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What is a Locally Commissioned 
Service ( LCS)? 

A service commissioned from General Practice by the 
integrated care board (ICB) above and beyond core General 
Practice work to meet a need of the local population



LTCs: The Need

Increased life expectancy

Increased prevalence of multiple long term conditions

Those living in deprivation develop long term conditions earlier in life

Current approaches have not improved identification of long term conditions 

Current approaches have not improved outcomes 



Ambitions of the LTC LCS 
programme

Workforce Ambitions
• Involving the wider MDT in LTC 

Care
• Increased job satisfaction
• Support general practice to thrive
• Support retention

Patient Ambitions
• Increase involvement in own care
• Evidence based interventions
• Improve health literacy
• Multimorbidity reviews – the whole 

patient is reviewed rather than a 
series of individual checks

• Reduce health inequalities
• Improved access to care
• Improved outcomes



LTC LCS included conditions
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Metabolic conditions
● CKD

● CVD including IHD / PAD/ AF / Heart failure 

● Hypertension

● Hyperlipidaemia 

● Diabetes

● NAFLD

Respiratory Conditions
● Adult Asthma 

● Children and Young People (CYP) Asthma

● COPD



LTC LCS Model of Care 



LTC LCS Model of Care – what is it achieving ? 

          LTC LCS Good News Stories
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How does this support QOF and how is it different? 
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QOF LTC LCS
Data collection,  targets and templates for individual conditions ( 
effectively a check and test for every condition) 

 

Check and test appointment supports simultaneous assessment for all 
included conditions eg the data collection, investigations and referrals 
that are also recommended indicators for QOF conditions

 

Includes CKD, CVD including IHD / PAD/ AF / Heart failure, 
Hypertension, Hyperlipidaemia, Diabetes, Asthma, COPD 

 

Includes CKD, CVD including IHD / PAD/ AF / Heart failure, 
Hypertension, Hyperlipidaemia, Diabetes, Asthma, COPD 

 

NAFLD not included 

 

NAFLD included 

 
Dementia, Depression, Mental Health, Cancer, Epilepsy, Learning 
disabilities, osteoporosis, RA, palliative care indicators 

 

These conditions are not part of LTC LCS 

 



What is the enhanced element in the LTC LCS? 
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Case finding

Results and care planning letters for patients 

An enhanced discussion appointment to focus on patient goals and develop a care 
plan

Reviews of the patient condition and goals each year. 
Collection of collaboRATE data to help practices reflect on how they can meet 
patient needs 



Addressing inequalities 

Increased funding in areas of deprivation 

Increased funding for patients who need interpreters

Case finding

Improving health literacy 

Care planning to address the concerns of patients suffering deprivation to 
enable better self-care



Addressing inequalities by Case Finding

Diabetes Latest HbA1c ≥48 with no diagnosis of diabetes , gestational diabetes and no HbA1c 

in last year, last HbA1c 42-47 and no HbA1c in last year, BMI 35 or 32.5 BAME and no 
HbA1c in last year , BMI 30/27.5 and no HbA1c in 2y, 

CVD QRISK> =10% and not on a statin , on statin but Non HDL still > 2.5 or not on high 

intensity statin 

Hypertension BP>140/90( 150/90 if over 80 ) and not coded with hypertension 

AF on AF medication no code, over 65 years no pulse check 

CKD  2 egfrs<60, 2UACR≥4, 1 recent UACR≥70, at risk but no eGFR in last 12 months ( AKI 

within last 3 years or other at risk conditions , lithium use, haematuria, UACR>30 )

Heart failure on heart failure meds, cardiomyopathy, raised BNP
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Personalised Care Planning  
“There is increasing evidence to show that involving people in decisions about 
their healthcare leads to improvements in the quality of care, higher patient 
satisfaction and improved health outcomes, all of which lead to the more 
effective use of healthcare services”. Personalised Care Institute

Follow this link to register for coaching for health training  

https://www.personalisedcareinstitute.org.uk/elementor-540/
https://forms.office.com/pages/responsepage.aspx?id=un6ZKJQLsUSalDXF8-tUMrQJuca4GvlBjcmZ-ZhR_PVUMUdMMjI5U0E5MTJOMTI4TTIwOFlSQTBCTS4u&route=shorturl


What is Personalised Care & Support 
Planning?  

Starts with the patient concerns

Takes a health coaching approach to support change 

Identifies steps towards patients’ goals



How does the LTC LCS support evidence 
based care ?   

Risk stratification 

Check and test guidance 

Desktop review 

Discussion templates 

Outcomes based payments 



Stage 1 – check 
and test 

This Photo by Unknown Author is licensed under CC BY-SA-NC

What does the Model of Care Look Like 
in Practice ?   

https://med.libretexts.org/Bookshelves/Anatomy_and_Physiology/Book:_Anatomy_and_Physiology_(Boundless)/29:_APPENDIX_A:_Diseases_Injuries_and_Disorders_of_the_Organ_Systems/29.12:_Respiratory_Diseases_and_Disorders/29.12A:_Asthma
https://creativecommons.org/licenses/by-nc-sa/3.0/


Check and test appointment

This is a multimorbidity approach
Collect data to review all LTCs together for each patient

Offer initial lifestyle interventions 

PATIENT 

Physiological Data

Blood pressure 
Pulse rate
Pulse rhythm 
Foot checks
PEFR
FEV1
Ankle swelling 
Weight
BMI
Urine dip and ACR

Symptom scores
Asthma control test ( asthma) 
MHRA breathlessness score ( COPD)
Depression scores 
NYHA scores ( heart failure ) 

Lifestyle data
Smoking 
Alcohol
Exercise 
Diet

Blood and urine 
tests
Diabetes 
Hypertension
Cholesterol
Heart failure
DOAC monitoring 
CVD
CKD
NAFLD

Offer of lifestyle intervention support – may include 
smoking cessation / exercise referral / DESMOND / 
DPP/  social prescribing 

Confirm patient preferred 
communication methods – email / letter 
/ SMS and preferred appt types F2F / tel 
/ video



Check and test support 

EMIS multimorbidity smart templates prompt necessary checks ( use F12 LTC LCS protocols to 
access the Check and Test template within the model of care section ) 

Crib sheets have been developed for guidance on which interventions are needed for which 
patients Check and test cribsheet on NCL website

Website for easy access to lifestyle interventions for your own locality
https://www.mecclink.co.uk/london/

 

https://gp-website-cdn-prod.s3.amazonaws.com/enhanced-service-downloads/1712931370-319fdbb3db0b2da427c691d753e010f4.pdf
https://www.mecclink.co.uk/london/


Stage 2 - MDT Desktop reviews 

Only for high risk patients
MDT desktop reviews should be conducted for all high risk patients
Practice staff meet to review data from check and test appt
Case review would include using data to calculate 

Cr CL in those on DOAC
Chads2VAsc2 scores
QRISKs if not done and check impact on medication plan 

Clinical  recommended care plan developed ( includes considering who should review medication, 
whether onward referrals appropriate ) 

Determine who will undertake discussion appt 

For all patients
Results sent to patient with a blank  care plan and an invite to discussion appointment 



Communication with patient and invitation to discussion  

Results letter includes

Results of blood tests and physiological data compared with ideal 
Invitation to discussion appointment
Invitation to identify priorities for personalised care plan



Stage 3 - Discussion appointment

• Care planning form completed to confirm and agree patient priorities and actions 

• Personalised care planning in line with patient priorities (demedicalised approach) 

• Discussion of clinical care plan and agreement to any changes 

• Management of any issues eg inhaler technique ( or referral to alternative health professional
 for this depending on skills  ) 

• Sharing of any necessary documentation such as asthma action plans

• Planning of review appointment 



Stage 3 - Discussion appointment

Risk stratification Example of clinician for discussion 
appointment

High risk + complexity GP 

High risk GP

Moderate Risk Nurse / pharmacist / PA

Low risk Social prescriber / health Coach 



Stage 4 – Follow up appointment

Review of patient goals and any further support needed

Review of conditions and treatment eg response to any treatment changes / lifestyle changes 

Plan if further reviews needed 

Following the review appointment patients should be sent collaboRATE form which gathers 
information about how the patient has experienced the process



LTC LCS Mrs Brown 

Mrs. Brown 63 year old type 2 diabetic with hypertension and previous stroke was last seen a year ago. 
Current medication metformin 1g bd, amlodipine 10mg od, atorvastatin 80mg od, clopridogrel 75mg od 

She is invited to and attends a check and test appointment

The HCA performs the following checks – foot check, bloods, blood pressure, weight, BMI, urine ACR, lifestyle review.

The HCA notes that Mrs.  Brown is overweight and still smoking so asks Mrs. Brown if she would like support with either 
of these issues. Mrs Brown would but the HCA is out of time so she advises that the social prescriber will call her to 
discuss onward referral for support.  
The HCA asks Mrs Brown how she would like to receive her results- she would like them emailed to her.
 
Mrs Brown is shown the MyCaw care plan that will be sent with her results letter and there is a discussion around 
considering goals and what is important to her before her discussion appointment.

Mrs Brown is asked how she would like to have future appointments and she prefers the telephone
because she is caring for her grandchildren, one of whom has special needs.  



Mrs Brown MDT meeting 

Results – BMI 35kg/m2. Smoking 15/day, exercise minimal, BP 145/92, HbA1c 76 mmol/L,
egfr 58ml/min, urine ACR 8.0,  foot check NAD, 

HCA noted that Mrs. Brown was keen to improve her health but struggles with time and finances. 

GP suggest priorities are weight control, smoking cessation, BP and nephropathy management. 

MDT plan includes health coaching, pharmacist to discuss medication changes and GP to conduct 
discussion appointment in view of complexity

Medication plan made to recommend SGLT2i and ACEi 

Decision made for health coach to reach out to patient prior to discussion appt 



Mrs. Brown – results letter 

• Mrs Brown receives her results letter via email and notes that many of her values are not ideal

• The letter includes details of services she can self-refer to if she is so inclined to help with her 
lifestyle management 

• The letter gives her an appointment for discussion with the GP in 2 weeks time. 

• The letters asks her to identify her own goals before the appointment. 



Discussion appointment

• As Mrs Brown is high risk with poorly controlled diabetes, her discussion is arranged with the 
GP. 

• GP asks what is most important to Mrs. Brown. 
• She identifies issues with finances that stop her buying healthy food and how important it is to 

her not to have another stroke so that she can continue to care for her grandchild. 
• Through a coaching approach GP identifies that Mrs. Brown would really like to stop smoking but 

feels this is too hard at present with all the other pressure upon her. 
• They agree that GP will refer to carers agency to support her to explore benefits she may be able 

to claim as a carer and ask health coach to contact her in a few weeks to see if Mrs Brown is 
ready for any next steps. 

• They also discuss medication changes and Mrs Brown agrees to this with a review set for a 
month to monitor BP. Health coach is asked to arrange review in 3 months time. 



Mrs Brown Review appt

• Health coach calls Mrs Brown 3 months later
• Carers agency have supported her to access carers allowance and she is feeling more financially 

stable and less stressed
• Mrs Brown is keen to give up smoking but knows she needs support
• Mrs Brown also mentions that she has stopped taking some of her medications because of side 

effects and has not attended the planned follow up regarding her blood pressure as she did not 
receive an appointment.

• Health Coach discusses smoking goals , first steps and offers referral to smoking cessation team
• Health coach sets up review call with pharmacist to discuss medication issues. 
• They agree a further call in 3 months time.  



LTC LCS 

Using the IT – demonstration 
slides  



Using the searches – case finding   



Using the searches – Call and recall  



Using the searches – Additional 
Outcomes  



Finding the templates Add NCLLTC LCS to F12 protocols
  
Step 1  ( Once only for each user ) Click F12 ( use fn button and press F12 if using an NCL 
laptop ), right click next to an empty letter
Click Add, type NCL in the search box and then choose NCL LTC LCS-ICB
This will add the protocol to the users F12 to launch in future 



Finding the templates – F12 protocol
  
Step 2  - when doing LTC LCS work, press F12 and double click the NCL LTC LCS to see the 
menu below  ( if using NCL laptop fn F12)
Step 3 -  select what you need from the menu 



F12 for patient reviews – Model of Care – Progression 
  



Clinical Templates: MDT / desktop review   



The EMIS tool for MDT / desktop review   
00 Month 202X - 11pt



Clinical Templates: MDT / desktop 
review   



Clinical Templates – Discussion appointment – Care Plan 
  



CYP Asthma Reviews
  



CYP Asthma Reviews
  



Further resources 

NCL GP Website LTC LCS pages 
NCL training hub website LTC LCS pages ( require you to register and log in ) 
Case finding crib sheet
Check and test crib sheet 
IT Demonstration slides July 2025
Key contacts for support ( on training hub website )  
Year of Care Information and Support  ( evidence that backs up the approach 
and support to embed it)
Personalised care and support planning information and resources

https://gps.northcentrallondon.icb.nhs.uk/enhanced-service/long-term-conditions-lcs
https://www.ncltraininghub.org/long-term-conditions
https://cdn.gpwebsite.org/enhanced-service-downloads/1712931367-33002eb405cb4f1c059f96761c3401dc.pdf
https://cdn.gpwebsite.org/enhanced-service-downloads/1712931370-319fdbb3db0b2da427c691d753e010f4.pdf
https://www.ncltraininghub.org/long-term-conditions/meet-the-team-and-contacts
https://www.yearofcare.co.uk/
https://www.personalisedcareinstitute.org.uk/
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