be referred to chronic pain management service, it

would refer them in, and patients will be sent aegtionnaire, whichsi quite a lengthy

j dzSa i A 2fhgyRR NBK NBGdzNY GKSI QazSaks®ly yih K SIBNS FS NN
MSK_08

NHS Forth Valley introducéd in response taxisting local waiting lists:
We had 18 separate waiting lists before weralied the hub so we now have one
single list
MSK_09

NHS Grampian developdd telephone appointmengs a result osuccessful use of other néviSK
telephone appointment systems:

That is sort of in line with the other things that they do like sometiviean they speak
to the receptionist they might be directed towards the district nurse or the pharmacist
or the GP you know so tipaysiois just another line in that

MSK_10

NHS Lothian adaptito the local contexts by allowing each of the four areas initheir health
boardto create services specific to that locale, whilst also monitoring what &brlell across the
whole health board

Sowe have different parts of Lothian doing different things, because there are four

different health and social cagartnerships, each with their own budget, each doing

their own thing.X @hilst they are separately budgeted, and so decisions can be very

independently made, the services actually work very, very collaboratively with each

20 KSNXY ! yR (0 K Aeduilthoder yaadsYbSingrahle/idnib8s &

RA & Odzi a A 2y #inds caf izipa 62Kl KIAX: Y dwe{cannopdictate t (i X

one health and social care partnership how to arrange their model, what we can say is

GKIFG 6SQNB |t | f hedng pldedcription piioiddsed (G KA & ¢ 2 dzf R
MSK_11
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3.6 Summaryof Phase IHndings
Whilst eachhealth boardhad a numbeof smaller projects, the predominatransformational
changego MSKphysiotherapyserviceseportedin primary carewere:

1. MSK APPRs GP practie
By piloting the use of APPs within GP Practices, thevaisto have physiotherapists
working in aFPOCQole, so offering a safe and cesffective alternative to the GP.\tas
hoped thiswould decrease patient waiting lists, improve patient outcomes &ee up GP
time. Twelve of 14 regional NHtealth boardwere found to have already implemented or
be in the early stages of developing APP roles within GP PraSm®aething about
barriers/facilitators/perceived impact/sustainability and rollit

2. NHS 24 MATS
MATS is a single point of contact service run through NHS24. Callers are taken through a
nationally endorsed triagprotocoland either given selfnanagement advice or referred to
local ®rvices. The service is run by calecators supported by team of cliniciansthis
service began in sonteealth board as early as 2@lyet wasstill being rolled out in
others. It wasconsidered by mangsa transformational change to primary care MSK
servicesThe establishment of MATS was widely believedda cost effective and safe
alternative to visiting the GP for minor MSK physiotherapy problems. However, there
appeared to be some hesitation and caution in relation to MATS in $makh board or
by individuals withirhealth board. In order for MAT® improve further, it was felt that
there was a need for a cohesive and wadbvertised national MATS service, effectively
SY RA yd@tcode laitery 2 F OF NB FyR Syadz2NAy3 SldaAadrotS |
anticipated this would further impact orgtient awareness of the service and solidify its
role as a FPOC alternative. The findings also highlight that sustained funding was essential
in order to maintain staffing levels and to continue to provide a fast and reliable service

The implementation, gvernance and spread of thesew models of cargaried acrosshealth
boards, and wererelated to rurality, funding, population, demographics and staffing. This ha
resulted in an uneven landscape of service redesign whemnehith board were at differentstages
implementing new models of care

3.7 Selection of thePhase DeepDive

MSK physiotherapy redesign in primary care within Nidland NHS Lothian and NHS 24 MATS
were selected for more irdepth exploration in the next phase of this case studyese were

selected as they both have active NHS 24 MATS and APP services, but have differing urban/rural
settings, differing length of implementation of services, and variations on the way in which services
are implemented.

1. NHSHighlandwas selected a$ represened a health boardthat comprises both rural and
semtirural areas. This was communicated Phageylinformantsas an important factor in
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the development, implementation and funding méw models of carelnverness was also
the first location toestablish an APP within a Scottish GP practice and tdibden

running since 2009. This APP positiod haen funded ifpractice and can be compared
with a second practice within thdHSHighlandthat has an APP position funded by PCTF
for six monthsBath APPsvorked within single practices in contrast to the second
proposed deep dive location where APPs vearcross more than one practice. NHS
Highlandhas also implemented telephone assessments BB@QCepresenting a further
transformational changenique to theHighlands Lastly, NHBighlandmade use of the
well-established MATS service, which imgaitipon MSK appointment access and
treatment within primary care. Considering NHi§hlandas a deeplive areaallow further
exploration ofMATS (deeplive 3) from ahealth boardperspective.

The second deep dive locatioras NHS Lothian. NHS Lothian comprises an urban
environment with a high population density, presenting a different setting in the
development, implementation and delivery of transfortizaal projects compared with
NHSHighland In contrast to NHS HighlandSPP services were recently established (early
2017) and include the introduction of five APPs across two HSCPs, funded by PCTF. NHS
Lothianwasunique in its use of telephone triagwior to faceto-face APP consultation.
Selfreferral based on the Lower Back Pathway (NHS Lothian, 8@&5Iso in operation
within NHS Lothian, with the purpose of reducing the need for GP appointments, imaging
and needless onward referral to secongdamare. NHS Lothian also presehan

opportunity to evaluate the use of MAB®d innovative service redesign within NHS 24
from ahealth boardperspective but in an urban setting.

Alongside the introduction of APPs, NHS 24 MATS repredtrd second majr
transformational change reported in Phase 1, occurring across most maimézhith

boards in Scotland; NHS Fifasin the early stages of rolling the service out. MATS allows
a single point of triage for direct referral to MSK physiotherapy into semgnchre, with

the ambitionof reducing GP workload and offering a faster, more efficient route to
physiotherapy services. Exploring aspects of MATS in more wétaillowa Scotlanevide
examination of how this service impacts on MSK physiotherapgfmamation in primary
care, concentrating on the innovative ways in which MAasShbeerusedto achieve

reduced pressures on GP time aisdcondary car@hysiotherapy waiting lists.
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4 PHASE 2 FINDINGS

The findings in this chapter are based ore@ew of 83 documents and?4 interviews with key
informants involved in MSK transformation in NHS Higd&NHS Lothian and NHS 24 MATS

A total of 10 new documents were received from key informants including reports and reviews,
academic papers, minutes of meegisy guidelines, and early results of data collections.

Overall 62 potential key informants were contacted: 21 key informants who did not respond and
17 were either declined the invitation to participate or were consequently excluded because of
their lackof involvement in primary careUltimately, 24 key informants participated in an
interview: 11 in NHS Highlandl in NHS Lothian an@;NHS 24/MAT®X the interviews
conducted,5 were conducted during fact-face meetingand 19 by telephone

Key hformantsrepresented a cross section of staff involved in the design and delivery of MSK
Physiotherapy services in primary care. This included: Lead Physiotherapists from each of the

HSCPs or geographical locations; GPs; APPs in various stages ofaheirtgilon of their role;

clinical managers; GP practice managers; quality improvement personnel; operational managers;
administrative staff; and practice managétigiure 5.3 and Figure 5.Bor the purpose of assigning

guotes,, each key informaras be@& coded as MSK (indicating that their role is in musculoskeletal
AaSNIAOSa0vY FT2fft26SR o0& SAGKSNI WIQ o6bl{ | A3IKEIFYRC
assigned a unique numesl identifier (e.g. MSK_H_01).

4.1 NHS Highland
4.1.1 Context

Figure 4.1. Map of Scotland with NHS Highlar

highlighted (NHS Highland, 2018) The population of NHS Highland comprise

around 320,000 people (NHS Highland,

2018.Life expectancy is 76.6 years for ma

and 81.3 years for females. NHS Highlanc

| , has a rural ppulation interspersed with

7 :'f'f """ : some urban areas and is set over 32,500

) square kilometres (geographical area of

Scotland mapped in Figure 4.1). NHS
Highland has an aging population: 19% of
the population of NHS Highland are over ¢
and this is expected to rige 24% by 2032
(NHS Highland, 2018).

NHS Highlad includes two HSCRdighlandHSCP and ArgyllIButeHSCP. These are delineated
further by NHS Highland into distinct areas comprising Argyll & Bute, Mid, North, South and West.
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Mid and South have shared services, therefore for the purposes of thistrépeifindings relate to
F 2 dzNJ RhkeaithibbaydO WB B aéyY | NHeft 9 . dziST aMMB. 3 {2dziKI ¢

In terms of common MSK complaints, 20.1% of adults in the NHS Hiditidahl boardarea were
recorded as having had back pain, 1% highan the national average. Osteoarthritis in the hip

was reported by 10.1% of the population aged >45 years, and 16.5% reported knee osteoarthritis,
both of which are the approximate values of the national average (Arthritis Research UK, 2018).

4.1.2 MSK prinary care services
Four distinct new models of care in relation to MSK physiotherapy were identified within NHS
Highland Table 41) three of these tests were considered as primary care transformation.

4.1.3 Rationale

New models of care for MSK primary care &8 in in NHS Highland was driven mainly by the

need for a reduction in the number of MSK problems presenting to GPs. This had remained the

YIEAY RNAGSNI F2NJ YIFIye Dt LINIF OGA OS dtopdfkhé ki éa {AYWp 1 Yyny 3
the planning and evelopment of new models of working.

Key informants noted that utilising GP APPs not only helped to reduce secondary care waiting lists
but also reduced the number of patients-emtering the physiotherapy pathway and having repeat
visits to their GP ahd the same issue:

Even if patients were referred to secondary care or a physio department they would
still come back and see the GP two or three times while they were waiting so having
0KS LIKeaA2 Ay K2dzaS SaLISOAI fgékutaBophvideK2 g2 dz RY
some treatment still remove those appointments
MSK_H_08

Furthermore, some GP practices had required a FPOC post to be developed that provided more
routine and stable healthcare for patients accessing physiotherapy in primary carbdlan
previously been in place:

There has certainly been an issue with physio provision in the area, it's the usual
waiting lists that have been the issue and DNAs and the like and trying to, you know,
provide a first point of contact within the practiceeses like a good option.

MSK_H_24

It was reported that changes had therefore also arisen as a result of local need, driven by
physiotherapists within a single cluster and resulting in small scale changes to service delivery:

As a result of so many compits and so many people being unhappy, and the fact
that nothing was going to be done immediately, | decided to set up the Direct Access
Clinic

MSK_H_03

43



Figure4.2. Showing the structure and spread sftiaff involved in MSK physiotherapy transformation NHS Highland

NHS Highland
—neal W Aeoo W Aeas

s APP(N=1) o Team Lead (N = 3) » Band 6 Physiotherapist o Team Lead (N=1)
» Band 6 Physiotherapist * APP(N=7) (N=3) « APP(N=1)
(N=1) * GP(N=4)
» Band 6 Physiotherapist
(N=3)
* Practice Manager (N = 2)
o Admin Staff (N = 2)
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Table4.1. New models of carédentified within NHS Highland

New Model of CareService

Description

APP

This involvd direct access to an APP based in a local GP practice (N=2 reported here), or
within secondary carghysiotherapy ervices(N=7 reported here). This servigas available in
three of the fourhealth boardareas. For both of the GP APPs, the service was accessed v
signposting by reception staff after querying whether a patients appointment request was
MSkbased.

Direct access clinic

A smallscale service comprising a trained physiotherapist offering 12 appointments per w
for MSK issues, accessed following an appointment with a GP or via signposting by recef
Thiswas basedacross twdGP practice

NHS 24 MTS

NHS 24 MAT®as accessed by telephone and operates from 9am until 5pm on weekdays.
trained MSK call handler guislpatients through a survey lasting no longer than 10 minutes
following which the patient is signposted to a doctor, provided with kéyrimation, or
referred to a physiotherapist.

Band 6 physiotherapist

Band 6 physiotherapists have secondary daased jobs, but are often located within GP
surgeries themselves to allow for greater access by rural patients. Access to band 6
physiotherapists is through referral only and those contacted did not consider their role to
primary care; this service was not considered as part of primary care transformation for th
report.
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Smallscale changes in delivery such as tlesulted inuneven plysiotherapy representation across
NHS Highland i.e. some areas had no APPs in place and therefore no access to specialist

physiotherapy services (MSK_H_40). Consequently, it was reported that the move towards the
planning and establishment of a FPOC ptiacter role had developed from a need to provide MSK

LK@ aA2G0KSNI LR aSNBAOSa f 2 Olohgiwdis and iBng Higfa@eSe a A y 3 |

travek oa{ YWl wnnodo

Changes had therefore also arisen as a result of local need, driven by physiattsevdthin a single
cluster and resulting in small scale changes to service delivery

4.1.4 Planning and Development
The change in GP contract hapgenedmore opportunity for discussion around the development of
new models oMSK primangcare. For examplene key informant discussed a possible new way of
working utilising telephone triage:

| sat down with the GPs because | wanted to put the idea across to them and I, very
much, gave them the reasons why | thought it would be helpful, and why, based on, like
| say, experience, clinical reasoning, various things, that | thought it could work, and
they kind of, very much, saw the benefits of telephone because they would do it with
their patients as well.

MSK_H_04

This collaborative approach between physiotiey staff, GPs and practice managers was reported

across NHS Highlandollaborative approaches to developing new models of service delivery,

included conversations between their physiotherapy team and a GP practice with an established

FPOC APP in orderuaderstand how their APP role was developed, implemented and

communicated to patient groups (MSK_H_24). Again, this sharing of information had bred

confidence in how the role could work in NHS Highland by allowing those projects still in the early
stage2 ¥ LJ I y\ABAKlyd K2 yRES 2y wX86 gKIFIG LINPGAAAZY R?2
g 2 NJM®K_H_24).

The planning and development of new models of care had been undertaken in a number of different
ways. This planning involved interactions betwetinicians from different clinical backgrounds. One
top-down approach to planning and development within NHS Highland was the identification of GP
practices that would be keen to participate in srrsdbhle new models of care:

We picked] a Practice that weew would be very welcoming of having physio there

and was very practive in having physio there and, along with having them in the GP

practice, having audit time alongside it as well so that they were able ti el

impact of their service.

MSK_H_04

By using smabcale pilots within keen GP practicgésyasreported that the impacts of FPOC GP
APPs could be appropriately evidenced and the outcomes used to plan a robust rollout of the role to
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other interested GRpracticesqMSK_H_04)t wasalso reprted that shared knowledge from @GP
practice that had already an established APP in past usedo develop their new role:

2SS KIFIR | LIKe&aA2 ¢gK2 gla SYL28SR RANBOUf& o8
lot of information from him. So, it was ooéthe GRoractices who had, | guess, knew
the benefits of having physios seeing patients first line. So, they directly employed this
physio and, for a couple of days a week he also worked in the NHS. So, he would see
patients first line along the case§féirst Line Practitioners and, had set up a very
workable modeK &o, we were able to base a lot of it on the work that was being done
locally anyway
MSK_H_04

Sharing of information and experiences within the planning phase was reported to have helped t
evidence the potential outcomes for those GP practices that were more hesitant to undertake new
models of MSHkorimary care Moreover, it wasstated smaliscale pilots had proven effective in more
rural areas of NHS Highland, so helping to instil confiden new models of service delivery within
the rural settingMSK_H_04)

4.1.5 Barriers to planning and development

Barriers to the planning and development of new models of service delivery discussed by key

informants fell into two main categories: fundiagd attitudes of clinical staff. An MSK team lead
RAaOdzaaSR TS DegaydboridvKlifile bitSoSrioney @ trainsform physiotherapy

services oa{ YWl YynnovI YI1TAYy3d AlG AYyAGAlLIfte RAFTFAOAA G
Findingthese pots of funding was increasingly important to ensure that an APP could be established
GAGKAY RAFFSNByUG t20fAGASa ONR&aad bl { | AIKEFYR?
experience across thieealth board Appropriate funding was also cdéil in helping each locality to

plan new models of service delivery, to meet waiting time targets, reduce wasted GP appointments

and decrease needless onward referral to secondary care physiotherapy services and orthopaedics
(MSK_H_40).

The attitudes of sme members of clinical staff also proved to be a barrier to the planning and

development of new models of service deliveBne respondent (MSK_H_ I'&ported that it could

0S RATHpifaz Dt 2IN& OGAO0OSa ' yR aSsS 02 tRilemidnbdddd NE NI & 2 «
with new projects that overhaul the delivery of MSK physiotherapy services in the primary care

setting. More than one key informant mentioned initial unease from GPs and consultants regarding

a FPOC triage role for physiotherapists, rgisiancerns around the safety of the role. Similar to the
SELINASYyOSa 27F a{ VY ylOgcmpearemit'@usilly bEANI SRG K KO A WA O f
becoming more comfortable with the advanced role that physiotherapists could offer as the APP
becameembedded in the GP practice.

In summary, APP roles were developed in NHS Highland as a response to GP caseload and long
secondary carghysiotherapy waiting lists. These changes were often driven by individual
physiotherapists at a local level, and asls new models of care varied by area in order to meet the
needs of their local population. Practices chosen for new models of care were often those that were
the most welcoming of the idea of the introduction of APPs within their surgery. Informatiomghar

47



was key in the development stage, with the expertise of an APP who had worked in a GP practice for
a number of years being used to help successful development of the role at other practices. Barriers
to planning and development included existing chhistaff who were sceptical of the merits of the
service and the continuation of appropriate funding.

4.1.6 Implementation

Implementing newmodels of service delivery Hdbeen done in many ways. fgeviouslynoted, a
knowledge sharing approach with colleaguwesrking in established APP services was useful for
implementing new models of care:

LOR 36y &KS NI Ki@forihation sc2thatNEo@dikénd of work around
gKIG L ¢l yiSR (G2 R2o { 2 JGPs@dgeriedddtkeSugl 6 A 1K &a2YS
was going in the right direction with what | wanted to do, and there was kind of some
overlap. But, then | very much made it work for me, to work for the patients.
MSK_H_04

Recognising the differences in population needs acrosbtiaed had helpedkey informants to
implement a service that was more likely, in their opinion, to make the new model of care
successfulFor examplethe importance of acknowledging the fluctuating patient numbers during
peak tourist seasowas highlightedand it was arged thatan initial implementation period of six
months would not have been sufficient in that particular locality to properly evaluate the success of
changes in service delivefySK_H_24)As a result, the introduction of APPs was carried out over a
yearin order to allow flexibility in the number of appointments, appointment length and
appointment frequencyto testthe robustness of the APP raléthin this area across a period of

time, allowing consideration of seasonal variation in n@d&K_H_24)

Understanding the local context in which new models of care were occurring resulted in a slow and
steady implementation process for a very snsgidle direct access triage clinic across two GP
surgeries, utilising public knowledge for greatest impact:

lhave/ Qi | RS NILIQPSR GRE R i KISt ik the receptdrdgtaff A G YR L Q1
'y RXyeakl YR AdQa |y FNBI ¢6KSNB LIS2LX S (1y26 o6KI G
other. You know, quite small communities, relatively small communities, so people just
dowly find out

MSK_H_03

The smalkcale rural communities that this direct access clinic serves also experienced the
introduction of the MATS servicavhich changed the route of access to physiotherapy services for
many people in NHS Highlandt wasreported that it was financially unfeasible to recruit an APP
with sufficient breadth of knowledge and experience to take on the role of a FPOC practitioner and
as such, the direct access clinic had only gone some way to meeting locdM®i€dH_03)t was
believed that the wealth of existing clinical experience and established working relationships
affordedNHS Highland some freedom to implement such sstlle changes in service delivery
(MSK_H_0B
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Staff training
Implementing many of the new modeté$ care had involved training staff to meet the requirements

of the APP roleThis training was undertaken to further the abilities of the APP in their role but also
to meet the needs of both the patient population and individual practice needs withinpadicular

GP surgeryMSK_H_1phIn some instanceshis training occurred on the job while others were
trained in advance of taking on the poktwas reported that this training could overlap with other
training such as nomedical prescriber trainingMSK_H_15).

Implementing new ways of delivering physiotherapy in primary care had also placed the onus on
physiotherapists themselves to take on new and challenging roles. Key informants reported that
facilitators to the smooth implementation of such RPositions required staff to understand and
appreciateLJK & & A 2 (i rfitiel ihBadying adt advanced roles safely and effectively:

¢tKS FTILOAfAGIG2NR 61 a OSNIIFAyte (GKS adl ¥¥Qa oA
to engage directywk O2y adzZ Gl yidad ! yR &2dz OFyQd NBFffe
is for physiotherapists who may be confident in their own skills, to suddenly put that
confidence to the test by sitting and working with an orthopaedic consultant, and saying
GL OKAxy®| liEKaASEXAaYSYy X ¢KA&a Aa Yeé |aasSaavySyidsz LI
FAYRAY3Ia 2F Y& lFaaSaavySyidz a2 (GKAa Aa oKFG L
front of your peers

MSK_H_40

We know that folk have the skills to do it and that they can heeability to make a
difference I think for the staff it's a little bit of the unknown
MSK_H_15

It was consideredrucial to build in support at the implementation phase to ensure that staff were
confident moving forward in their role and establishiopgod relationships with other clinicians
(MSK_H15, MSK_H WThis could be particularly difficult if GPs and consultants had expressed
negative attitudes towards this new model of cdMSK_H15, MSK_H Y40

Some ky informants expressed a desire for mor&ning at the development phases before the
new model of care was rolled gguggesing that more robust training in relevant computer
systems would have helped implement a more cohesive collection of evaluation data at the early
stagegMSK_H_15). Thiwould allow foia better understanding of the impacts of the new model of
care as it progresse@ISK_H_15)

Patient engagement

The communication of new models of care was carried out differently acroseetilth boardin the

form of posters, leafletand GP advice. The means of accessingéve model of caravere through
seltreferral, GP referral, reception signposting or a combination of any of the three. During the early
stages of implementationt wasnoted the need to tweak the way in which tiservice was
communicated and accessed in order to streamline the patient pathway into physiotherapy
(MSK_H_04)This key informanalso noted that despite taking time to consider patient engagement
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at the planning and development phadkere were still tething problems when it came to
implementing physiotherapy telephone triage:

{2YS LIS2LX S 6SNBE fA1SzT w2Sitfx LQY y2i0 3F2Ay3 i
aLSI] G2 az2vys82yS 2y GKS WLK2YySQd {23 GKSNB 41
that was very, very few

MSK_H_04

This highlighted the importance of being open about new models of care with the patient population
and retaining fluidity and flexibility in the implementation of such new models of care to allow for
patient engagement antb be able to take patient feedback dioard. Pathways for patient
engagement had not always been devised at the planning and development phasevasd

reported thatmuch of this engagement work would be undertaken by the individual working in the
APP ole (MSK_H_24)

Barriers to implementation

Similarly to service planning and development, one barrier to the implementation of new models of
service delivery was the support and buyof clinicians and senior management. Without the

support of all staffnvolved in the running of new models of care in both primary and secondary care
it wasreported that it was difficult to implement theMSK_H_40)Additionally, without the

support of senior managemeyit could be difficult to obtain funding for new met$ of service

delivery on an ofgoing basis:

{2YS 2F GKS O2yadZ dlyta 6SNByQlid SydiaANBte 02YF
triaging their own patients, and that has been probably one of the biggest barriers that
$SQBS F2dzy Rd 2 HKithe Gikcongenkedy/tiat as wednov@d tdwards
discussions about first contact practitioners, were we gonna encounter that with the
GP¢®
MSK_H_40

The barriers have beeX IS GG Ay 3 a Sy A-NNatohe pint WeNBey I 6 dz@
were running this servicelthdA y 3 KIFIR y2 Fdzy RAy3 F2NJ AG WOl dza S
withdrawn after the first year.

MSK_H_40

Previous involvement in poorly implemented and sHoréd new models of care experienced by
physiotherapy staff was discussed by MSK_H_03, an MSK team ledmfirasreto the
implementation of new schemes designed to improve service delivery:

LGiQa NBIFffe RATBAFAZGK SY2 a'¥x®rtgesiirthdgs® ¥ dzifJdz0i a A R S X
gSNBE R2yS (G2 GNB I yR &iHmNPwSe An§olikde®iSa o0dzi GKS
wasgdhy3d (2 06S AYUNBRdzOSR® , 2dz O2dzZ R &4SS Al oI &

process has taken, two, three, four years doing reports for, eventually for people to
NEBItAaS GKIFG dzLd KSNBG KRG slyeSAoR] g Xi] X RKI@ QIYER D 2
upWA KX Ay GSN¥ya 2Fz w2S Oly AYyGNRRdAzZOS CANBRG /
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F NBF & K2Z> gISIQNS2 dzZ3 K GKSNBEQa 62N)] 06SAy3a R2y Sz |
6SQ00S KIR GKNBSkT2dzNJ e SIFNB 2F 2dzNJ aSNWBAOS o0SA
MSK_H_03

The topdown implemenation of new models of service delivery without input from physiotherapy

staff about how the service might need to be adapted within particular areas, had instilled a

scepticism with regards to further new models of care. Furthermore, MSK_H_03 statexbthat

ySs Y2RSfa 27T &GKeiawaySome &bukaneiedy KY R GKSANI 02y OSNY
this led to a service which was less suited to the needs of the patient population. MSK_H_ 03 and
MSK_H_40 also expressed concerns over how new modelsvafesdelivery could be implemented

within the smaller more, geographically sparse regions of NHS Highland. In particular, they raised

concerns over the ability to recruit and retain required staff numbers since the current service did

not have sufficienstaff with the required skills to take on FPOC APP roles.

4.1.7 Sustainability and Expansion

Key informants believed that their new models of care were sustainable in the future if they

received sufficient funding to develop the service and reésegithat theNB O 2 diiffeRentdo S &

models working in different places 6 a { Y Fhegmalescal® direct access triage climas
O2yaARSNBR aGadzadlrAylrofS Fd GKS Y2YSyié aayoS A
relied heavily on the skills and commigmt of one particular clinician and, as such, could not be

considered sustainable in the loitgrm (MSK_H_03)There was &elief that the provision of newly

built treatment facilities within NHS Highland could encourage the recruitment and retentioafdf st

into NHS Highland in order to maintain the sustainability of new models of service delivery in the
longerterm (MSK_H_24)Several distinct barriers to sustainability were identified

1. Understanding of new models of care by management and patients

As with implementation, senior management binywas reported as essentitar the sustainability
of new services, as without their knowledge and support it was difficult to ensure the initial and
continued funding of posts:

| was passed a magazine ai@bout a team in Tayside who had been set up to run

2NIK2LJ)F SRAO GNRAIFI3ISET | G4SFHY 2F | ROFYOSR LIK@&aAaz

award because of their work, and every single post there had been funded. And | was

handed a photocopy of the magazingiele by one of the managers here, who said,

GhKZ GKS &aSyA2N YIylF3SYSyid GSIY KIFEXS | a{SR 02

l'YR L KIFIR G2 SELXLFAY GKIFIG ¢S KIR SEFOGte GKIF G
MSK_H_40

Poor knowledge of new modets care that were taking place in thmardcould also have a
negative impact on morale of the staff involved in the changes, often without extra furtimgs
that a successful telephone triage servigas stoppediue to a lack of insight by senior
maragement and a lack of formative evaluation to support their experiences of success
(MSK_H_04).This new model of care was nofade known to the study team durirRhase 1This
apparent lack of coherent direction was reported as frustrating for clinicians
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Everybody has a different sort of viewpoint so primary care clinicians, GPs, have a
certain view on how it should be run and how, how can be, what kind of impact physio
hasX physio has a bit of a view about it and I'm not necessarily sure the senior
management within NHS Highland have got a clear idea of what they want or what,

what can be offered by physio
MSK_H_08

The suggestion being that new models of service delivery were not sustainable unless there was an
agreed direction with all stakeholdeirs the health boardand better consideration given to how
physiotherapists could maintain these roles in the long term, not merely for 4ot gains. This

was corroborated by key informantgho reported that the understanding of the service by local
populations which they served impacted on the sustainability of new models of service delivered:

Barriers are initially probably more knowledge of it so widespread knowledge about the
practice population and potentially some initial reluctance
MSK_H_08

2. Suitability of the new models of care for NHS Highland

Although theAPP was considered a good idea the reality of the role in the setting oHiHBNd
was perceived tde a barrier to staff recruitment and in particular, retention, whicbuld clearly
have an impact on the sustainability of the service:

¢CKS 1ttX @2dz 1y296 aKSQa ,whichigBveliiyukkdwdhS G2 0O2YS
MayXbut in December when it's snowing and the roads are full of potholes and ice
0 K I (ieQhing @ngl so recruitmerit S N&she going to want to stay in that eobr if

daKS RSOA RS &woulil €eShe &b B aefrdtsomebody K 6 Qa +f gk ea | oA3
issue in rural areas now is just recruiting to the positon so that would be the biggest
thing.

MSK_H_24

Some key infornants felt that the APP role was not suitable for all areas of NHS Highland. As such,
this led to smaikcale new models of cathat relied heavily ora singleclinician and so were not
necessarily supported appropriately by MSK Physiotherapy:

Iflhadtol ya 5 SN @ Sa 2 [tde seicelishik sudthiralde @22 M+ y Qi

guarantee that one person is going to be there continXalbuld go off sickplan on

retiingK R 2 YURIEXY ¢ K2 O2dzZ R O2YS dzZLJ YR R2 (KS g2NJ ¢

toattrk OG0 &a2YS2yS Ayd2 0GKA& FFNBI F2NJ gKIG Aa oyl
MSK_H_03

3. Staffing
Key informants reported burn out in advanced practice ralgslescribed belowne key informant

sharedexperience of the mental health impacts
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LGQa 0S8R MEBNICE LRR aleésx LAeOK2f23aA0Fffes G2
made things worse, whatever the good intentions were behind it in the first place.
MSK_H_03

Sustainability and expansion of new models of service delivery was further hinderedeby tim
constraints on physiotherapy stafbne key informanstated that they simply did not have the
working hours to expand the new model of service delivery any ful&K_H_03)Sustainability
could also be dependent on understanding how new models & fitied into the wider remit of

the physiotherapy service and its staff who worked across both primangecwhdary care
physiotherapy:

LGiQa Ffaz2 RSLSYRSyd 2y ¢KFG adlFl¥FF &2dz Oy NBO

FyYRZ | f (K2 dz3 Kout hé&NSHEvice, Ithe §takf gachot fust treat MSK

patientsX @Gl FF INB GNBFGAy3 LI GASyida Ay (GKS 61 NRZ

GKS@QNB R2Ay3 a{Y®d {23 a{YX 6KIG 6SQR are GKI
MSK_H_03

Concerns wereaisedthat a continued move of staff out @econdary car@hysiotherapy and into
advanced practice roles in primary care would lead to a deskilling afatendary cargvorkforce
(MSK_H_03yiISK_H_15 and MSK_H)A4This was considered to haweplicationsfor the expansion
of services in both primaryare andsecondary car@hysiotherapy:

If you move everybody out who is going to be[iefANP physiotherag{...So the plan
is eventually to make those first contact practitioner roles sort of almostiootak You
will spend a certain amount of time out in the surgeries but then you will also rotate
back in to the department. So that you are getting that mix of sort of skills

MSK_H_15

2S OFyQi aSLINFXYraGS GKSaS NBI f kexthethgueopd SRISE o6t S
department, because that would be to the detriment of the department, and also to the
detriment of that onward training

MSK_H_40

Key informants reported that it could be particularly difficult to recruit staff in order to expand
servicedelivery:

LGQa y20 Slaed ! GASY2NE Aa bliaAaz2yrf tFN] FyR
G2 3S0G @2dzyaASNJ adGlFFF dzZlJ 6KS@QNB y2i AyGaSNBai
G2 tAQ0S a2z @2dz GSYR (2 ledpleMho@ré, yooRiedk X X 6 S QNB
I NPdzyR Fo02dzi onAaKI gK2 NB Fftaz2 tf KIFIg@gAy3
LIS2LX S I2Ay3 2FF 2y YIFGSNyAGe €SIFI@S 6AGK Ayl
short staffed the majority of the time. Atthispoigti G AYSZ y26> A0Qa &2 NI
FYRX®PeSIKd {2 YR S@Sy AT &2dz2Q@S 320 az2vYS?2
whole process because of money. There is no money

< I‘D ¢ O & U

MSK_H_03
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It was believed thaappreciation of the hard work underlying thele and appropriate
remuneration would affect morale, and thus the ability of the roles to be sustainable in future:

Xyou know lone working, autonomous healthcare d&INSWhE a¢e not
necessarilseent & I @I f dzSR LJsoNtbse Ar& thelfbtrStionsieBNO S & & X

becausXhaving a pretty big impact on referrais2 2 NI K2 LJF SRAQ® YR LK@ &aA:
prescribing and it's quite hard to measure thatiSs Nya 2 F FAyouga®Al £ al @Ay 3
1AYR 2F RIFe (2 RI& &2dz Oly A&alySceihdS FAY Il yOAL §

translated into, into remuneration.
MSK_H 08

It was also stated that there was a need for money to implement, support and sustain roles and to
recruit appropriately skilled staff:

[The jolX @loes require a certain skill level and traininglanlevel of experience and

g2dz 380 ¢6KI G @e2dz LI & F2NIJolaaldlffe a2 6A0K2dzi

jdz t AGe RSEtAODSNIOES ASNWAOS AT &2dzQNB y2i

e 2 dz

GKSY® ' yR GKIGQ& LINEOeiDthadyowkddNB @ KS F NHza G NI G A

MSK_H_08

The main barrier to sustainability and expansion reported by all key informants was the need for
continued financial support

LT Ad Aa RSSYSR I adz00Saa ¢KSNBQa GKS YzySe 3

R2y Qi ttheMmbment; with that you know money often is found for pilots but for
2y3A2Ay3 YR 2y32Ay3 LINR2SOG dGKFdiQa Ffglea
commit ongoing money

MSK_H_24

Recognition of appropriate staff grades was als@eognisedssueacross NHS Highland. the role

of the ANReam lead was band 7t,was believed that thisblocke (G KS NI ONIXzA G YSy (i
at an advanced practice level as the training required would be at band 8gNéSKl H_24)
Consequently, it waelieved that a service could not be sustained without appropriate and
homogenous banding based on clinical skills and experigs&&_H_04. This was thought tmake

& dzO O S a & A 2afmodtlimpogsibike Ahathedkey informantrgued that without agreed leve!

2F alAfft YR oFyRAY3I FT2N ! ttresMi@éeddiltintoGebnksy k ¢ IRf
blamed cost pressures on the physiotherapy service and begdd&&K H_40)

4. Training and knowledge

Appropriate training and knowledge exchange plodiies were reported by key informants as
essential to the maintenance and further expansion of new modeld3IK primaryare.lt was

reported that the board was keeto allow the advanced practice roles to inform and be informed by
the physiotherapy arvice as continued training for lower banded physiotheragistSK_H_15). This
was supported bynother key informant
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We have to train our own staff, and if we take them away from the environment where
they can provide that training, well, then we Idke ability to train our own staff.
MSK_H 40

This key informanalso reported on feedback from their staff who, despite wishing to take on the

I RO YyOSR LIK&aA2iKSNI LR NErykéen nabth losk thefr hdridsiclviicaNE O NE
skill€ honed withinsecondary car@hysiotherapy role$MSK_H_40)Experience was considered
SaasSyidaAart G2 GKS SELIyarzy 2F | R@loykio®Bdgdtd OG A OS
82dz KIS G2 0SS ofS (2 NBO23IyAs®Bi @K ¥Qad YinlolINB LONRR
be able to carry out the role safely. Adding to tlitisyasalso believed that noglinical IT skills were

amportant practicalitiédd é§MSK_H_08)equired to sustain the quality of advanced practice roles and

to provide the data wich underpin expansion.

Some key informants viewed the @RacticeAPP role as one which could provide further training
and knowledge exchange opportunities which, in their opinion, could strengthen the service, making
collaborative approaches to healthie delivery more sustainable:

My other colleagues have sort of expressed an interest in sort of improving skills so that
might be something that you know they might get an opportunity to sit in with, with the
new physio and sort of you know look at teagvhat, how do physios assess someone
gAOGKYE GKIFGQa LINBaSydAy3a gAGK |y |0dziS oF Ol LI
sort of skill sharing would be something that would be there in the medium to long term
MSK_H_24

5. Accommodation
Sustanability and expansion had also been reported to be curtailed by a lack of appropriate space
within GP practices to carry out advanced practice roles and the accompanying paperwork:

g GKS AZINE SINEBEXA Y3 (2 FAYR | theN@tdrerofgmall f A1 S 3I2f F
buildings or older buildings I think that applies throughout most of the GP practices
throughout the area

MSK_H_08

Yeah absolutely, massive problem hgvith accommodation]Yeah. We are quite
GKIFEG ¢2dzf R L ¢ 2 dbuRgs@prcedslaiss@e@SimiteyONE ¢ RS R
MSK_H_15
Yes.[IT] can be challenging. Just physically not enough space or computers | guess it's
RAFTFAOMzE G a2 6S NS KFE@Ay3a G2 az2Nl 273 6SQ@S
clinics and things thahere is enough physical space
MSK_H_14

In summary, sustainability and expansion within NHS Highland had been supported by the continued
work of physiotherapy clinicians and continued training of staff and opportunities for knowledge
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exchange betweenmmary care staff. However, key informants were clear lergn sustainability
relied on a number of factoiigicluding staff training and recruitment, clinician and senior
management bwyn, financial backing analdequateaccommodation

4.1.8 Impacts and outcoras
Key informants reported that new models of care had impacted upon the delivery of physiotherapy
in primary care and the outcomes for services, patients and staff had been largely positive

Impacts and outcomes for the service
It wasthought that

XAdiaualyd SNE Sk ae (2 Y ith§ commimNmasSprodai i & X
MSK_H_40

The changes were said to have been largely well received by patients:

In the beginning probably more of the patients were comingctiéd by the GPs but
2 @S NJ patients$axe taken it upon themselves to, to phone up and ask for a physio
appointment as opposed toe directed by reception staff.

MSK_H_08

It wasNB LJ2 NI & Rusculidkeletalispecialist physio can quite effectively and appropriately deal

with the majority d the musculoskeletal caseload within a GP pra€fis#SK_H_08)This was

supported bythe perception thaiphysiotherapists triagef LJ- G A Sy G a Ay tdoked NBE O NJ
the orthopaedic waiting times for spinal patied{®1SK_H_04 ).One APP reported:

The intended outcomes were certainly to reduce down the GP appointment requirement,
OKFiQa KFLIISYSR> L 3FdzSaa GKS AYyidSyRSR 2dzid2YS
GNAF ISR FTNRY NBOSLIWA2Y |yR GKIGQa KILIWLISYSR az
initially there was more referrals from the GPs now there's more referrals from reception
so that was an intended outcome. | suppose the referral to physiotherapy department
gayQiz ¢l a LINR odnoi 2 @y & yRQiiwodldsend yierefa@lg Y dzOK X
suppo$ A (0 0 dzNIRRR MAidzia SR IS NB Y dzOK

MSK_H_08

It wasalso reportedhe positive strides forward for MSK physiotherapy in primary care linked to the
new models of service delivery:

What we have now is staff in every area, who have developed thé skib& they
require to step in to a first contact practitioner role and deliver all of the savings that
that gives. So, in terms of reduced prescribing, reduced inappropriate referrals for
imaging and MRIs, increases in GP available time, and reductioagpropriate
referrals through to orthopaedics

MSK_H_40
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Not all new models of care could boast entirely positive outcomes. Key informants discussed positive
and negative outcomes when using a neatient Management System (PM#hed at streamlining
the physiotherapy service to allow physiotherapists more time to see patients:

2 KSy Al 02YSa (2 ta{ A0Qa &a2Nl 2F pnkpnd ¢KS
have admin staff, physiotherapists no longer have to book all their patiertsiidoné
OSYiNI ff@EAOKADK ABMRBI G YR GKFEGQa GF{1Sy |ljdzd
FNRY dzad ¢KS LINRPO6fSY A& GKIFG ta{ A& I NBIffea
consuming, really awkward to use and so, the amount of time that has been saved with
not having to put the patients in is probably spenttryingt@rgd 21 LI GASy daQ
appointments because, people have got to pick about 20 times for differegsttorget
to the bit they need

MSK_H_03

Despite evidence from other areas in NHS Highland ke informantreported that there were still
clinicians who were hesitant about APP roles:

We do still have some consultants frgnamedhealth board who do not like the idea

of physiotherapists triaging their waiting lists. And that is a, you knost, s been,

KFad OFdzaSR LINBoOofSYa F2NJ dza>x FyR AG 61 & @SNB S

KFELIISyYy > GKIFG GKS 2 dzieddasyédasthSoldena@as. | Y@ s KSNB v
MSK_H_40

Outcomes for staff
New models of primary care MSK physiotherapy had beparted to impact on how staff viewed
their role within the wider NHS system:

b2y G(KSEQNB wikKS adl¥¥8 Ittt {AyR 2F SEOAGSR
their skills can now lead, in terms of leading on innovative services which have got the
potential to demonstrate huge savings

MSK_H_40

I think staff are, a lot of them are excited about the new opportunities but probably a
little bit nervous you knowt's the unknown a little bit.
MSK_H_15

Onekey informantbelieved that much of the enthisssm among advanced practice staff was down
to the limited opportunities for career progression offered within more rinr@hlth board like NHS
Highland arguingthat new roles gave

another clear route to progress, in terms of being a clinician arkdladsclinician,

rather than having to go down a management route to obtain a hidiarded post
MSK_H_40
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However, another key informanémpered this enthusiasm by suggesting that the work of an APP in
particular could potentially be carried out in iatibn, both in geographically disparate communities
and in isolation from the core physiotherapy service. This was in agreenitrnpreviously reported
statements by other keinformantsthat these advanced practice rolesuld have digh staff
burnoutrate).

Outcomes and impacts for patients

A number of key informants reported that patients were sceptical in the early phases of
implementation of new models of care but that continued support and education had produced
positive outcomes:

They [patientsyvere initially quite sceptical as to how a physiotherapy consultation
could be done over atelephané SO dzaS G KS@QNX avYlftft O2YYdzyAldAS

FAft GSNBR 2dzi YR LI GASyGa GKSy o0S02YS | o6Al Y
know. 16+ & 3J2Ay3 (2 SELISOG | GStSLK2yS O2yadzZ Gl GA
MSK_H_04
{2y GKS o0A3 o0AG F2NIYS 46la GKS 2ySa GKIF{G RARY
GKSe ({AYR 2F 3J2Ay3 (2 a2YSKz2g FSSt yOKiSIF SR (K
Xthe feedback that we got
MSK_H_40

Some key informants had carried out evaluations measuring the patient experience of using new
models of care:

¢ K S gpatidris]been completely positive, yes. Completely positive. Everyone loves the
fact they carjust turn up and get an appointment.
MSK_H_03

X @&mall patient satisfaction survey and all patients were very pleased with it [telephone
triage].
MSK_H_04

We did some patient experience surveys, and the results were that they were happy to
be seen by ahysiotherapist. They were confident in the skills of the physiotherapist,
and they were happy with the outcomes, and that was whether or not they went on to
see an orthopaedic consultant

MSK_H_40

Positives for patients included the ability to be seerttadephoned quickly by a physiotherapist in
order to be triagedIt wasreportedthat the telephone triage service had been helpful in recognising
OKIFG LIKeaA2aK3 Y\ (iJsralitshllad dlBvied patients, particularly the elderly
and those with mobility issues, to be triaged without having to come to the GP prdtMis&_H_04)
There were some concerns reported about the concentration of services and the ithpadhis

could have on the patient population in NHS Highland:
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We, thatadNBE Y2 NB NHzNI £ = | NB ljdZAGS X@®Sspgdrh OFL t 2F K24

links are a big issue here you kndar exampleif our patients are going to go into

wl A3Y2NB WwK2aLAGlrte yR iKSe KI@SyQi 324 0K

mnM Ydzy G2 3S0 GKSNBI S@Sy (K2dAK &2dz 1y26 AF ¢
MSK_H_08

Overall, outcomes and impacts from the introduction of new models of care were reported to have
made positive impacts on the reduction of GP waiting times and nesdleward referral to

secondary care orthopaedics in NHS Highland. Patients were reported as being on board with the
service and were referring themselves in larger numbers directly to GP APPs where the service was
available. Staff were reported to havedmne more comfortable with their role and for the most

part were seen as keen to develop their skills set in line with the push for more advanced
practitioner roles. It had been noted that there were smalieale, more isolated roles that relied
heavily an one member of clinical staff and that this could produce a unique set of pressures for that
individual. Patient satisfaction surveys (not provided by key informants) were reported to have
shown that patients were happy to be triaged by a physiotheragist had confidence in their skills

and abilities.

4.1.9 Deprivation and Equity of Access

Some key informants were unsure how new models of MSK physiotherapy working in primary care
could affect deprived populations or impact on equity of access. Others ressmhdéeprived

populations in their area but were unsure how physiotherapy could help to address it:

There is no doubt there is rural deprivation, the deprived people here tend to be farmers

who are working fairly small holdings and to be honest they nestmie near us unless

literally they have amputated a leg. So to try and persuade these sort of guys to go and

see a physio is virtually impossible because they are active anyway so what goods a

LIK@&aAz2 3J2Ay3 G2 R2 GKSY aanifyéulikeuhe2dzNJ a2 NI 2 F
MSK_H_08

Other key informants shared concerns thla¢ automation of some servicewhich allowed people

to access new models of physiotherapy might actually limit the ability of certain groups who may be

considered vulnerable taccess services:
L 2dz KF@S t2ad GKFG LISNER2YIlIf (G2d2OKe® |, 2dz KI gS f
1y26 GKIFIG YFIeoS GKSNBEQa a2YS tSINYyAy3I RATFTTFAOM
particularly good at expressing themselves, and you make alloegsior that person.
,2dz Grt1 G2 GKSY | OSNIIAY gl &z YR &2dz YIS
gK2 02YSa Ay ¢K2 KrayQd 324 | GStSLK2yS odzi &
0SOldzaS GKS@ | LIJISIENI G @2 dzNettRahdNdsking KSNBF ax AT
LIS2LX S G2 OFffxX YR L (y2¢ (GKS YIlI22NARGe 27F LIS
a2YS2yS 4K2 R2SayQix @2dz {y26> a2 L GKAyYy]|l &2
efficiency

MSK_H_03
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Other key informants reported that new models @afre potentially had positive impacts for
achieving equity in accessing services. In particular, rural and aging populations within NHS Highland
were said to have had a positive response to some new models of care:

Xgoupanddoaclinicin WkkR 2 2{y1S@ Siy2 NXR2 2y S Rtdgety Ay C2 NI
G2 (K2a$S LXoDP&E aldlryR|IBaKIfT K2d2NBO {2 AT A
patients in those areas, it reduces travel times: all sorts of things. So, it makes it a bit
more convenient.

MSK_H_04

I know from sort of previous experiengefatients like being seen in their GP practice
because it tends to be local. So it tends to be much closer than sort of having to come
Ayi2 GKS K2aLAdFtod LT &2dz R2Yy Qi bHsesafd €2dz 1 y26
taxes and these types of things then hopefully it makes it a more equitable service. If we
can get it rolled out to all the GP surgeries obviously you know if we are only doing one
or two then it's not having that effect
MSK_H_15

[New models otare are] particularly beneficial for those for whom transport links were
very difficult because, certainly in the Highland bus links and that type of things. So, |
guess people who are more deprived would rely on more public transport. So, for them it
was much more beneficial and, if they were in their home or at work or anything like
that then, it was very much based around them, rather than them having to take time
out, get on a bus for an hour to come for an appointment to then get 2 or 3 buses back
home again. So, for that it was very beneficial, yeah

MSK_H_04

It was also reported that modelling the service around the needs of deprived populations, such as
providing short notice appointments and local access to physiotherapy, had an impact-on non
attendance rates:

In my experience in that type of population they tend to require appointments on the
day so they're not very, not very good at pre planned appointments it's all very reactive
and you know, I'm aware that there's a surgery in Invernesstthathe highest level of
deprivation they run predominantly in on the day appointments

MSK_H_08

As such, consideration of the population context when implementing new models of care was
reported as a key facet of service design and delivery. It wasiomexl that it may not be possible
to have one single model of care with blanket application across NHS Highland:

So it's trying to be able to tailor that to different surgery demands you know based on

population and you know frailty within that particulpractice populationThere's
obviously different areas which have you know more deprivation which you know you

60



YSSR RATFTFSNBY(G NBldZANBYSyGa a2 L KAyl GKIFGQa
it dependant on the practice population
MSK_H_08

So again they are trying to do sort of satellite clinics so they will travel up to Wick and
all these types of places. | guess trying to make everything a bit more equitable
MSK_H_15

Onekey informantalso expressed belief that close proximity to patiehelped physiotherapists to
attain better communication skills with their patients, which was not always the case between
patients and consultants:

The time available to the physiotherapy staff and the communication skills of style
employed by physiothapy staff, tend to be more adaptable to people who may not
KIS GKSX | KAIKSNI SRdzOF GAz2ylt fS@St Fa G§KSAN
in most orthopaedic consultantX G K 6 Qa | ySOR2GlIfft& Y& SELISNASYy
skills between patientand consultants, and communication skills between
physiotherapists and patients

MSK_H_40

In summary, although not all key informants were clear about the role of physiotherapy in
addressing deprivation and its role in gaining a more equitable servicer key informants were
clear that new models of service delivery, particularly FPOC roles, could positively impact on
vulnerable populations. The rurality of the Highlands had been reported as the most influential
barrier in access to physiotherapy and/keformants were clear about how the new geography of
service delivery could have positive impacts on more disparate populations

4.1.10 Evaluation

Data collection and evaluation were reported to not always be properly imbedded into the planning,
development andmplementation of new roles, and therefore no clear outcome measures or agreed
methods of evaluation were in place:

CKSNB glayQd +y FaANBSR (F NABScitiwkslveéry ¥, 2 dz Ydza i
much us taking the lead as clinicians, and sayinvgll, we know this will wor®
MSK_H_40

| mean most of the data collection that I've done simply out of intefibstkey thingl

guess for likeany GP practice if it works then they will know pretty quickly because
they're having less appointments or iy seeing less patients with MSK problems so
that becomes pretty obviods ® I dzSaa GKS LI NIySNAR FyR (KS Dt a
data collection to, to appreciatethat® y R (G KIF 6§ Qa LINRolofe& GKS {1S& i
they wantedX @ they were stl seeing MSK stuff then something was going wrong

MSK_H_08
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The Patient Satisfaction, | suppose, was a bit morkad We did it at kind of like 6
months, then we did it at a year, that type of thing.
MSK_H_04

Furthermore it wasargued that physiotB NJ LJed&ditaibe @ble to interrogate electronic systéms

in order to properly evaluate new models of care and as such, early backing from IT services within
NHS Highland was need@dSK_H_40)it was also reported however, that the IT available was not
always suitable for the evaluation needs of clinicians:

SIR2MIK K SQBS

LGiQa wta{6 y2( RSaA3IYySRI! YR IKAFY
R yed NBLR2NIa ol Of

putting information in for along timg. Kl @Sy Qi K
OKFGQa rNitelJSR Yé &
MSK_H_03

It was also reported by several key informants that evaluation methods and outcome measures were
not always clear before a new model of care had been implemented:

¢CKS &a2NI 2F S@ltdad GA2y | yR | daRyetandlldr NI 2F A G A
adza SOG4 A4 gAft oS I OFLasS 2F e2dz {y2¢ edzaid 3S
through the system first of all and then maybe after a month or two we can sit down
and decide what we need to evaluate from that

MSK_H_24

If she [the RP] uses Visiok ¢hat allows us to do searches depending on particular
what we want to evaluate, we can search on the read codes and do that there. What we
FNB 3J2Ay3 G2 aSFNOK 2y |G GKS Y2YSyid 4SS L R2
5SQf fohtvie @S i
MSK_H_24

I think the physios in the practice | guess will be collecting a lot of that data themselves.
{2 GKFIiQa ({AYR 2F ¢KIFIG 6S ySSR G2 YIS adiNB ¥
everybody is keeping the same data and sort of keepimg ib date | guess

MSK_H_40

It was also reported that collection of data did not always manifest into evaluation given time and
staffing constraints:

28§ |INB OGdzatftexr ¢S 2dzaAadG KFR | OKFy3aS 2% adl ¥
part of the pos if you see what | mean? So that is something we are reviewing at the

Y2YSyd 680FdzaS 65 OdNNByite R2yQi KI &S Fye IR
the amount of data that they had been keeping was quite significant. So we are really

looking at sat of, really sort of reviewing that at the moment, what data do we really

gyt G2 (y26K ¢NBAY3I (G2 A0GNBlIYEAYyS GKIEG | €A
moment
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MSK_H_40

Secondary data provided by key informants in NHS Highland and NH&hlwedhe used to evidence
outcomes and impacts. These include audit data and service evaluatibi®&Highland conducted a

6 month audit in one local government ward in order to evaluate the trial of direct access to a
physiotherapy clinic based at a lot#alth Centre (Document_H_(017). This allowed
approximately 13 patients per week to attend-Bfinute clinic appointments with a MSK

LK@ aAz2idKSNIaRAUIR t A i redpiNidsedhir abthe Bugdestion of a GP during
consultation or as@dvised by another staff member including reception staff, physiotherapists and
other professiondl 6 5 2 O dzY ,2011%)yOn gverage 66% of patients discharged with no further
appointment required. Following the introduction of the service, referrals ggoondary care
physiotherapy were reported to have decreased by approximately one third over the 6 month audit
period. This was followed up in a secondary document (Document_120Q@Z), which recorded

route of referral into physiotherapy serviceither by selfreferral or GP referral. Introduction of

the MATS service into NHS Highland in 2015 (in the three practices studied) was associated with an
increased predominance of referrals by GP compared withretdfral.

4.1.11 Summary

Planning and development okw roles was facilitated by the sharing of information between those
designing and implementing new models of care. Barriers to the planning and developfmeny
models of care included funding and staff attitudes. Thedopn implementation of new maels of
care within NHS Highland were noted as barriers to implementation. Alongside this, it was argued
that some new models of care were not fit for the population. Sustainability and expansion was said
to be supported by sharing working knowledge of neadels of care and the continued training of
staff to take on new roles. Barriers to the sustainability included resources for funding, training and
accommodationOverall, feedback from patients and staff with regards to new models of care was
positive.Key informants also noted that new models of care had the potential to impact positively
on deprivation by allowing more timely and local access to MSK physiotherapy sdevataation

was reported to have been carried out through patient experience eysyinvestigation dRead

Codes on IT systems such as EMIS and Vision and by looking at GP appointments, GP referrals,
orthopaedic referrals an¥ RA R Y 2rétes ISdmé & thés@valuationsvere availableto the

research team, but most were ndleasures of success were said kgy informants to not always

be outlined before the implementation efew models otare. Moreover, some IT systems were
reported as not fit for the purpose of capturing mtrievingdata that could be used in an

evaluation. he collection of data was said to have been carried out on the whole by clinical staff
delivering new service models and these data may not always go on to be evaluated.
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4.2 NHS Lothian
Figure4.3. Map of Scotland with NHBothian highlighted NHS Lothian2018)

NHS Lothian had a population of 843,733 as
the last census (2011). Life expectancy is 6
years for males and 67.2 years for fepsl
15.3% of NHS Lothian are aged 65 years
older (NHS Lothian Population and disee
projections Appendix )L NHS Lothian ha:
mainly an urban populatiomterspersedwith
rural areas and is set over 1800 sque
kilometres (geographical area of Scotlal
mapped in Figurd.3).

NHS Lothian includes four HSCPs: East Lotl
West Lothian, Midlothian, and Edinburgh.

In relation to common MSK complaints, 17.7% of the adult NHS Lothian population reported back
pain, 1.4% less than the national average. Osteoarthritis in the hip was reported by 9.6% of the
population aged >45 years, and 15.6% reported kneeoasthritis, both of which fall 0.5% and 1%
below the national average respectivélrthritis Research UK, 2018).

The structure and spread of staff in MSK physiotherapy in transformati@vainodels of caren
NHS Lothian is shown in Figure 5.4.

Four nav models of care were identified for NHS Lothian, summarised in #abldese include GP
APPsMSKPathway APPs, Exercise referral specialists and NHS 24 MATS. Exercise referral specialists
were excluded from this evaluation.
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Figure 44. Showing the sucture and spread of staff involved in MSK physiotherapy transformation in NHS Lothian.

s Team Lead (N=1) Currently no MSK ¢ Team Lead (N =2) » Teamlead (N=1)
» APP (N=2) Physiotherapy * Clinical Lead (N = 1)
» GP(N=1) representation within HSCP » Clinical service manager
» GP Clinical Lead (N = 1) 2. (N=1)
* Practice Manager (N = 1) * APP manager (N =1)
* Primary Care Manager * GP(N=2)

(N=1) » Admin staff (N = 2)
» Band 6 physiotherapist » APP(N=1)

(N=1) * Spinal APP (N =1)
* [JB Manager (N =1)
¢ Quality Improvement (N

=1)
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Table4.2. New models of caredentified in NHS Lothian

New Model of CareService

Description

APP

This involvd direct access to an APP based in a local GRipeaN=2 reported). OnéPAPP operatée

on a cluster basis working within two GP practices, with the second working within a single GP pra
Allthree practiceswere located within a single hub. GP ARRse part of aCollaborative Working for
Immedate CargCWIC) servic& his involved direct access to an APP based in a local GP pradicd
was incidentally cdocated in building consisting of 3 GP practices, physiotherapy services and otheg
healthcare providers. The CWIC service is a singlé-disciplinary team hub which was created in one
of the GP practices to provide FCP from a wide range of cliniciankiding APPs, ANPs and mental
health clinicians. To access the CWIC hub, patients telephone NH8&4#drservices and the first 100
calls are triaged to the multdisciplinary CWIC team. Thereafter NHS 2doiars service forwards calls t
GP practice reception staff.

NHS 24 MATS NHS 24 MAT8as accessed by telephone and operates from 9am until 5pm on weekdays. A traineg
call harler guides patients through a survey lasting no longer than 10 minutes, following which the
patientwas signposted to a doctor, provided with key information, or referred to a community
physiotherapist.

Pathway AP AnAPPwho specialisé in one particlar branch of MSK PhysiotheraBeveral Pathway APPS were

identified covering:Integrated bw back pairservice Integratedfoot and ankleservice Integrated
shoulder and elbow service. These MSK Pathways APPs are funded by, and delivered in, pemdry
the time of data collection, respondents talked mainly about the low back pain service.

Exercise Referral Specialists

Exercise specialists employed to progress rehabilitation routines following completampointment
and adviceprovided by APP3heywere able to link with leisure and third sector organisations. These
roleswere only just being rolled out andere therefore not studied here in detail.

66



4.3 NHS Lothian

4.3.1 Planning and Development

Rationale

Changes in MSK physiotherapy servicab@primary care level in NHS Lothian were predominantly
carried out by the development of advanced practitioner roles:

¢tKS Y2@S G GKS Y2YSyld Ay [204KALFY Aa (2 GNB |
Physiotherapy, musculoskeléf@actitioners ontie ground.
MSK_L_07

These roles includkAPPs anfISK Rthways APPsThese models sit within a tiered service located
in primary care. Tier 1 inaled GP APPs; Tier 3 the MSK Pathway Aflysnformantswithin the

main practice interviewed within NHS Lothieaported thatthe drive for GP APPs was initiated when
a struggling practice was taken over by a neighbouring practice within the same hsiloalléd for
new methods of service to meet demand:

When it first started it was a soft launch in September, 2017. We went into a Practice
which was in special measures and, it was, therefore, being run by Health and Social
Care Partnership. We wentaniginally and we saw patients triaged by reception and
Dtad adAfft g2NJAYy3I Ay GKIFIG tNFXrOGAOS wXB8¢KS I dzS
putin GP APPs
MSK_LO3

The Pathways APPs are an integrated service focus on particular body regions. Here. Patients can be
referred by a GP or a GP APP for assessment and further investigatibdis@rssion (if needed)

with secondary carbased physiotherapy services anducted by the Pathways APPs, reducing

the need for further GP appointments.

The integrated back pain service used pathway APPs in order to reduce burden placed by

patients with lumbar spineelated MSK issues on §Mith theintention that patients

would have no need to return to the GP for further appointmeq$pS QNB | f a2 (GNRBAY
to change pathways, so that rather than the GPs ordering investigations for their lumbar

spine patients, they are referring them into our service, and leaving us to, you kn

manage the full patient journeys.

MSK_L_14

APPs were included along with other advance scope practitige&tended practice rolethat may

previously have been undertakevithin a primary care settingy a GBuch as ANRn order to find

YySg ¢ dedwiththedemand | yR NBRdzOS (KS ao0dzZNRSyé¢ 2y GKS
size when two GP practices were combined (MSK_L_17). The move to advanced practice roles,
including APPs, informed the development of a hub model whereby botigamated GP surgeries

and small physiotherapy departmenwere housed within the same building, sharing services.
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Following on from successes at this test site, planning and development of the APP role in NHS
Lothian was driven dtealth boardand1JB ével:

There was a lot of meetings in the background before we sort of started as well, a lot of
AG KFra 0SSy Ay GKS LINRPOS&aa 2F o6dzAf R dzLd F2NJ |
DNRdzLJ GKFG | NB Ay @2t @ERphysi, it df dervicem8nagerK A y 34 @ ¢ K
aKSQa Ay@2t SR Ay AlGo YRS L 1y26 GKSXPdiGKS
Council.

MSK_L_16

Knowledge sharingvith regards to planning and developmemtasdescribed as facilitator and

was achieved through palmothian APP team meetingfhesemeetingswere used asin opportunity
to share experiences and progress planning in new areas and in the continuing development of
current roles:

WeXhave regular meetings on Tuesdalyat we all come together tX air any
concerns of any kind of recurring themes that are, that are building whether it bex
problems with just how the diaries have been built or whelpeople [are] being put
in appropriately oiX just being put irwith nurse practitioners instead of MSK APPs
MSK_L_17

Barriessto the development and planning oew models of cargvere reported as being the ability
to properly train staff and retain those staff within the service in order to@ad develop further
new models of careThis was echoed by another physiotherapy lead:

LOR alée a2Y$8 2F GKS (S& OKIffSyasa O2YAy3d ol
physiotherapists services, making sure that there are the right clinicians;aanichd
them appropriately, the time, the governance structures and so and so forth

MSK_L_02

Moreover,it is was reported by one lead physiotherapist that staff retentiasa barrier for the
development of new posts as similar posts within othealth boards weregraded at a highegrade
andbandingwithin the salary scale

In summary, many of the initial changes to the planning and development of new models of delivery
within primary care in NHS Lothiarere driven by the needs of specific failingaptices. The model
developed by these practices dhbeen a catalyst for change throughout NHS Lothian. Facilitators

had included the sharing of knowledge between advanced practice staff and physiotherapy leads.
Barriers hd been reported as issues regandithe training, recruitmentand retention of staff

during the planning phase.

4.3.2 Implementation

At the time of reporting implementation of GP APPs in NHS Lothvas within one GP practice. The
role was relatively new, with the first APP being establdive September 2017 (MSK_L_16) and a
second APP added in Januarl @gMSK_L_17). Was run in conjunction with other services:
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It is a, very much a joint project between [GP practice], Health and Social Care
Partnership and NHS 24Hours: so therare 3 major partners involved.
MSK_L 03

In a change fromew models of cargreviously reported, the hub model, described above, also
involved a trial of NHS 24-hours triage. Within this trial the first 100 calls to the practioerere-
routed and triagd by NHS 24 who diread patients to sekhelp on NHS inform, boekl
appointments with the irsurgery GP or bo&kl patients in with the appropriate advanced scope
practitioner (including APPs). After the first 100 patientdlswere then taken by the reeption staff
within the GP surgery whaere also able to book in with either the GP or signpost patients to
advanced scope practitioners (MSK_L_03). Within the aforementioned hub thémdwmbeen a
trial implementation of a nevCollaborative Working fdmmediate Car¢CWIC) team. This
multidisciplinary teanwas comprised of APPs, ANPs and mental health nursesasd
implemented alongside NHS 24tiours triage in order to allow fast signposting to the appropriate
clinician (MSK_L_16).

Besides the imigmentation of GP ARPintegrated back pain®hway APPs were introduced as a
triage service in order to move patients through the correct physiotherapy pathways:

4

LGQ& Y2NB | NRdzyR RALF3IYy24i
of management for them

A0a FyR oKSNB GKIFG @

MSK_L_14

Staff training

The initial implementation obne GP APP was staged over a period of time, which was considered by
key informantgo be advantageous to allow the new APP to shadow clinics and establish supervision
before fully taking on the role (MSK_L_01). Howefrem the APP perspective it was felt ththe

AYLX SYSydlF A2y LISNA-dpdentnkndbersimgi@adsdd qdickiaas did the eaSge é6f
MSKproblemswhich were treated (MSK_L_17). As such, i wegported that a longer

implementation period would have been preferable (MSK_L_17).

Contact and the creation of working relationships between APPs and GPs were seen as a crucial
component to the successful implementation and embedding of APPs withatiges. WithilNHS

Lothian, this involved building time into the GP timetable for discussion with APPs to allow for
GlidzSadAzyaéd FyR aadzZJR2NIé oa{YQP[ ynmo®d CNRY (GKS |
conversations during implementation and loxd:

They're always on hand like you can go and speak to them, you can go and pick their
ONIFAya | 02dzi a2YSOKAY3I 2NI AT @82dzQNB 2dzad y2i
be fairly easy to get them to come in to have a look at the patient whi@@@é 3I2G GKS
LI GASY(d GKSNB 6KAOK KIFa 0SSy ledahHudgee 3I22R &2dz
amount from that.

MSK_L_16
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Moreover, APPs were given direct training by dedicated training GPs who had no clinical caseload in
order to support thai implementation into GP practices:

We have CPD sessions with them twice a week you know clinical case, case study

discussions etc. so yeah so there is that support there that we can go and discuss

patients with them or we can take them to the, the sdrG#D sessions and discuss

them and then get them to put all the kind of areas of the multidisciplinary team could it

be more of a nursing issue, maybe more of a medical issue, they can kind of all put in

there, all put in a, an opinion which is, whicheally,really useful really helpful.
MSK_L_17

Patient engagement
Communication with the public around the early implementation of the advanced practice CWIC
team impactecdhegatively orhow the public initially reacted to the new method of sieerdelivery:

There was some press about the CWIC Team when it started. It was in the Edinburgh
9PSYyAy3a ySgao l'YRY AG gl ayQd LI NGAOdZ I NI & 4SS
OFrYS | ONR&aao® LG o6l a F0o2dzi L)S2dodtoS ' yR K2g GKS
2 KSNBFa Al srayQixoeoolL FStG (dKFG aKz2dZ RQOS o6SS
YR | OldzZ fftesx 0SOldzaS K StelingdaeidtOsebld | OG A2y &I
R2O002NKQ

MSK_L_16

Barriers to implementation

Barriers toimplementation were also discussed kgy informants The administrative logistics
involved in implementation of the hub model caused problems when establighiimgdiaries and
the creation of complex cross service communication. One physiotherapyuggdsted that:

What we really missed within our Hub, is like at®NRA Yy F 1 2 NJ F2NJ 0 KS | dzo GeéL
somebody to just take charge of the basic logistics, thieong, that sort of thing.
MSK L _16

Desire for a role which coordinated adminisixat implementation ohew models of caravas

echoed by management who reported that a band 4 coordinator would have freed up time to allow

the smoother running of other parts of the service. Conversely, those practices in which a service
manager was establa KSR RSAONAROGSR GKS AYLIX SYSydalaAazy |a |
AYLX SYSyGlGdA2y &adzOK GKFG AG FStaG tA1S GKS &ASNIDAC
Those staff undertaking APP roles often continued to work withtondary carghysiotherapy

alongside their advanced practice role and it was reported that managing both workloads during the
implementation phase could be difficult (MSK_L_03). One physiotherapy lead worried that new APPs

may not fully understand how different the wanced practice role would be (MSK_L_01) and the
implementation of new roles tdproven to be challenging:
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YodzQ@S 320G wn YAydziS FLIRAyGYSyda yR @2dzQNB &
I've got 18 patients in a full day so do you know all youyesded is 1 patient, 2
LI GASyGa G2 LRGSydAarftfte 32 atA3aKGfte | gNB I yR
R2OG2NJ 2NJ SaoOlftFrdS GKSY IFyR GKSy @&2dz2QNE OKI aAa
definitely, it's a much, much higher, higher level ofsd | would say ydinow and
much more pressure.

MSK_L_17

When we first started up we went into support a GP Practice that was in special
YSI adzZNBaxXAd gl a OKFy3aS 2y §afabapigr. OKI y3S | yRX
MSK_L_16

StaffAy (KS&S Ll2aArAdAz2ya ¢SNB bBohalidicahpesSite andvoldms & LJ2 & S R ¢
patients seen (MSK_L_0&)mpared to pressures felt withisecondary carghysiotherapy

The process of implementing appropriately trained staff was also rddfieult by the fact that staff
often had to pay for their own training required for the role:

Inorder to get up to that level there's a significant amount of training that you have to
do and unfortunately with being physios we kind of have to do ef ltitat on our own
MSK_L 16

The fact is they paid for their diploma course themselves. They paid for the special test
course themselves and, if they were to go on and do a Masters there is no specific
funding identified to do that. And, I$hi] G KI 64 Q&a GNRBy 3O L G0KAYy]l @&2dz
Ot AYAOALYya 2y GKS olaira 2F o6K2 OFYy FFF2NR AlZ
comfortably with me, at all.

MSK_L_03

The need for quick recruitment of staff despite lack of funding veas ss a further barrier to APP
implementation:

Saffing and probably funding to a certain extent as well you know obviously when

@2dzOQNBE AYLI SYSYdAy3d wX8 | ySg aASNWDAOS e&2dz wX8

FYR 3SG GKS OXBAYEST2ZNIMEEINRAGEHEBTINYRYOXB R2AY

YFYYSN) a2 GKFEG @2dzQNB wX8 FofS G2 3ISG dzlJ | yR

GKAY]l wX8 (GKS@UNB LINRBolate (GKS o6A33Sad oF NNRS
MSK_L_17

In summary, the implementation @&P APP roles within this GP practicBli#S_othian ha been a

projectthat involved a number ¢ advanced practice roles, GPs and clinicians from secondary care in

order to provide a completely novel way of delivering services. From a managerial perspeetiv
implementation of training for stafflthd SSy at 2¢ FyR YSIFada2NBR (2 | ff2¢
APP perspective the implementationtbkir role had been a steep learning curtkat had been well

supported by GPs and physiotherapy leads. Engagewi¢gh patients during implementation was
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difficult due to misinformation. Barriers to implementation included training and recruitment and
sub-optimal coordination of services.

4.3.1 Sustainability and Expansion

Expansion

Many key informantsexpressed thathe success of the APP service made it appealing to other
practices within NHS Lothian, and that there was eagerness to make the APP model available across
GP practices in thhealth board(MSK_L_03). This wagpanded uporby one physiotherapist who
reported that:

¢t KSNBQa KdzaS NBALISOG F2N) 6KS NRftS | f NBlReao
OSNES>S OSNE AYLNBaaAiAgSo ' YR L O Kwayitla Dt a | NB
slice of the action.

MSK_L_03

Thiswas supportedby anotter physiotherapiswvho believed thatthe rolewuldS E LJF Y R & F I A NI &
j dzA O4 K RGK (KS& NBLR2NISR O02dA R 2yfté 0SS aoSySTAOAL
22dzNy Seé¢d oa{ Yy[ (edafihidexgaksdn wak not@&ysomekey infamaiiswho

reported that some caution may need to be shown in expanding further:

L GKAY]l OGKSX®diKS LINRofSY |4 GKS Y2YSyd Aa
because everybody else is looking at another GP Practice under pressure, every kind of
it S LIASOS 2F GKS LIAS 2dzald yevathofitf@B L (KAY]
success.
MSK_L 16
Future expansion of the APP role was also discuss&dybinformantsdriven by their perceived
gaps in the service. One example given wasdjzric based MSK problems, a patient group which
some APPs felti#quipped to deal with:
L GKAY]l 6S KIFI@SyQi I yiArGOUdESR oSNNSy dzy ;a3 N0 S2 T
service2 S KIF @Sy Qi yGdAOALF 6SR (KS ydaddoSNI 2F LI SRA
y 2 (séenpaediat®d 0 SOl dza S (K % SD (R 2!ytQtiat sEIGNE v 210 X
where they can
MSK_L_03

However, soméey informantgeported plans to expand APP staff training to accommodate for a
wider range of patient needs:

WeQ NBentlal®/ §oing to be expanding to potentially doing sort of some paediatric
clinics in terms of musculoskeletal paediatric clinics and you kmawes colleagudjas
obviously identified the course that the 3 of us are going to try and go along to and you
know give us the training in terms of building up our competency tabte to see these
patients.

MSK_L_17
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Further expansion plans reported involved moving from a siptetice based model to a hub
based APP service:

A hub model whereyouwlaf RX Ay adSFR 2F LlzidAy3a +y 'ttt Ayl
put it into some practices and then other practices would go to that and then you would
have a mixture of grades because then you could have, provided you had the
supervision, you could have nieya [grade] six doing some of the work, provided they
were in the team. But, again, all linked into physio
MSK_L_01

Some practices had begun to expand into other areas related to MSK physiotherapy in primary care.
One practice had institutbthe creation of Exercise Referral Speciglists linked physiotherapy
with community leisure and third sector organisations as part of rehabilitation:

28 KI @S 9ESNDAAS wWSTSNNIt {LISOAlItA&GE SyLX 2e8
GKSe QNBA LISEBINIIAAEESTa G KSe OFy |RELIG G2 NBKFOAL AL
2dzat RSEAGSNAY3I (GKS LINRPINIYYS (GKIFIG GKS LIKe&aaz
use them as a link into Leisure, and third sector for, you know, be it Pass to Health or
a Sy Qail, of Whatever it is. And, | can see much more of a role coming for that
exercise profssional across physiotherapy.

MSK_L 03

Barriersto sustainability and expansion

Though the introduction of ARPas been reported as a fairly positive exdenpf new models of
care, barriers to the sustainability and expansion of the role were discusdesgl/bgformants
These themes included staff training and retention, pay banding, accommodation,iaadd3
concerns. These themes are discussed below.

1. Staff Barriers
Staff barriers were discussed kgy informantsn two themes: the training of staff and the
recruitment of staff. The importance of training for physiotherapy staff undertaking advanced
practice roles was reported by a numben@ly informants as beingcrucialto the ability to expand
and to sustain services:

CKSNBQa adAfft (GKS t23AadA0a Fo2dzi GKS ydzyo SN
could actually do the training for the people that are coming in
MSK_L_03

In orderto expand the service across Lothian it was arguekidyyinformantghat there neeedto
be a more formal seup with regards to training, so ensuring that ARRse trained appropriately
across the boardKey informantseported that there was a lack ektablished training across NHS
Lothian and, indeed, across Scotlawtiich hindered the growth of the role:

To be an APP you, obviously, need to get a certain level of physio training for certain
alAattasSia yR GKAy3a {QaNB IFXKAYWI aRkZE 4NQE NI &
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2F dzy A @ {2 AGQa YIeoS 3ISG0AypIoditkKdsdl F2 NB I NR
roles in future.
MSK_L_16
It was suggested byey informantghat advanced practice roles could be better supported at the
university level to ensure appropriate and coherent practice acrossgdcbtConcerns were raised,
however, regarding the ability ohealth board to fund all APPs to undertake a specific univeteity
module (MSK_L_01). Moreover, one physiotherapishiniNHS Lothian argued that much of the
current physiotherapy traininfpcusedon roles withinsecondary carghysiotherapy

/I SNIFAyte | 20 2F GKS dzyA addzF¥FQa OSNER YdzOK:
physio rotations type thing. Whereas;tually a bit more understanding of how Primary

Care works coming through, would probably help people
MSK_L_16

They further suggested the establishment of a dedicated APP training programme in an educational
institution, similartothe exist ! bt G NJ Ay Ay 3 LINE 3 NIpaohgle hddegot KSt LI G 2
therightskillsets o0 a{ YW[ wMc O Z | f 2 lpdmiijoBIK XA 2 SK SAMWIRISING & 3 A §
internship (MSK_L_17). Moreover, specifically tailored physiotherapy modules would alloglehe

to expand safely:

LQY R2AWBRNOIYV2YWWLINEEAONAOGSNI GNI AYyAyd6 2dzald y2o

¢tKSNBEQa 2yS Y2NB LKeaA2 gAGK | NBALANI G2NEB o

So, | had my exam yesterday and it was all very mubldn® f SRX y dzNBS RNRA BSyY

really apply tome inprOG A OS & { 2 Dke vitheréi tKelnyfde he$ boPtheif ANP X

training type programmes, where they go through their Prescribing and their Clinical

Decision Making, and they do lots of differertdules and then come out with their

ANP at the end of it. Maybe so& A y 3 f A1 S (ipkysid spécific, thatwayh (i Y 2 NB X
MSK L 16

One physiotherapist argued that without considering the development of new models of training for
physiotheray staff about the APP role, the role could not sustainably expand:

Rally the challenges is going to be around sustainability of the services, making sure

that there are enough, appropriately trained, physiotherapists coming in to do these

roles,andthda (G KSXPa2NI 2F GNIAYSSAaKALI FyR | LILINBY G A (

2y INB | LILINPLINAIF GStfe RSOSt2LISRE (GKS Fdzy RAYy3IQa

adFFF Oly 3SG G2 GKIG fSo8ienge. L GKAY]l OGKFGQa
MSK_L_02

Futher barriers were identified in the recruitment of appropriate staff into the APP role.Kegye
informant questioned the sustainability of the APP role if staff could not be attracted to take on
posts within physiotherapy:

LQ@S y2iA OS Rntrgdérthiiwe had a tddBpordkyipand B fost. We had 2
FLILX AOFYyGayYy 2yS 6AGKRNBS FyR (KS 20KSNJ RARY QI
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NBEONHzA G 06SOlFdzaS GKS GAYSa GKFdG GKS dzyAGSNBAGA
band 5 level before. A2 X L GKAYy] UGKSNBQa &a2YSUKAy3 Ay (F
Government and the universities need to take on about training more students

MSK_L 03

Concerns were raised tey informantsabout the appointment of APPs in primary care removing
physidherapists fromsecondary carphysiotherapyand thus leavingecondary car@hysiotherapy
AYlFRSljdzZ 6§Ste& aidl FFSRT 2 ywsdohifhavé backflitk @adefthallh & § NB LI2 NI
demand (MSK_L_01). This was also reported by a physiotherapy leackiidwed that the

introduction of APP rolesmustieéi NI ¢ S3A O f f & (K2dZAaAK{G 2 daiS IR2R/ A2 2 N
rob Petertopay Pdué¢ | yR G KIF (i LIK@ &uid2oitiiue Miwbd@longsidesecoiBlafySa O
carephysiotherapy(MSK_L_02). Remowdltrained staff from the core physiotherapy service was

also reported to have ongoing issues for the expansion of the service as it had the potential to

impact waiting lists and remove support for staff advancing through the service (MSK_L_16). There
wasalso a similar concern for APPs who felt that they may in futoeeequiredto cover APP

shortage in other practices, leaving their current practice understaffed:

If we start taking peo@® 2 dzii I Yy R &l drdnttHe hub auyifo otd&r2 LI S X
practiest YR AT 6S &0 lladMdgerXa 2ISRANAzKI § KSYy K GKAYy| GKI
probably going to then start to struggle to deal with the demand that we've got here

MSK L 17

2. Funding
Manykey informantsstated that funding was a key issuw Sustainability and expansion of APP
roles. The source of the funding was often discussed as a key issue, and it was stateddhiat
have tobe decidedwhether APPs should be funded by primary care or secondary care:

It would be the funding of itiold K G K I G ¢ 2 dzf R if weéhadifa@ngtINR 6 f SY X
would be fine, but at the minute | would say it's put a hpgessure on the physio
serviceX a2YS 240 GKS AKAFAO 2F OFINB Aa y2G aSyRAY
paid forby the primary caré® dzR 3 SA(0KU &X (0 K I (i otinKbugget, itByoura L 14 a y
budget.

MSK_L_01

Furthermore, one physiotherapist shared particular concerns over what the funding options would

be when the transformational money comes to an end and, as such, hewduld impact on the

fA]1Ste adzailAylroAfAGe 27F O(nke todtdyNamghObodt I Re IAAI | NE
couldbecome the case that the responsibility of payment for &R&uld shift to the physiotherapy

service; a shifthat the servce could not meet (MSK_L_03). Conversatg APP stated that APPs

were more cost effective than GPs, and that this should be a consideration when deciding on future

funding (MSK_L_16).
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Additionally, the short term nature of the current funding for APRs stated as a barrier to
sustainability and expansion. Managers in lead roles stated that it was often hard to hire staff due to

0§KS OdzNNBy G G SYLR NI Niobogywil tN&a p2rihanénKpBst fk terGporarsi A y O S

post T A Y LI O Ntytd exgayd the Kevicd appropriately (MSK_L_01). Furthermore, the
temporary nature of funding hdileft some physiotherapists feeling that the servigas in limbo,
g1 A ( Agéthacktd notmal | lyaR stéff to actually see the patieat@ISK_L O

3. Pay banding issues
APP managers raised concerns about issues around pay bandingwigintiprevent them from
sustaining or expanding the service. Often within Lothian, APPvatedfpaid at band 7 level and
soonleft the role to take on higher payinr§PP posts elsewhere:

WeQ@S GNIAYySR GKSY |ff a2 ¢Sttt GKSeugsS 3A2yS
have seven band seven paosts
MSK_L 01

Being unable to meet the same banding for similar posts mtwt many membes of trained staff

had taken up jobs in othehealth board where they ould benefit from a higher pay grade for the
same job. This links findingsreported earlier with regards to a lack of homogeneity in theP role
and related banding.

4. Accommodation
The availability oppropriate accommodation to house ABfhsultationswithin GP surgeries was
reported as a concern by makgy informants It was stated that APPs nestiparticular equipment
within treatment rooms to allow them to function in their role correctly andttttsis was not always
possible in the current GP practices where APPs are embedded:

AGQa LINF OGAOIFE GKAy3Ia tA1S> @2dz {y26> ¢S ai

FR2dza G 6f S Lyf2Aly 0KZY ¥ YR  Alykndive e dtier@soukcesS a @ X
GKFd 6SQR KIFI@S (2 GKAYy1l Fo2dzi K2g ¢S 3ISH
'y SldAatGezs 06SOlIdzaS @2dz OFLyQd ¢l t1 FNRBdzyR ¢
of your spine and your back and alétpatient information leaflets.

MSK_L 03

| spent time, pretty much, trying to chase a GP who could give me a tendon hammer

0S0lFdzaS L ySSRSR (i2 OKSOl a2yvYS2ySQa NBF¥tSE
f23Aa0A048 AT @&2dz Lidzi a2YS2y S Ayfithor t N} OGAOS

purpose
MSK_L 16

L 1SSL) ONRYy3IAYy3T dzlJ 4KS A&aadzsSa GKIG 6S R2yQ

LX I OSZ FTYR 6S R2y QG KI@S Fyeé 2FFAO0S G2 R2

MSK_L_14

Moreover, the availability and suitability of tmeoms themselves was also raisedaamncern:
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ohyS 2F GKS LN} OGA0Sa8 RARyQl KIFI@S | NB2Y F2N
2y ¢dzSaRrRl &o LiQa G4KS NR2Y GKS YARGATFS dzasSa
internal examinationsandthy 3& f A 1S GKI G FYRAYKEBYQ®H SONBESAS
W2 KIFG Aa GKIFGKQ

MSK_L_16

Despite this, staff reiterated the importance of remaining within a primary care seiiRgs agreed

0 KI G drek@es hatdoneedtositwithinaGPpregti (12 Fft2¢  Of SIFNJ RAJA
role of the APP and the role of tsecondary carphysiotherapist and to remain available to the

patient in a community setting (MSK_L_17). The availability of appropriate accommodation

continued to be a barrier tahe sustainability and expansion of the role.

5. ITsystems
The functionality of the IT systeraencerned mangey informantd Y R A G 6+ athk SAaONA 06 SR
biggest barrieroftheld ' Yy R 'y | NBI ¢ KS NBat thity dal cheallji Sr&oddLIA 3 G &
(MSK_L_01). In particular, the need to adapt existing GP software to suit physiotherapists appeared
to be particularly challenging and one physiotherapist reported that utiligiegsP EMIS system
¢ | a nightmares, which signified a clear issue movingvi@rd with the role (MSK_L_03). The
unsuitability of the system for use by physiotherapists was reported to impact both on the time
which APPs have to treat and manage patientsasd for an APP to work with patients ass a
cluster of GP practice®©nekey informantstated that a solution to this problem would be to have
the ability to share the data between GPs and physiotherapists, but realised there would be issues
with privacy and data ownership:

| think, the ideal scenario would be that you coudtl @ccess to all patient records, from

any Practice, from wherever you were. But, we have to then think about who owns that

data. Does the patient own that data? Does the GP Practice own that data? What

rights do you need? Hov | NB @& 2 dz daflyAdb that?i Pobi knavK dio ol plug

G2 SyYyRa 2F | O2YLMziSNJ a2adsSy Ay (G23S0HKSNK L
MSK_L_03

Insummary, the expansion of the APP roleiieeen considered in a number of ways including the
rolling out of the newmodel of careacrass more sites within NHS Lothian. It was also reported that
the role could also become part of further new modelsafeas part of multidisciplinary teams.
Barrieisto sustainability were also identified and included staff recruitment, training and tieten

This was reportedly exacerbated by funding issues whereby short term contracts and funding made
it difficult to attract staff to advanced roleShe grading and banding of APP rolesalso reported

as a barrier to expansion and sustainability simaged APPs were leaving NHS Lothian to take on
the same position at a higher banding within otleralth board. Accommodation further impacted

on the ability of APPs to sustain the service as provision of space to carry out the role, and
equipment to poperly manage patienta/ere often said to be unavailable. Finally, IT was mentioned
as a furthembarrierto sustainability and expansion of the APP post as the lack of cohesive IT systems
meant that APBwere using services not set up to meet their demsuaahd highlighted that there
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were issues around data sharing and information gathering between sgstemch impaced on
patient care.

4.3.2 Impacts and outcomes

Impacts and outcomes for the service

Impacts for the physiotherapy and primary care serviceswl&cussed positively, and it was

reported anecdotally that the introduction of the service had a positive impact on the healthcare
service as a whole. Often, the ability of specialist ABlsh as spinal APRe)treat patients was
reported to beassocated with a decrease in onward referrals to secondary care, both physiotherapy
services and orthopaedics:

[In the first practice] the drop in secondary care orthopaedic referrals was 49%. Yeah,
GQa GKS KAIKSad Ay [ 20ikukethatalto [the PPlwho R2y Qi G K
GFNISR Ay {SLIISYOSNI 2F GKIFG &SI N® ¢KIFGiQa YI
aS02yR LINY OGAOS6 R2dzof SR Ay ail So LG 6S0OIYS
their extrapolations for that month but their rexfral rate, | think it dropped by about
H2 @ {22 AG RARYQlU OKIy3aS RSaLAGS GKS FI 00 GK
on their caseload. So, there was an intervention thieat¢ tnade the difference there.

MSK_L 03

D¢ >

These impacts othe physiotherapy service, as driven by changes in primary care delivery of MSK
physiotherapy, were also noted by R&vorking in theGPpractice who believed that onwards
NBFSNNI f KI R RBotRovdriSeRastdyéar or&o YoRaa{ Y, giihowigh aigporting data
was not shared with the research team

Similarly, attendance at A&E for common MSK complaints also appeared to be reduced but that
information on this was not fully evaluatdry physiotherapists

We expected that we would be referringmare ! 9 9 @ 2 SXIYyRxE OGKFG o1t a
thought that we might have an impact on them. Very, very early indications are that, in
the last 4 months, there are patients arriving at A&E that are attached to this Practice
and formerly to the other Practice, Fav R NP LJLIS R @ {2 AGQa SIFINIeé RI
showing the revise of what we were expecting.

MSK_L_03

This led to a belief that those people who may have presented to secondary or emergency care were
darriving in Primary Care whenthéyK 2 dzf R R2 | YR UGUKSNBEFTF2NBE GKS@QNB o
needing, or not desiring to turn up at A&EISK_L 0B This aligned with reported initial concern

that patients would wish to be referred back to GPs after appointments with APPs, but this did not

appear to be the case:

I f20 2F GKS A Y-BvolgeShe BBunlgsa iherehhsddeyl sbmeihthg NB
that we need to escalate back to the GP so it's definitely woidginte well within that
team.

MSK_L_17
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The ability of the patientto see APPs instead of GPs for MSK related issues was anecdotally said to
reduce the number of prescriptions given to patients:

I would say | saw 10 patients a day. So, | think | went first week without actually
YSSRAY3 (2 Fal 7T2dddusd &ONK LJI OF i I YNBARANXD S |
X0SOFdzaS A0Qa y20 LINIL 2F Ye aiAirfttasSiz AdQa vy
LINBAONRLIGAZ2Y @ LOQR 3IAGPS 20KSNI I ROAOK 2y (GKAyYy3
looking for anything else.

MSK_L_16

This experiencevas corroborated by another APP who repedtthat before the introduction of the

APP role patients would most likely have visited the GP and been presatidedA y |stkafglit &NJ &
thebat odzi GKI G (e08PPYtS 6y a NEnbeSof differen? tieatment methods before
offering pain relief (MSK_L_17). It was suggested that this reduction in prescriptions empowered
patients that attended appointments with APPs, and likely resulted in a leleger reduction of

burden for health services as a whole:

It's definitely given people you know empowering the population to give them the, the

lifestyle changes and the advice that they need to try and deal with that problem and

eventually prevent it from becoming more abarden orthe NHS further down the line.
MSK_L 17

Impacts and outcomes fastaff

Outcomes for both GP and APP staff were framed positively during interviews, one lead

physiotherapist describdy S ¢ ! t t exciletE T F 012&zia dzy R$ NIl dhjpfiR@ ay S 6 NER
their progressioh 0 SOl dzaS GKSNBE 6SNBE LINB@A2dzate y2 LkRada
they were now working (MSK_L_01).

A positive impact noted by physiotherapists and GPs was that GPs were able to offer more time to
patientsby expanding their appointment timgueto a decreased MSK workload GP appointments

had moved to 15 minuteis one GP practice ¢ KA a I f f 2 ¢ SR chiokiSlonggrm (2 RS/ €
conditions as standaed 6 a{ YY[ yno 0 d® a2NB2 ISNE elfesd that APPs NEO2 Jy A 2
offered a specific skiflet which was complimentary to the delivery of primagye in GP surgeries
(MSK_L_03):

If I'm seeing 18 patients in a full day and MSK_L_16 is seeing 9 in that morning then do

@2dz 1y2¢ (KI G Qikrl¥sit'd K Ipali€dts yol codild2og taking offlafl-GiPs

82dz {y2¢ R22NRGSLI a2 GKIFIGQa AdUa | Kdz3S3T AdUa
MSK_L_17

The close working relationship between GPs and APPs was seen as a positive influence on the

success of the AProle and one physiotherapist noted that the relationship between the two was
Greallygood Sa{ YY[ Ynov®d CNRY (KS !tt LISNELSveA DTS (KAZ
thingto forward @A GK oda{ YY[ YMTO®
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The close working between GPs and APPS haweas not always well received by other staff
within the GP surgery. Some reception staff were said to be struggling to adapt to changes in their
role, including having to signpost patients to GPs or APPs:

Ore of the wors{challengespignposting fromkS NB OSLIJiA2yAadaed {2 GKIG¢C
that's been a long, hard battle. That's been a whole pile of wasted appointments,
unfilled appointments, lots of things, but I think that's been more Xfagistical
problem.
MSK_L 01

Outcomes and impacts fgpatients

The introduction of FPOC APPaswaid to have been welkceivedby patients visiting the practices.

This was measured through patient satisfaction surveys, where the results were largely positive; 91%

2F LI GASylia O0OSAYINBAGKIENIAPAISROA B AuBKRoing®E Wo At Al e
from the APP (MSK_L_01). Similar results were reported by other physiotherapists:

. 2dzOQNB f221Ay3 G yn LI dza LISNOSyd 2F LI GASyYyda
CKFiQa y2¢ b MFIAL 0D St ireruei$ of one of the GP Development
offices to include the whole journey through from the point that they call up their GP
t N} OGAOS &a23 AlGQa y2i 2dzald | o2dzi owkatd 2 dzNJ Of A
happens in the jorney.

MSK_L 03

The patient satisfaction was also observed by APPs during face to face appointments with patients
gK2 NBLRZ2NISR (KIKILIKAIEYyaGAOH dziB | NSRe @NB  LJdzd G A y 3
GKS@QNB ISGOAydE 6 alf M pyc YDy d RRAGA2y I ff& 2y S 1t
f SENYyAYy3a OdzNBBS KI R 2ad&Sily IMKE yNES [AE2AYESI0RARRY i KOIADG @ F
get better makes a massive differeace 6 a { YY[ ymc 0 &
Patient satisfactionvas reportedto be lnked to the reduction in primary care waiting times for
patients by the introduction of the APP service, and there was high uptake of these appointments
sincedif they come into the Advanced Practitioner the waits are certainly a lot sh¢gM&K_L_0R
The ability to see patients earlier without the need for lengthy waiting lists was said to improve
outcomes for patients:
L GKAY]l A0Qff LINBSOSYld OKNRYAOAGE 2F GKAy3a o0S
GKAY1 A0Qa o0Said vanephditivdaditiaSyvick ackesdtditheSight A 1 Qf £ 06 S
GKAYy3a G GKS NRAIKG GAYSO tswith@Kersiei A GQf € YIS
through time
MSK_L_16

CKAZ 61 & adzAlLI2NISR 08 | y2GKSNI !ttt cankrdkeNBgel2 NI SR

differenS ¢ | a 2 LJLJ2 & Sitihg dna waifinglist © geie 4 physio RdzZNA Yy 3 g KA OK (A Y
condition becomes chronic (MSK_L_17).
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In the integrated back pain pathway APPs, it was reported that patients who would traditionally see
GPs fordmbar spine issues would be routed to their service instead. This helped prevent the need
for them to be referred straight to secondary healthcare by GPs. Instead, they were referred to the
LI Kgl & !ttt asNjatedfowank deding thik @EntListike right person at the

right pointin their journey 6 a{ YW[ ymMn O @

However key informantsalso identified negative aspects of the introduction of the APP role for the

patient. These were predominantly due to patients having to adapt to changbe iway that the

GP service operatk for examplehaving totell receptionists a little about their condition in order to

be signpostdto the correct clinician (MSK_L_02). Physiotherapists also regtrat:
WeQ@S KIR LI GASyGa 32Ny 3 yiR2 (MY AgNR EA) (f2AIS |y
OKIFy3aSR (KS g2NRAY3I IyR ¢S y2¢ OFtf GKS /2L/ X
| tAYAOALIYQ 2dzal G2 GNB FyR ait2L) 0KS LI GASyd O
y20Xoy2iG ¢2N] Ay3 [ha/MNiNIsdes with gatentd adivingath@ NBE & 0 A €
gNRyYy3 f20F0A2yX L GKAY]l &a2vY$8S 2F GKIG Aa NBO
gKSY LI GASyGa arexr W2kKIG R2Sa a{Y YSIyKQ !
the knock on that thahas.

MSK_L_03

This change in cultumrasreported as a significant change for patientdich involvel both
education of the patient population and better communication between physiotherapists, APPs,
advanced practitioners and patients.

Similarly, paents using the integrated back pain pathway APP service were said to be uncertain
about how the service operates:

2 KFG LQ@S F2dzyR 2y (GKS gK2fS Aa GKIFIG az2yS$sS LIS2
unsure of what the purpose of the appointment is
MSK_L_14

Overall, the introduction of the APP rales reported to havédnad a positive effect on the delivery
of primary care both by reducing the number of MSK complaints presenting for GP appointments
and by reducing the number of needless refertalsecondary car@hysiotherapy. The advanced
practice role hd also been reported to be reducing the rate of needless prescription for MSK
problemsthrough advice and triage. Staffere positive about the role and appreciated the
challenges involved in estlighing a newnodel of carealthough aspreviously highlighted within
this report, the implementation period could have been longer. Thid been helped by close
working relationships with both GPs apldysiotherapy leads. The servias reported to hae
been generally well received by patientsthey were able to see a clinician more quickly when
acute problems preseert. Negative experiences of patieMere reported tohave centred on
adaptionto achange in culture in how GP surgenweare run.
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4.3.3 BEvaluation

Evaluation of the APP service was carried out through several different methods. This included
internal audits (MSK_L_01); flash evaluations (MSK_Linfdnmal spreadsheets produced by APP
(MSK_L_OMSK_L_l1and MSK_L_Jd4questionnaires (M& L 03MSK_L_16MSK_L_17patient
volunteer feedback (MSK_L_03ahd employment of an NHS service (quality improvement team
QIT) to formally evaluate data (MSK_L, OISK L 16VISK_L_17).

The need for evaluation of the APP service in NHS Lothian padae across the Board. One
pPKeaA20KSNFLA&G NBLR2NISR GKIFIG aNRodzald | dZRRAGE 2°7F
the effectiveness of the seige and to ensuréealth boardtargets were met (MSK_L_01). Another
physiotherapist repostd that evaluationwas carried out by collecting data on:

Footfall wecountb ! &> ¢S O2 dzy (andavielso pelichaheadidedadse y X

$SQ@S 320G | ASNWBAOS tS@St FaINBSYSyid (2 YSSix

GKIFEIGXK2¢ YIye | LIHRidggdchinkeksdathatl Saf) Make sBre we

meet service levelhNS S Y @e/stiarted off with the sgpadsheet, the outcome data

& 2what did the patient come in with? What did2 dz R 2 K 2 KSNB5 RR R (KSe 13

you prescribeB A R & 2 dz A & aXWfas it-escaldted ithiyl aiCSWXBervice? or,

was it escalated to A&E? S0SQNB (G NRBAYy3I G2 OF LJGdzNBE (KIF G
MSK_L_03

Onekey informantfurther stated that this information was liketp be useful to other APP services
operating in other Scottishealth board, giving an indication of how the APP servine isself as
fitting into the overall healtbare landscape in Scotland:

{2 K2LSTFdAte 6SQNB Ay | LRaAGA2y G2 FSSR Ay
Scottish national reports with saething a bit more meaningful
MSK_L 03

It was also argued that thexistingmethods of evaluation were incomplete without the use of GP
practicedata:

The trouble with all of this is, you know, GP practices don't collect figures. We really
struggke with actually pricing this and looking, you know, what would we actually save,
what are potential savings, where are we saving? You know, we're saving on pharmacy
Fa ¢Sttt 6SUNB al gAy3d 2y NBFSNNIfta G2 aSO2yRI
isvery difficult to obtain
MSK_L_01

In summary, the evaluation of the introduction of the APP rolé lbeen carried out in a number of
different ways by looking at available figures collected by APPs, collected by GP practdasing
filtered down fromsecondary carehysiotherapyEvaluation of the servicevasseen as crucial to
implementing a successful servitet couldenthuse APPs, patients, GPs and funders alike and give
a better picture of how the rolevouldfit into wider models of kalthcare delivery across Scotland.
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4.3.4 Deprivation and Equity of Access

Key informantsvere asked their views on the effects of the introduction of the GP APP services in
NHS Lothian on deprivation and equity of access into primary healthcare seroicesstted that
deprived populations were better off as a result of this service due to decreased treatment burden:

Q2 0 GA2dzaft & | oOoF NNASNI AT @& 2ide@niBotal- @Ay3a 2y | OF
C NB S LIK 2 y SButyinlzyeorthd adcess should & i G S NJp LiQa Y2NB f 20l
y2dz GKAY]l GKIGAF2UKE8&KANDtYIVyEASRXIYR (KSeé R2YyC
{ SO2YyRIFNE /IINB YR GKS@QNB YIylI3ISRE (KS&QNXB vy
work to go and see a consultant potentially to be offwdre 6 S G 2f RYX W2 Kl G @&2dz
LIKEAaAz2Q

MSK_L_03

However, othekey informantsstated that the service need to focus more on reaching deprived

L2 LIzt F GA2ya Ay (GKS ¥ dzi sebld@enomit baskgraiadt 2 | ¥ R3S N& ii K § RJ
deprivaion factors, impacatd on the ability of patient populations to engage with primary care

services (MSK_L_02). Grey informantbelieved that the role of the APRouldlead to more patient
empowerment:

The diffiOdzf G & L G KAy Lthink frSrikis icaRO S NBSIRyTR 8RS £ G K A G SN
patients understanding what it is that they can receive from the services. So, the uptake
into physiotherapy services from certain socioecorambups is very challenging.

MSK_L 02

The APP rolevent some way towards giving patients the tools and knowledge to access healthcare
where they fédt that it was appropriate with an ability to signpost themselves to the correct services.
It was reported howeverthat this involvel work from GPs, APPand physiotlerapy departmengto
work out how servicesarlld bestmeet the needs of population groups. Despite some different
views on whether all groups within the populationsre being reached, there was some consensus
amongstkey informantson improved equity of ecess to services in the test sites, particularly access
to GP appointments, not only physiotherapy:

¢CKS 2NIK2LI SRAO RIGF &adA3Sadasz nghtplac&l G & 2 dzQNB
at the right time.
MSK_L_03

One informant noted thapatients with poor health literacy were helped by the introduction of their
service:

CKS@QNBE KI@Ay3 G2 O2yiGAydzftte NBGdNY (2 0G§KSAN
secondary care referral, these are barriers, which people who are generally, you know

more deprived people have poorer health literacy, or poorer patient activation scores
GKSy ¢S 1y2¢ UGUKFO (dKS@& 2F3GSy R2yQd 3ISU UKNPRdJA3
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MSK _L_14
Key informantsalso note that the role lmughtdmore equity of access A Y ould Ke2see® by the
GP, not only by opening up GP appointments for-M8K complaints, but also by increasing the
opportunities for those with longtanding MSK complaint8 06 S a4 SSy dsoppBsedjtalzi O1 f &
having to wait for a significant number of weeksomseed o a{ YY[ ymMc U @

Overall, it was reported that the APP roledreapositive effect on deprived populations since faster
access to primary care serviceglliigeen noted to have a positive effect on the likelihood of patients
attending appointments. lhad also been reported that the APP ral@s thought to have positive
impacts on equity of access by allowing patients to be seen lguitierefore reducing the chaerc

for MSKproblemsto become chronic.

4.3.5 Summary

In summary, vthin NHS Lothian thplanning and development of new models of care was driven in
some practices by the needs of failing practices, so presenting the opportunity to deliver primary
care inanovel way. The implementation of advanced practice roles was undertaken with
collaboraion between GPs, APRshysiotherapists and clinicians from secondary care to implement
a robust service where possible. Opportunities for the expansion of the APP thieba

considered across NHS Lothian but barrieihaluded: staff recruitment,raining and retention;
problems with comprehensive and long term funding; uneven banding for advanced roles when
compared to othehealth board; lack of suitable accommodation and; a lack of coherent IT
systems Despite these barriers ¢hAPP rolavas reported to havebeen generally well received by
patients, enjoyed by stafnd supported by GPs. Early formal evaluation of the roterbportedly
corroborated these finding. The APP ralasreported as having the power to impact positively for
more deprized populations and increase equity of access to physiotherapy services &thalligh

this has not been formally evaluated.
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4.4 NHS 2MATS
In order to determine how MAT®8as being utilisedn innovative and new ways from how it was
originally designedthe research team asked a broader range ofikégrmantsin NHSHighlandand
NHS Lothian to comment on their experiences of using the service alongsidaou®is of care
This information was supported by speaking to two kdgrmantsfrom the NHS MATS service
around the implementation of newuealth board into the service and plans foew models of care
that impact on the delivery of MSK physiotherapy in primary
care.

Figure 4.5. Map of NHS locations utilising
MATS service

NHS 24 MATS is a telephone helpline and trii
service offering support and advice to peop
experiencing MSK issues. This service operi
from 9am until 5pm from Monday to Friday, wit
calls operated by trained advisors. The serv
began operating in 2010. Between January 2(
and July 2013, 41,764 prospective patier
contacted MATS and completed a protocol bas
triage tool over the telephos, 79.7% of which
were treated with seHmanagement.

Use of MATS within Scotland is on a per Hes
board basis and had, as of May 2018, be
implemented in 10 of 14 Health boards with Nt
Western Isles, NHS Shetland, NHS Orkney and #
Greater Glasgow &Clyde not using the servic

(Figure 4.5).

Although many key informants reported the usé MATS as a transformational change, it was
originally established in 2010. This chapter focuses on innovative and transformational ways that the
MATS service was being used in primary care; in the two deep dive case studies and more generally
across Sctdnd through interviews with key MATS stakeholders.

4.4.1 Planning and Development

Much of the planning and development of the MATS service was outlined when the service was first
established in 2012 and the format and structure of the serviakrita changedsignificantly ,

except to expand to take on additionadalth board (NHS MATS serves 10Hehlth board at the

time of this reporj. The focus of this evaluatiamasto establish how MATS Hdeen implemented

by health board to delivemew models of cie in physiotherapy within primary care. As such, the
planning and development of the everyday MATS service was not a key consideration in our
interviews. NHS Fif@as the most recenhealth boardto start to use MATS ansas due to be rolled

out in June R18.
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4.4.2 Implementation
One keyinformantfrom NHS MATS discussed the way in which the semdsémplemented within
new health board from early conversations betwedealth board and their Scottish Government
Lead. These discussionsre held at a seniolevel in order to determine thiealth boardéappetitet
for the service before exploring the benefits and, finally, engaging more fully in discussions around
how the service could work locally (MSK_M_02). Thikatso been the experience of bringing NHS
Fife on board:
CATS: (KSeQ@#S 0SSy (AYyR 2F f221Ay3 i GKAA
322R LX I OSs (KSeQ@S R2yS | 24 2F GKS g2N]J

F2
i K
Sy3alrasSySyid ¢gA0GK Dt a SGOP ajverygbdOflatzto f & (1 KSe& QNB
Sy3alr3aS gAGK dza YR KIFI @S 0SSy NBIffe FNBY GKS

AliQa y2i 0S8SSy | 02YLX SE LRaAdGAzy G2 3SH 2dzNBS

GAGK GKSYS (GKSNBQa a2Y$S 2iKSNpdmedtayicBa G KI

linkage is pretty good.
MSK_M_01

It had therefore been the intention of MATS that implementation should be a process wizEsh
organic and utied a bottom-up approach:

[The Scottish Government Leadksjd of taking it from the sort of a, kind of driving

02002Y dzLJ +a ¢Sftfsx a2 AT GKSNBE I NBE aSNWAOSa

Kl @
dzy F2 Nl dzy 6 St e odzi GKIGQ&a Y2NB LI LISNB2N] | YR

l.".l

fA1S G2 0SS LINIL 2F GHI O2¥SAKSB8AN GKIGZokdz WPPR 4
Ffaz2 2y (GKS OFNRa +Fa ¢Stftd 2S5SQ00S 2dzad adlk NISR

{22 GKS@BQNB 2y (GKS OFNR&a a ¢gSttsx IyR Ffaz
I NBlFa WOl dzaS 2& QhRIdiAt @S ANS 10 | NEStie Ay GA2y L €
MSK_M_01

Through provision of resources such as posters and leatfhet8/ATS service aied to support new
health board as much as possible with the onus on individheallth board to develop, implement

akK

~

a .

and run the service locally to alldvealth boardd (G 2Ayo § dJ2aAdGA2y (GKIFIG GKS@& QN

integrate and engage withtheservibkeé o a{ YYa ynmo

However, mplementation of MATS tikbeen poorly received by some physiotherapy clinicians, due
to misurderstandings over what the service could offer and how it would be run:

[W]e always thought that MATS was to give people information and advice, so that they
could start treating themselves before they came to see us. But we thought that the
physiotherap a4 ¢ SNB 3I2Ay3 G2 o

G2 0SS OFftft 2LISNIG2NAO®D l'YRZ L GK2dzaAKG GKIFQ

S IyasSNAYy3I (GKS OF ¢
Yl

assertive enough. And, | tried. Andyéts likeK A G g1 & 2dza dXAdG o1 & | LI €

appalling! It was so bad it was funny.
MSK_H_03
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From experiences reportdaly key informantsthere appeaedto be a divide in opinion on the
implementation of the MATS service between physiotherayasd GPs. For example, one GP was
very supportive bthe service and reported that:

| really think it's an excellent system. So were we wary at the beginning? Yes. Did we
lack trust in it? Yes. Did we quickly learn that it was good? Yes, because itis. So it
works, we observe it to work.
MSK_L_07
This disparity in opinioracrosclinicians andhealth board mayhaverelated tothe expectations of
implementing the service within particulareas

LGiQa Ffyzad tA1S éKIFIG GKSe& wa! ¢{6 (GK2dAKG GKS

servicewag NB O2YLJ SGiSfe RAFTFSNBYy(d dGdKAy3aIZaxXL R2yQi

form of selfreferral. | think it was introduced as a way of giving patients information

butup hereitwasusedassBIlS F SNNI f YR AGXAG RARY QU 62N] o
MSK_H_03

AlternatvSt 82 | Dt Ay bl { [ 20K fotmygl trihgs syitedili SoRa { GYKYH[ (g niTKOS 8A
place before MATS and, as such, implementation of MA@Pdsitively impacted on the number of
MSK relategroblemsbeing treated by GPs.

In summary, he implementaton of MATSvas intended to be a bottorup process of service
delivery driven by the needs of thealth board This process allayd the Board to take time to
develop the service, implementing it through engagement with MATS and support in terms of
literature and signposting media for patients. Having a Scottish Government Leadaslalso a
physiotherapy lead within bealth boardwas intended to help address any concerns regarding
implementation and running of the service and allow better feedback whemg#were not
working. It ha been evidenced above however that MAT& not always well received by
physiotherapists, in this evaluation this was particularly evident within NigBlandwhere MATS
had replaced a paper setkferral system which was repmdly working well. GPs on the other hand
appeaedto have a more positive outlook with regards to MATS and reported that they felt the
system worked well at reducing the number of M@Kblemsthat they treated.

4.4.3 Sustainability and Expansion

Keyinformants from NHS MATS believed that the service was sustainable but that the service would
have to develomew models of caréo meet the needs of the population. It was noted by one key
informantthat:

Wedo what we do pretty wél th¢ Boards are absolutegngaged, our partners are
very engaged with that, as are the expert panel who do all our sort of clinical
governance and clinical changes within the service. So, both those key stakeholder
INRdzLJA | NB Ay @2t @SR Ay (KSz3ZalveykednkdS a SNIWA OS AY
develop the service further and understand how we can, how we can move things
forward a bit.
MSK_M_01
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It was recognisechowever, that the landscape of service deliverydhehanged since the service was
first introduced and, a such, theravas a need to be aware of the many ways in which patients
might wish to interact with the service tfwasto continue to grow and to develop to meet patient
needs:

LiQ&a @S NEsizefitizallknodel atthé Sioment. So, | think it reetxibe a bit

Y2NB FftSEA0fS 2dzald a LQ@S (2dz0KSR 2y LINBJA 2 dz

AG OFy NBFTFSNIAyYyG2 FYyR RANBOG LIS2LX S (2 GKIG

GKEGQa Fy 2 LN AdRI (B diofiddia aBihadoesh | F 8 £ A
that well, but actually whatels®2 dzf R A G R2 6AGKAY GKIFIG a02LISKQ

MSK_M_01

In speaking to both keypformantsfrom the MATS service it was clear that therere many ways in
which the current service could develop flaer. One such suggestion was the expansion of the
service to allow call handlers to book patients iserondary carghysiotherapy during the course

of the phone callOnekey informantalso suggested that NHS MATS could successfully utilise web
chat faclities to engage with service users in a different way. Furthermore, beyhinformants
recognised that the service could provide a better service, with onerfesmantnoting that it

could better serve callers with nestandard forms of communicationg British Sign Language, so
opening up access and usability of the service to a wider proportion of the community.
Conversely, some keyformantsfrom NH3Highlandbelieved that the service would become
obsolete as APP rolegere rolled out across theealth board

No | can replace MATS basically, it's not requneally at our surgery at all.
MSK_H_08

Realistically | think people will stop using it. | think what will happen is people will just,
2K GKSNB Aa I LKe&aAz Osanvvitlytde phyyo ratherthanQf t 02 2 |
call the line.

MSK_H_24

L adzallSoid Al wa! ¢{e gAff 6S NBLIIIOSR AT LQY
happier to see someone face to face
MSK_H_24

No because | think my understanding, agairoiild be completely wrong but my
understanding is that we are trying to coitit that step [MATS] | guess.
MSK_H_15

Barriers

A number of other barriers to the sustainability and expansion of NHS MATS were also discussed by
key informants Adequatefunding of the service was reported as crucial to the future sustainability

of the MATS servicdt was reported by MSK_M_02 that the servigas currently running at a cost

deficit whichwas being met by the wider NHS 24 service. Funding for M/as $rovided on a cost
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per calls basis at a rate of 450 seconds per call. The current average call handlwggi686700
seconds per call meaning that the serweas underfundeddr the volume of calls received
(MSK_M_02).

Alongside adequate funding, thewas also a need for the continued recruitment of call handling
staff to ensure that the servicenald continue to deliver services as it should. This would become
particularly pertinent as morbealth board implemened the service:

The biggest barridirom our perspective issor 2 F Fdzy RA y 3 ButyfdR NI ONHzA (G Y S
example, Glasgow coming on board would be a significant increase in volume, and we
g2dzf R KIFI @S G2 NBONHAG Ayid2 GKFGP {2 GKIFGQa |
internally to gé that facilitated, is challenging

MSK_M_01

While recruitment of staffvas reported to be simple in terms of interest in call handling positions
and training ould be undertaken in two weeks, the process of recruitment itael$ time
consumingand ®uldtake over three months, limiting the speed at which expansion of the service
could happen. One keinformantalso suggested that an increase in physiotherapy staff within the
call handling team could improve the service and that the lack ofregeeby physiotherapist

during service opening houvgas a barrier to the sustainability and expansion of the service. As it
stoodthere were three WTE physiotherapists covering the service wiviahinsufficient for demand
(MSK_M_02).

It was reported tlat the position of NHS MATS as part of an overall NHS 24 service timatainwas
often overlooked as an individual service that neddustainable funding and continued evaluation:

LGQa YI&o6S y2G aSSy Fa 'z I a @aezoKeI ALING®R NRGRdz
LRAAGAZ2YAY3IS @2dz (Y262 6SQNB It NBFIRez AGQa AY

GKFG Ay + o6SGUGSNIgleod {22 GKIFIG AGQa aSSy Ay |
$S Ndzy® ¢KIFGiQa y2id Aaz208 (250RK IN KNS 70 S5 AdyS NI
.dzix GKFG KFra 0SSy | oFNNASNI G2 3SGdAy3a GKAy3

O2yadlyidte O2YLISGAY3 gA0GK 20KSNJ oAGa 2F GKS &
a bit of a barrier just the recognitiaof the priority and the position that that service has
nationally.

MSK_M_01

Overall, it was reported that MATS was not seen as sustainable in the futurexistisgform.

Some clinicians, particularly within NH&jhland reported that theybelieved MATS was a service to
be phased out and replaced, in part, by the GP APP rolanféesnantsfrom NHS MATS believed

that the service would need to adapt and grow to the needs of the population by introducing web
chat facilities, being able to b&@appointments into physiotherapy departments and making

provision for norstandard communicators. Barriers to the sustainability and expansion of the MATS
service included issues with comprehensive funding of the service and the recruitment of call
handles to meet the needs of the service. Moreover, it was reported that the service rebuioee

input from physiotherapists to ensure thatvitas properly supported.
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4.4.4 Impacts and outcomes

Outcomes and impacts for the service

Negative experiences of usinget MATS service within NHiEyhlandwas reported to have impacted

on how the servicavas viewed by physiotherapists and cliniciangth one physiotherapist sharing

0KS OASBQaKBSEESY NBiGRaBEW KESRaAY{ bAEY Qi bedg] Ay3 F2)

herS¢ oa{ YUyl yno0d CdzNI K Sliyitagdegoiiedthaf: ' tt GAGKAY bl {
SorS LIS2LX S G Y@ LINFYOGAOS dzaS al! ¢{ SAGKSNI 0SSO
@2dz 1y26 YIeoS KIFI@SyQisx FNByQd gFNB 2F YS (K
R 2 tyfhihk there's hardly any that refer to MATS from my surgery

MSK_H_08

Although mhysiotherapists across NHHtghlandreported negative feeling towards the service, one
lead physiotherapist suggested that the service iriistingform was themain bone of contention:

The musculoskeletal assessment and triage service is a really good option for people
who may want to use that optioX | have no problem with it as an option, and, in fact, |
think it could be made better. You know, why do yoweha have aphon® | f f K 2 KI Q&
wrong with an app?
MSK_H_40

The problemwas reported to centre on the lack of alternative routes for geferral within NHS

Highland essentially forcing patients to use a service with which there neither comfortable nor
O2yFARSY(G® ¢KAA ¢l & &adzZlJi2 NI SR 0Fhe printipai viaStNarelLIK & & A 2
The principal of providing information nice and early so people can do something | thinkiig grea
(MSK_H_03).

The need for a more fluid sécewas onethat was recognised by a k@yformantfrom NHS MATS
g K2 0Sft A Gf@emRpaithwaysi dthe potential to create a service which wedkfor all
health board:

R GKSNJ GKIy 2dzadx la L &l e&3x 2y8entihadng FAGA | f €
different models through the service. So, people that have called before, you know,
treating them in a slightly different way, or people that are just asking for an
appointment, how can we facilitate that better? You know, can we do direct
appointment booking with Baa areas? That sort of thing.
MSK_M_01

Outcomes and impacts for staff

Within NH3Highland MATS replaced a paper sedfferral systenthat was reported to be working
well, this has impacted on the number of sedferrals received by physiotherapy staff. It was
reported by one physiotherapist that sekferral has decreased by 20% (MSK_H_03). This was
echoed by another physiotherapist within NH&hlandcoveringa different area who repowrtd that
the selfreferral rakes hal changed
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'YR GKS RFEGOF GKFG ¢S 3 GKSNBR FNRdzyR GKI G &aK2
around 82% of our patients had sedfferred. And that was true saigferral, not going
to a GP appointment only to be told you have to fill this inOM&S | &Yl tf O2y il AyS
town, so everyone was aware of the process and it was really popular. So, less than 20%
of our referrals came from GPs.

MSK_H_40

With no otherway to selNBE FSNJ Ay (i2 LIK@ aA 20K 806t peddlEvolunfeeds 1 & NI LI2
with their feet and they went to see the doctorinstéal A Y ONB I aAy 3 (GKS Dt 62 NJ f
access to physiotherapy for those who were unable to express themselves well during a phone call

to the MATS service (MSK_H_03).

Another physiotherapistvithin NHSHighlandreported that MATS also impacted on the patient
information available to them when referrals were received:

Dta ¢2dzZ& R 3SG GKS LI GASYG G2 WLK2YyS GKAA aASND
was, if we got a GP referral we goeihpast medical history. We got their drug history.
GPswould give us¥aS 322 R A Y T2 NI eiwodld/already kngvbwhat NS X
were dealing with when we were due to see the patient. With MATS we lost the past
medical history and their drug histoso, it provided us with less informatiavhich
0 KSy Y lorRwhendza ¢éme to triage the referral, triaging the referral was more
RAFTFAOMZ G o {2 6SQR y2NXIFftfe& LJILISNI GNRFIASSE N
as urgent or routine. Sthat then became more difficult
MSK_H_04

This was reported to have changed the way in which physiotherapists ethgattpepatients during
appointments. The impacts of this were recognised by amfeymantfrom NHS MATS who

discussed feedbadkom participatinghealth boardd ¢ KA OK NB ¥t SOG SRhaiil Kl & (G KS
$SQONBE &aSYRAYy3 R24y AayQld a @lfdz2ofS a 6S3 I a
0KS LISNREZYy Q& { YPNY i M © ¢ Kbbeeh the Bt8ny Gof 2workdhdp with K I
partners from the participatingealth board to determine how MATS could better meet the needs

of physiotherapists.

¢

A different experience was reported in NHS Lothian where one GP reported not only a drop in
workload as a response the introduction of MATS, but also an increase in patient empowerment:

| think it gives responsibility for taking action back to patients because they thendcave
do somethingtoaccesscaxe NJ G KSNJ 0 KIy &a2YSo2Reé StasS NBTFSNI
wait.

MSK_L_07

Moreover, the same GP reported that thesere able to spend more time with more complex

patients when they ould direct less complex cases to MATS. Physiotherapists within NHS Lothian
were also more open to the idea of MATS:
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I think that's a great service that complements what we do 'cause we try and encourage
LI GASyGa G2 32 (42 GKIFIG FANBROGZ YR GKSYy (KS Dt
GKAE 6S0aArAiGSed D2 2y &dzOK FyR &dzOK | LI 3Sdé¢ 1y
thingt2 R2 o0dziz aleé&x 2NJ I O02dzZ) S 2U (KAy3a (G2 R2:
AYF2NXYEFGAZ2Y GKFG @2dff IS0 K Sonihdionvithi2z RX & 2 dzy R
their practice.
MSK_L_01
In their experiencdATS workd well alongsidéboth physiotherapy and the NHS Inform website to
provide a more cohesive service for patients.

Outcomesand impactsfor patients

GPs in both NHSighlandand NHS Lothian reported that the patient experience of MAThan

YAESRZI RS agbNdt dmayfite systerh  da g YP[ ynTod bS3IAGABS SELISN
physiotherapists have involved situations where patientd:ha

t K2y SR birled exaicise oxlineaR RA RY Qi 3 S iphoheg Backar®li G SNJ a2 =

seltNSEF SNNBRQ® { tte Bit nforié of & hedativie Staftanit bHecduse fthey

g2dAZ R aleéx WhKX AdG ¢la 2dzad GKFG AG RARYQG g2
MSK_L_16

A physiotherapist in NHS Lothian believed that some negative experiences repereedue to
patients preferring to see ainician faceto-face rather than over the phone (MSK_L_02). A key
informantfrom NHS MATS further suggested that patient expectation of the semvidd fall short
when therewere misunderstandings over what the service is able to offer:

¢ K S & QNXBo tha Sdrvicd] I60Kilig for a physio appointment, you know, an actual
date and time where they could see a physio that sort of thing, which we are not in a
position tobe able to deliver currently.

MSK_M_01

One physiotherapist in NHBghlandreported that patients hal presented to the service in tears
because of their frustrations over trying to use a telephone triage system faredeltfal in lieu of
other pathways for selfeferral. Thisvas added tdya GP from NHS Lothian who statédt:

[Some people think] it's kind of been change for changes sake and IKhinktQa ({ Ay R 2 7F
ANJ SR aaviSiat2idiaix a2YSiKAy3a StasS GKSeQ@dS KIFR 0
was there that was working and it's perhaps failing

MSK_H_07

There hadalso been positive outcomeeportedfor patients who experienakacute episodes of
MSKproblems One APP in NHS Lothian reported

L y2¢ alISI] G2 LS2LS GKIG ¢K2 Ad wa!c¢{6 R2Sa

an acute episode of somethirgA NS OGSR (G2 SESNOA&AS IyR GKIGQa
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R2y Qi O02YS 6101 F3AlLAYyD {2 LQY &@BSAy3 Al XDLIN
gKI G LQOS R2YyS 0ST2NBKIYyR®
MSK_L_16

Overall itwas clear from the reports given above that experderof the impacts and outcome of the
MATS service diffed across NH8lighlandand NHS Lothian. WithidighlandMATS hd replaced a
paper selfreferral systenthat was accessible to the population of thealth boardand preferred by
the cliniciansinterviewed The MATS service thheen used differently within NHS Lothian and
appeaedto provide a servic¢hat worked in tandem with other changes to service delivery.

4.4.5 Evaluation

Evaluation of the service is undertaken through continuous real time perforearonitoringand

overseen by the MSK Expett ¥ St ® ¢ Kdk at alLMSK Quidelides nationally and feed into
professional groups aswellias 41 KS a! ¢{ ASNIBAOSYI NBOGASGgAYy3I GKS 2y
tools used during calls (MSK_M_01). Maren this group ensures that complaints and feedback

discussed locally can be brought to the attention of the service to action change. The expert panel

was viewed as a positive for evaluation since:

tQa 3I2G SOSNEB2Yy S 23S0 kébldpmdatPtiuz3dtviceiakd a SNIDA OS
the management of it going forward that we get people together regularly and have
0K2a4S RA&aOdaAaaArzya FyR Al KFa NIXAASR a2YS |jdsSa
GKFiQa GKSYy AYLX SYSY(SR 2yad2y0&o G{KAY @K H1RQ 3 R
quite good, I think, but also recognising where differeadmportant.

MSK_M_01

While it was reported that forms of evaluatiowere robust, one keynformantwithin NHS MATS

suggested that the evaluation of the servimauld be furthered by including more measureable
2dzi02YSa FNRBY (KS 2 deimdnStratedtheivaluesd 2 ®2 dzv R RSS WG A Y Ia b
and give a better idea of how the servisas being run locally (MSK_M_01).

Consideringhe evaluation process ien a new board implements the MATS sendoe key

informantsaid that within the first week of implementing the service thereuld 6 Sdaity chats or

daily calls and daily monitér I f 2y 33dA RS NBIf GAYS LISNF2NXIFyOS Y2
was adequate from a technical perspective and that both patients andv@fesgetting the service

expected. This level of evaluation could continue for up to three weeks to ensure that both the

health boardand MATS félcomfortable that the service ltBbeencorrectly implemented, after

which it wouldd Srepdérting and monitoring governance arrangements réally ¢ a { Y yitavgsn m 0 @
planned that @aluating the impacts of NHS Fifewd be compared against that of Ayrshire and

Arran:

We would anticipate thingsothappen, not exactly the same, but in alignment with
l@NAKANB YR I NN}y a2 (KFEiQad oKIG 6SQNB ol aa
O2YF2NIllofS gAGK GKIGEZ GKIG GKSNBQa | O2YLI NA
that model that if suddenly thirggare looking way off how Ayrshire and Arran are
LISNF2NX¥AY3AZ 2N RSEABSNAYy3IsS GKSy (GKFG ¢g2dzZ R 3A
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not quite working right there, so we need to just work a little bit harder and understand
gKIFEGQa 3F2Ay3a 2y GKSNBO®
MSK_M_01

Smallerscale evaluatiomwvas also carried out by an internal partnership and engagement team who

harmonis@i KS RIF G OF LW dzZNBR g A GKAY ( paBnerma®adlBm &K A@A (i K

evaluationcouldconsist of interviews and datnalysis in order to capture how the servigaes
working locally.

When asked about the evaluation of the use of the MATS sekeicéenformantswvithin NHS
Highlandand NHS Lothian reported that very little evaluation was undertaken at a local lewel sinc
the service itself héha continuous evaluation process.

In summary, MAT®as reported as undertakingpnstant internal evaluation in the form of real time
performance monitoring. Thiwas supported by an MSK expert panel whoea@s a liaison
betweenhealth board and the MATS service, reporting back faults and difficulties and advising on
changes. Evaluation could be furthered by the inclusion of equal access monitoring to ensure that
MATS continud to make changes in order to target larger craggions of the population. Small

scale local evaluationsere alsosaid to becarried out by an internal partnership and engagement
team who conduad and analysd both qualitative and quantitative evaluation.

4.4.6 Deprivation and Equity of Access
A keyinformant from NHS MATS reported that theneeNXBdefiite improvements that we can make

l.f

around equity of access 6a{ Ygaynm0O FyYR (GKA& &I akeyinf@daitd®SNY &K

across NHS8lighlandA ' LJF NIi A Odzf | NJ ¢ K BocksBettddn WEo@ getting Kckeds taa ! ¢ {
physiotherapy: they have to go through their doétor 6 a { Y ¢ | Ywasantithetikak t@tke
reasoning for the MATS service. One physiotherapist argued that:

a

2 30@S F20 LIS2LX S 20SNJ cps SAGK2AZNWILIK2Y 3y i SNy S

calls. In places like [names town within NHighland, you know, have got a very large
L2 Lddzf F A2y 2F 2f RSNJ LIS2LX S 6SOlFdzasS AdGQa |
And so, your blocking them getting access to the service andags people who are

KFENR 2F KSIENAY3IXdPgStt y20 2dzald LIS2LA S sK2XPL
1Yy26 o6KIGK L g2dzZ RQ@S 02YS G2 &aSS @2dz ¢ Y2yl

codzt Ry Qi 380G GKNRdIAK (2 4SS 82dQo
MSK_H_03

The conplete replacement of previous sakferral systems within NHSighlandhad negatively
impacted ornthe way patients access healthcare which was reported to fail to take into account

the preferences of the aging population within tHsgalth board One fysiotherapist stated:

If you force people to use it, or if you force people into two choices, using a telephone

ASNDAOS 2NJ d32Ay3 G2 as8s I Dtz StRSNIe& LIS2LX S

confident of using the telephone will go and seertk®&?, anyone with hearing issues will
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32 LyR 468 GKSANIDto® {23 AdQa FOGddktte I RAAO
option.
MSK_H_40

Furthermore, this change in service delivery was said to have impacted on equity of access for those

who do not speak English as a first language:
L KFR a2YS2yS G(GKS 20KSNJ RFe ¢K2aS 9y3IfAaK Aay
{ LI yAaK ALISF{Ay3ds gK2 OlFly Slrarte FAEt 2dzi | F
AyeSoOiAzys LXSIAaSKQNI qdbsS ARG OKI 2yWS NEBDOE vy 2&
WLIK2yS a! ¢{Y KAa 9y3IAftAaK ¢glayQi 3I22R Sy2dAK &
' NBFSNNIt (2 LIKeaA2GdKSNI LR (2 HKiomhSforly Ay2aSOi
the last 2 years.

MSK_H_03

Aacess for norEnglish speakers was discussed with aikiymantwithin NHS MATS who described
the use of a language line to combat just such situations. This language lineckdiaiers to
immediately be put through to a translation service when itisagnised that their spoken English
neededto be supported. Itvas clear from interviews with physiotherapists and GPs within NHS
Highlandthat this option hal not been made clear. There was also recognition byiki@ymants

within NHS MATS that changesagedto be made to service delivery in order for users who use
non-standards forms of communication, such as British Sign Langtmagse the service

Key informantdound it more difficult to speak about the impact of MATS on deprivation, however,
MSK_HO03 stated more widely that:

L GKAY]l GKIFIG a!¢{> AT @2dz2QNB Gl f1Ay3 Ftoz2dzi RS
SRdzOF GA2ys 101 2F loAtAdGe (2 SELINB&aa (KSyvyasSt
negative and would stop them accessing physiotherapy

MSK_H_03

As such itvas recognised that the neededto be improvements to the service in ord&r make it

more equitable for all groups within the general population. A member of the expert panel stated

that NHS MAT®asin the process of making KS & SREBEOSEI d A S ¢ ([(SKOK ©4).L12 A A (1 A O
One way in which thigas being devisedas to recognisevhat patient groups are using the MATS

service by introducing equal opportunities monitoring questions to patient satisfaction surveys, so
evidencig patient groups engaging with MATS and, conversely thenweahamot (MSK_M_02).

It had been noted throughout this section that the MATS service was less well viewed in NHS

Highland creating access and communication barriers for the elderly and thosedaimot speak

English as a first language. There baen recognition of the need for more open and inclusive ways

to engage with the service.

4.4.7 Summary
Overall, the intention othe MATSservicehad been to provide a servidhat was implemented from
abottom-up perspective but this lanot always led to buyn from physiotherapists. Within NHS
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Highlandit was reported that the implementation of the service had a negative effect on both
patients and staff who fdbeen left with no alternativdorm of sdf-referral. Key informantdrom

NHS Lothian reportedraore

positivereaction to the implementation of the service and reported

that patients either lovd or hated the service. Within itexistingform MATSwvas not sustainable
financially and it was repted that it could do more to meet the needs of the patients groups it
served and the clinicians upon which it impact While NHS Lothian Haeported that MATS @
empowered patiens to take more control over their healthcare, NH&hlandargued that the
service hd, in many waysblocked patients from accessing physiotherapy.

4.5 Documentary Evidence

NHSLothian
East LothiatHSCRonducted

a service evaluation of GP APP services in the months of October,

November and December 20{Fast Lothian (2017agast Lothian (2017b), and East Lothian

(2017c))¢ KS& R Suc@dsktorids & y Of dzZRAY 3 AYLINRGSR F LIRAYGIYSyY
secondary care referral, and appropriate medical escalation including particular castsctdd

bursitis UCL thmb rupture. Figures show a montn-month decrease of patient referrals into

physiotherapy (Figure46-4.8). This may be related to introduction of the APP role in September

2017.

Figure4.6. Figurefrom East Lothian (2017a) showing percentage of outcaer patients
following GP APP appointments
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Figure 4.7. Figure from East Lothian (2017b) showing percentage of outcomes for patients
following GP APP appointments.
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Figure 4.8. Figure from East Lothian (2017c) showing percentage of outcorfm patients
following GP APP appointments.
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The CWIC service was evaluatedalpatient survey in October and November 20Twenty of 27
patients surveyed reported excellent overall patient experience (Figure 5.9). A more detailed
guestionnaire was arried out in March 2018 (Figure 5.100 this case, 4 08 patients ratedthe
service as excellent, 1 of 8 as good and 3 a$ &air.However, this survey only hadr8spondents

and therefore caution should be taken with interpretation of figures.
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Figure4.9. Figure fromEast Lothian (2017dhowing overall patient experience ratings
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Figure4.10. Figure fronEast Lothian(2018 showing overall patient experience ratings.
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4.6 Summary of Phase Bndings

The findings were based on &emni-structured qualitative interviews with keiynformants and
review of 10 documents relating to the implementation of MSK primary care in NHS Highland, NHS
Lothian and NHS 2¥Vhilst the two regionahealth board had a number of different new models of
primary care, most were at an early stage of implementation and not at the stage to be evaluated.
The exceptions werBISK AAPs in GP practices and NHS24 MATS.

98



1. MSK APPs in GP practice
Both NHSHighlandand NHS Lothian kdamplemented services to alloMSK patients to visit
an APP based within a GP practice for MSK issues. These services were developed to reduce
the burden of MSK appointments on GPs, and to reduce the number of referrals into
secondary careghysiotherapy.Success of implementation of R® in GP practices were
driven by buyin of existing patients and staff, support from management and cliniciars, an
appropriate training of staffConsequentlythere was a paucity of high quality documentary
evidence to assess the actual impacts of theviee developments. However, the results of
audits that were available to the research team showed good patient satisfaction and a
reduction in the number of onward referral. Perceived positive impacts \weperted for
savices,staff andpatients Keyinformants stated that equity of access was improved for
patients, particularly in rural communities where access to hospitals may be more difficult
Staff communicated that improvements in funding, recruitment and retention,
accommodation and IT servicesvould be required for successful sustainability and
expansion. Key informantsstated that equity of access was improved for patients,
particularly in rural communities where access to hospitals may be more difficult.

2. NHS 24 MATS
MATS is a single pa of contact service run through NHS24. Callers are taken through a
nationally endorsed triage and either given seiinagement advice or referred to local
services.These services were intended to help reduce the number of MSK appointments
seen by GPsna secondary careJK @ A2 i KSNI LJAadta o6& aRAaAOKI NH)
after use of the service. Success of this service was largely driven byettod of
implementation: in NH$lighland the service wa viewed negatively by patients, GPs and
physiotheapistsdue to replacement of a wellkked system. In NHS Ladin, MATS was run
alongside existing services and thus was received more favourably, particularly by GPs
interviewed. The service was seen to negatively impact equity of accbd$3Highlanddue
to having a larger population who are uncomfortable with using telephone systems, and a
f I NBS LINRPLRNIAZ2Y 2F LIS2L)XS K2 RARYQO aLISK{
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5 DISCUSSION

This chaptetbrings together the findingdrom the literature review(shown in Appendix) and the
empirical research of both phases of the caserder to describethe status of transformation in

MSK primary care across Scotland and to understand implementation processes and what learning
can be gleaned to enable further development angansion of MSK physiotherapy services in
primary care across Scotland.

5.1 MSK physiotherapy services in primary care across Scot(#&idhse 1)

Phase 1 identified that across the @egionalhealth board in NHS Scotland, 13 were implementing

a form of MSK pysiotherapy transformation within their primary care services. The predominant
new models of careeported were APPs embedded in GP practice and NHS MATS (provided by NHS
24).

Development of APP services was driven by a need to both reduce secondavwadarg lists and

to decrease appointment burden on GPs. The development was often facilitated by shared practices
and discussion betweehealth board, whilst also making adaptations to suit local contexts. This
meant that eachhealth boardimplemented the service differently but despite varying stages of
implementation acros$ealth board, APP services were generalynsidered tobe successful in
terms of impact on GP workload, appropriateness of referralsd¢oondary carghysiotherapy
healthcare sences, and patient satisfaction. However, a number of barriers to successful
implementation of services were identified including uncertainties around financing, recruitment,
and training and retention of staff.

NHS 24 MATS has now been incorporated ait&cottishregionalhealth board with the exception

of NHS Orkney, NHS Shetland, NHS Western Isles and NHS GG&C. It was reported that the lack of
participation from these Boards led to the inability to promote the service fully as a national
campaignKey informantsworking in this service described it as working successfully in headth

boardd X &l dAy3dI GKFG FLLNRBEAYIGSte 2yS GKANR 27
managed satisfactorily without any work for physiotherapists. They contduaevever that the
ASNDAOS gl a tSaa ¢Sttt NBOSAOSR Ay NH2NIt O02YYdzyA
taken well by patients who previously would have been able to access a bespoke service.

Phase 1 elucidated the context and a highel orerview ofnew models of cargvithin primary care

MSK physiotherapy services across Scotland, from which we were able to establish an outline logic
model for eachhealth board(AppendixH). Despite challenges, the implementation of tests of APPs

in GP pratices and the use of the MATS serviceswaddespread across NHS Scotland. To fully
understand the implementation process and expansion and sustainability potentialwomodels of

care more indepth study of a small number of projects was required.

5.2 In-depth case studies of MSK primary cafféhase 2)

Three casestudies or deelives were chosen for Phase 2 to cover the main tests identified in Phase
1: NHSHighland NHS Lothian, and the NHS 24 MATS service High&ndand NHS Lothian were
chosen for ser examination in Phase 2 due to their ability to compare and contrast the
implementation of MSK physiotherapy primary caewv models of carén different settings: urban
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and rural, single practice and cluster model, temporary PCTF and permanentguadioh a well
established and a newly implemented use of the MATS setvice.

5.2.1 APP service in GP practices

During the course of Phase 2, widinging factors were shown taffect the development,
implementation, sustainability, expansion, and impact of A@Rices examined, leading to unique
barriers and facilitators to implementation, sustainability and expansion of services, yet there were
also similarities between the findings from the twwealth board, and certainly both Boards
reported that the APP seice they offered was successful.

The specific impetus for developing and testing an APP service across thealtlo board studied

was for different reasons: to minimise GP work load and reduce pressureecondary care
physiotherapy services, and #&ssist in a GP practice that had been taken over byh#adth board

Key to successful development and implementation was adapting services to the local patient
contextand collaboration between stakeholders, particularly GPs and physiotherapy stafbuyith

in from clinical staff crucial to running an effective service. Howeversimay a higher level within

the health boardwas also considered essential in order to secure funding for sustaining services and
potential expansion of services acrdsmalth boards. Effective communication with patients was also
viewed as fundamental to successful embedding of the new services.

Without full formal evaluation and shared data at this stage, both Mitfhlandand NHS Lothian
described positive outcomes and pacts for the service, staff and patients following the
introduction of APPsand there was some documentary evidence to suppoid. tlh was reported

that waiting times forsecondary car@hysiotherapy were reducednd adecreased burden on GP
appointmerts resulted in eithetower waiting times for patierdto get a GP appointmentdr non

MSK consultations) or increased GP appointment length. Patients, described as often being initially
wary of the change, were reported to be almost universally in fawduhe new APP roles. Patient
satisfaction surveys for NH3ighlandand NHS Lothian both described high approval on feedback
from patients and highlight reduced waiting times, increased GP appointment lengths and reduced
prescriptions as particular posigs. However, maintaining these positive impagdseliant on
continued funding and resources to support the APP sertdeg.informantslid not discuss whether

they viewed outcomes to be short, medium or let@gm in nature.

Funding was a major concefar most key informantsand for reasons that spanned a number of
different areas of planning, implementation, and sustainability of projects. In particular, there were
major concerns about continued funding for current APP positions since much of thendgundi
availablewas shortterm with no guarantee ofuture financial supportA number of other concerns
about workforce issues were raised. If the serweere to be rolled outhealth boardwide this
would result in increasegressure onsecondary carghysbtherapy services sincAPPs tend to
come from the current communitysecondary cargvorkforce, meaning that experienced staff leave
the core serviceFurthermore, there is no clear training programme or qualification for APPs and
there is inconsistency istaff grading acroskealth board, making it difficult to recruit and retain
staff in certain areas or for shetérm positions. A final staffing issue related to supporting staff in
APP positions so that they remain part of a team, something that masndre difficult in rural
locations.
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Practicalities such as appropriate accommodation and IT management systemslsaneported

as a barrier (or challenge#d implementation and certainly to sustainability and expansion moving
forward. These are furainental to the everyday running of the service and to patient satisfaction. A
lack of consistency in management systems used makes it difficult for staff to audit their service and
to compare outcomes acrossealth board.

An important part of our Phase \Rork was to understanétey informantsperspectives on how the

APP service impacts on patients from deprived communities and on equity in accessing care in
general. Not alkey informantshad an opinion on this but others were vocal that an APP service
within rural communitiesor where transport options are limiteaneant that patients could attend a
physiotherapist appointment locally rather than at a hospital. Having APP appointments available on
the same day or next day was viewed as important for pasidrom more deprived or vulnerable
groups who may be at higher risk of missing appointments booked in advance or arranged by letter.
However, it was also noted that traditionally physiotherapy is not accessed by these patient groups
and there should beansideration given on how to change this, such as improving health literacy
and communication. Interestingly, there were reports that the APP service not only improved access
to physiotherapy services but also to GPs, since some appointment time hasrbedrup by not
attending to consultations for MSK complaints

We have built on the initial logic model frothe Phase Hindings (Appendix H) to develaplogic
model for an overall APP service in relation to embedding an APP service into GP practices (Fig
5.1). Tableb.1 acknowledges the barriers and facilitators that impact on this logic and in particular
the ability to sustain and expand the APP service in the-len; it is inportant to note that the
impact ofthe barriers and facilitators reportedill vary depending ohealth boardor HSCP context.
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Figure5.1. Logic model for APP service embedded in GP practices

Inputs

Activities/Outputs

Dedicated, new funding
for APP service in GP

practice

Close collaboration between
physiotherapists and general
practice

Training of APPs

Recruitment & retention of
APPs

Training of GP practice staff
Communication with patients

Linking patient records so
visible ta all clinicians
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Outcomes

Reduce GP appointments for MSK
conditions

Enable GP time to be used for non-
MSK complaints

Reduce unnecessary referral to
secondary care MSK physiotherapy
services and orthopaedics

Achieve 4-week waiting time target
for secondary care MSK
physiotherapy

Highly skilled, independent APPs

Accessible service for patients at a
local GP practice




Tableb.1: Barriers and facilitators for embeddingneAPP service into GP practices

Factor from logic model

Facilitators

Bariers

Dedicated, new funding for APP
service in GP practice

- Managerial buyin of new models of care

- Lack of managerial/HSCP/IJB {upf new models of
care

- Evidence of impacts of funding may be limited in rut
areas

Close collaboration between
physiotherapists and general
practice

- Buyin and trust in the APP role from existing GPs and
practice staff
- Dedicated GP mentors within practice

- Lack of trust in APP role from GPs and practice staf
- Time available to sustain working relationshignd
sharing of good practice

Training of APPs (initial & ongoing

- GP without clinical caseload with specific role dedicate
to training APPs and other clinical staff

- Dedicated trainer within MSK physiotherapy teams

- Time to share good practicerfprofessional developmen

- Lack of dedicated APP training program such as AN
qualification

- Lack of funding for dedicated APP training

- Lack of primary care training during physiotherapy
programmes atiniversity

Recruitmentandretention of APPs

- Continuation of funding, either biyealth boardor
individual GP surgeries

- Rurality makes recruitment difficult

- If APP funding is temporary it is less attractive to
recruit and retain staff

- Lack ofqualityin the grading and pay scale of APP
roleswithin and betweerhealth boarg

Training of GP practice staff

- Good working relationship and communication with AP

- Inadequate training and leaih time to new way of
working

Communication with patients

- Understanding of the APP serviogGP pactice staff

- Appropriate training of GP practice stéffcommunicate
and signpost patients

- Word of mouth in rural areas

- Negative stories about APP role in local media

- Poor distribution of information on APP availability ¢
description of role

- Paients fail to understand difference between GP A
and referred physiotherapy

Linking patient records so visible tg

- Successful implementation of specialised Vision 360

- EMIS or Vision systems are often not accessible by
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all clinicians

program

APPs wrking in GP practices
- Lack of training for APPs in new IT systems
- Lack of consistency in data recorded

Identification of appropriate
accommaodation within GP practice

- Dedicated rooms used solely for APP appointments wi
appropriate equipment, e.gadjustable height beds,
anatomical models

- Ad-hoc room usage with inappropriate equipment
- Inadequate planning of room booking

Reduce GP appointments for MSK|
conditions

- APP staff based in general practice

- Admin staff unable to clearly delineapatients
requiring MSK appointments leading to MSK
appointments with GP instead of APP

- Lack of trust of patients in new system leading to
requests to see GP instead of APP

Enable GP time to be used for non
MSK complaints

- Dedicated APP based in praetic
- Signposting of MSK patients to APPs by GP practice s

- GP practice stafinable to clearly delineate patients
requiring MSK appointments leading to MSK
appointments with GP instead of APP

- Lack of trust of patients in new system leading to
requess to see GP instead of APP

Reduce unnecessary referral to
secondary carphysiotherapy
servicesand orthopaedics

- APP staff based in general practice are able to dischar
patients more frequently than GPs due to MSK specialis
- Patient trust in APPesvice

- Patients who still see GP are less likely to be
discharged after appointment

Achieve 4week waiting time target
for secondary carghysiotherapy

- APP staff based in general practice are able to dischar
patients more frequently than GPs duedpecialism.
Patients are therefore referred less into secondary care,
which reduces waiting times.

- Patients who still see GP are less likely to be
discharged after appointment

Highly skilled, independent APPs

- Advanced training and skills developnie
- APPs are able to learn by shadowing GPs
- Working closely with APP lead managers

- Lack of dedicated APP training course

- Lack of availability of physiotherapists

- Available staff may be removed frasecondary care
MSK roles
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- Retention of APPs

Acacessible service for patients at a
local GP practice

- In rural areas, APPs in practice often mean less distan
travel for patients requiring MSK appointments, who
previously had to travel to local hospital.

- Lack of health literacy leading to miswerdtanding of
available services
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5.2.2 MATS service

We were particularly interested in identifying new and innovativev models of caravith the

MATS service and to understand hbwalth board currently use the service. Our Phase 1 findings
were reflected m Phase 2 deep dives, where NHS 24 MATS received differing levels of support
between key informants based on both location (due to the nature of the agreed MATS
arrangement) and job role. NHEghlandreported that patients who previously were able to self
refer to physiotherapy now have to navigate the MATS system for all appointments, including
routine appointments; and APPs in NHighlandfelt that with their new roles, the need for patients

to access the MATS service would become obsolete. MATS wasedip met with negativity from
patients who reported it to be less effective than the previous system. This disapproval was
conveyed by both GPs and APPs. The MATS service in NHS Lothian operates differently from NHS
Highland where it is used alongsidexisting referral routes without eliminating them. Here, it was
used by patients on an adabc basis. APPs in NHS Lothian found the service useful for more
straightforwvard MSK complaints, but stated that they preferred face to face appointments where
possille. NHS Lothian GPs responded positively to the service, stating that it reduced their workload,
freed them to treat other conditions, and empowered the patients themselves to seek treatment
when needed. However, no documentary evidence was provided tstantiate these reports.

Due to the nature of how MATas implemented in NHBighlandthere was concern that it actually
reducal equity in access as not everyone will make a phone call to access physiotherapy because of
a preference for facéo-face comact or confidence in expressing their problem, such as being hard

of hearing, a particular issue in certain areas of NHitfhlandwith ageing populations. A further
concern was for patients whose first languages not English and although MATS has an
interpretation service, this did not appear to be well known to staff ad unlikely to be obvious

to patients. The MATS service acknowledged that improvements could be made to making access
more equitable.

NHS 24 MATKey informantsstated that improvemets andnew models of caravere being carried

out on the service, including improved sharing of information for GPs and physiotherapists from the
phone call triage assessment; adaptation to suit #stemdard communicators e.g. British sign
language users;xpansion of roles to allow call handlers to book secondary care appointments; and
implementation of a wekbased chat option to use alongside phone calls.

Figure5.2 and Table5.2 summarise a logic model and related barriers and facilitators to the
succeshlil implementation otthe MATS service withinealth board.
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Figure5.2. Logic model for MATS servicehigalth boards

Inputs

Activities/Outputs

MATS service 9am-5pm
for all patients in Health
Board

Close collaboration between
Health Board and NHS 24
stakeholders

Training of call-handlers
(initial & ongoing)

Training of GP practice staff

Health Board specific
arrangements, including
onward referral

Communication with patients

Communication between
MATS and GP/physiotherapist
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Outcomes

Reduce GP appointments for MSK
conditions

Enable GP time to be used for non-
MSK complaints

Reduce unnecessary referral to
secondary care MSK physiotherapy
services

Telephone service for patients from
home








































