

May 2026 Committee Meeting
Date: 13/05/2026
Venue: Exeter Court Hotel, Kennford
 Time: 9.30am – 4.30pm

Attendance

	Committee member
	Initials

	Rachel Fergie
	RF

	Clare Ingram
	CI

	Lisa Jago
	LJ

	Andrew Jones
	AJ

	Ron Kirk
	RK

	Jackie Lewis
	JL (Apologies)

	Ronak Maroo
	RM

	Ciaran McCaul
	CM

	Matthew Robinson
	MR

	Sian Retallick
	SR




	Team member
	Initials

	Sue Taylor 
	ST

	David Bearman
	DB

	Kathryn Jones
	KJ

	Leah Wolf
	LW



Guests:
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Robin Conibere (Beacon Medical Practice); Rosie Cooper (PCN lead); Becky Duke (PCN lead); Becky Duke (PCN lead); Amanda Fidelis (Cornwall ICB); Amy Griffiths (Devon ICB); Sally Mayers (Livewell); Frank O’Kelly (Tiverton Practice); Harriet Pearce (PCN lead); Fraser Perman (PCN lead); Melissa Redmayne (Devon ICB); Mandy Seymour (Livewell); Rob Skornia (PCN lead); Nicky Slight (PCN lead); Gareth Smith (PCN lead); Kirsty Young (Devon ICB)




1. Good news stories; and brief update for the PCN leads on 2026-27 funding. 
RF asked committee members to share positive updates.
Nicky reported attending the Sexual Health Prevention Framework Conference in Plymouth, which had a strong focus on prevention rather than treatment. Discussions centred on finding cost-effective ways to communicate prevention messages through healthcare professionals, the NHS and local councils. Nicky also highlighted presentations on depot contraception injections and HPV vaccinations.
Becky shared that Pathfields had begun referring into Pharmacy First for the first time, alongside pathway referrals.
Gareth reported that work is underway in partnership with Devon Partnership Trust to support pre-registration pharmacy technicians.
RF advised that her pharmacy, located next to Kingsbridge Surgery, had successfully established GP referrals into community pharmacy for contraception services.
LW confirmed that blood borne virus testing is now available in a number of pharmacies, with Devon currently being the only area able to offer this service.
RM raised concerns regarding the sale of ramipril capsules and the associated reimbursement issues faced by pharmacies. Members discussed the financial implications and it was noted that pharmacies should utilise the LPC-developed reporting form.
Action: A meeting is to be arranged involving RM, RK, Gareth and DB to discuss the ramipril issue further. The aim is to develop a Devon LPC statement for submission to CPE and presentation at the roadshow.
LJ reported that she had contacted Linda at APTUK, who acknowledged that pharmacy is currently underrepresented within the association and is working to raise its profile. Lisa is awaiting additional technician details from PCNs.
Gareth noted that pharmacies may be more willing to complete a Microsoft Form distributed by the LPC, as some contractors are concerned about sharing technician details directly due to fears of staff being recruited elsewhere.
Action: A Microsoft Form will be developed and distributed via the newsletter and PCN leads, with information returned to LJ.
ST requested that PCN leads brief their networks regarding this action.
2. PCN Lead Funding and Reporting

ST provided an update on PCN lead funding arrangements. A business case had been submitted through the ICB pod to the Sentio leadership team requesting funding for 2026/27. This was approved, with the ICB agreeing to continue funding for a further year at £112,000.
An MOU has now been signed with the ICB. However, there is a need to clearly demonstrate the impact of PCN leads and how they are helping embed community pharmacy within neighbourhood working.
PCN leads were advised that monthly reports are required to evidence activity and outcomes more effectively. Reporting arrangements have now moved to quarterly submissions, which are shared with senior leadership teams to provide oversight. KPIs will need to be incorporated into the process moving forward.
ST reminded members that the £112,000 allocation cannot be carried forward and therefore must be fully utilised by the end of March.
It was also highlighted that Pharmacy First GP referrals are increasing significantly, with WEB PCN currently accounting for 35% of all Pharmacy First referrals.
Actions:
· Arrange a poll for PCN leads to determine the preferred format, day and time for the meeting.
· Circulate the final performance slide on a monthly basis.

3. Integrated Neighbourhood Teams Discussion

DB introduced the main focus of the meeting, which was neighbourhood working and integrated teams. He noted that there would be contributions from representatives including the ICB, Robin Conibere from Beacon Medical Group, Livewell representatives Mandy Seymour and Sally Meyers, Kirsty Young, the new head of primary care within the ICB, and Frank O’Kelly of Tiverton Practice and primary care partner member for NHS devon.
DB stated that neighbourhood set up is in response to issues such as increasing demand, workforce, limited funding and moving more funding to primary rather than acutes, lack of end-of-life planning, access to care and variance in delivery across all sectors.
DB asked attendees to consider what their vision for neighbourhoods is and how pharmacy will fit into the current model. Fraser stated that it meant better care within the community and Nicky added that neighbourhoods should support a collaborative approach to obtaining better use of healthcare facilities and reducing healthcare inequalities. It was generally agreed that pharmacy is not considered enough in current neighbourhood models.
Discussion followed around collaborative working, integrated neighbourhood teams, barriers to seamless care, escalation pathways, IT interoperability, funding concerns and the importance of embedding community pharmacy into future healthcare structures.
DB highlighted that community pharmacies serve as vital, accessible health hubs in neighbourhoods providing on the spot care, expert medicine advice and preventative services to Approximately 1.6 million people daily in England. They are evolving into core components of integrated neighbourhood teams offering Pharmacy First services and long-term condition management to support local NHS structures and reduce health inequalities. 
Mandy Seymour delivered a presentation outlining the Livewell neighbourhood model, explaining the organisation’s role as a social enterprise delivering NHS contracts across mental health, frailty, dental, neurological rehabilitation and addiction services. Livewell work closely with the voluntary sector to provide cohesive care across communities. 
She emphasised that neighbourhood health can only succeed through joint working between the NHS, local authorities and wider partners. LiveWell are doing pilot stage work with Robin Conibere of Beacon Medical Practice to find solutions around neighbourhoods. They also met with NAPC recently who discussed bringing teams together for joined-up care with one digital solution. Livewell believe that the success of Neighbourhood health can be measured through national minimum goals and objectives, plus locally developed aims and outcomes defined through neighbourhood health plans under the leadership of health and wellbeing boards. 
Mandy stressed that the government states that the aims of neighbourhoods are to improve people’s health and care outcomes, organise services around the person reduce pressure on acute services, reduce waste and duplication and help the NHS deliver against core targets. 
Action: SS to circulate the neighbourhood video link to members.
Sally Mayers, Director of Pharmacy at Livewell, discussed the need for pharmacy to work across organisational boundaries within integrated neighbourhood teams. She highlighted barriers including IT access and interoperability but also outlined opportunities for improved patient outcomes and reduced duplication. She emphasised the importance of appropriate escalation and de-escalation routes.
She stated that in a mature neighbourhood model pharmacy would operate as one system function across sectors with boundaries crossed through shared purpose and population focus. Specialist pharmacy input would be targeted and visible, and governance minimal and safety focused. 

Robin discussed ongoing neighbourhood work involving Beacon Medical Group and Improving Lives Plymouth who are supporting the ageing well MDT to improve how patients’ personalised care plan is captured and used for appropriate interventions. 
He noted that there is the option of using SystemOne across both pharmacies and GP practices to create a uniform and seamless way of transferring information between parties. He described challenges around information sharing between pharmacies and GP practices and outlined ongoing work to improve personalised care planning and district nurse referral pathways.
He added that a meeting is planned with University Plymouth hospital to identify how work can be done together for frailty and cardiovascular health.
RM noted that cash needs to be ringfenced for the purpose of pharmacists working alongside Beacon on the neighbourhood agenda as otherwise pharmacists won’t be willing to take time away from services where they can be earning an additional income.
Actions:
· ST to circulate invitations for the Beacon event in June.
· ST to circulate invitations for the Livewell event taking place the following day.
Members discussed the importance of prevention, relationship building, governance, communication systems, predictable funding and ensuring community pharmacy has a meaningful voice within neighbourhood structures.
Frank O’Kelly gave a presentation emphasising the importance of pharmacy being fully integrated within neighbourhoods. He talked through slides detailing the local care partnership boundaries and explained that Devon and Cornwall will merge to become one cluster. He reported that a paper will be going to the board this month that will decide where ICB clinical directors and leads ICB will be placed within the system.  
He stressed that in order to ensure that PCN leads remain involved and engaged with neighbourhoods combined meetings need to take place with everyone regularly. RF noted that lots of contractors have developed good working relationships with their local practices and this needs to be replicated across the system.
Kirsty Young reflected on previous neighbourhood models and stressed the importance of learning from past approaches while adapting plans to suit Devon’s geography and local needs. She stated that neighbourhoods will be invaluable, but the delivery needs to be different to past models which haven’t been successfully implemented. 
4. Breakout Session Discussions 1 
Attendees were asked to answer what success would look like for pharmacy and the neighbourhood.
Mandy stated that building relationships has to take priority. Amanda noted that the government needs to ensure that individuals are not competing for the same jobs within the industry. Nicky underlined that being involved in more pilot and trials is important and pharmacists could further expand their offerings by taking on other contraception services alongside dental and optical services. 
AJ highlighted that building relationships doesn’t always lead to building quality structures and that the pathways and processes need to exist. Frank commented that the NHS has changed structure of repeatedly and that culture and climate matters more than systems and structures.
LW stated that success for pharmacies in a neighbourhood model would be for all stakeholders to feel the benefit, a removal of competition, and consistency across organisations.
Members explored the future role of community pharmacy within neighbourhoods. Discussions focused on vaccination services, preventative healthcare, GP triage, mental health support, interoperability, communication systems and the need for consistent processes and predictable funding.
The discussion concluded with agreement that neighbourhood working presents significant opportunities for community pharmacy, but that success will depend on collaboration, clear governance, sustainable funding, effective communication systems and meaningful inclusion of pharmacy within integrated neighbourhood structures. 
5. Breakout Session Discussions 2
Attendees gave feedback on two questions:
· What does community pharmacy need to enable it to fulfil an active role in a neighbourhood system?
· What relationships and enablers are needed to make this work?
AJ stated that pharmacy could administer all childhood vaccinations and elderly care but would need adequate funding so that new consultation areas could be created. He suggested that other services could include health hubs, triage into general practice, diabetes and blood pressure, sexual health, self-referred mental health and alcohol and drug abuse. Pharmacy is in a precarious financial situation so predictable income is required. 
Gareth stated that communication using systems already in place is key and it would be beneficial to have one system to cover all actions. He added that IP consultations are difficult as there are multiple systems that need to be utilised. 
Robin highlighted that pharmacy are unique in terms of offering an initial assessment triage and acting as an interface for awareness and education around preventative health and wellbeing. They also offer good opening hours and availability. 
LW added that funding is essential and will be a key enabler in forging relationships. She added that the relationship with stakeholders needs mapping.
LW wrote down the key messages from the discussions:
· PCN leads to talk to the right person in their PCNs 
· Access to neighbourhood groups
· PCN leads need to talk to their pharmacies about what is coming and how they can prepare for that
· Process map for consistency
· Being at discussions to support the neighbourhood agenda
· Protected time and funding
· Building relationships with key stakeholders
· Aligning NHS contracts
· Collaboration over competition
· One system that can process all actions including instant messaging
· Avoiding duplication of work
· Starting small and scaling up
· Continuity
DB requested feedback from the morning session. AJ stated that the current model relies heavily on a referral system for income generation which presents a barrier. RF highlighted the need to ensure processes are appropriate and sustainable and RM commented that systems must be as simple and accessible as possible for the end user, regardless of the complexity of background systems. LW advised that the GPhC should be involved in discussions to support the national guidance and provide a stronger professional voice. LJ noted that the restructuring of the ICB has created uncertainty around future arrangements, but having Kirsty involved would be beneficial.

6. Service Update
LW provided a service update. CPD is currently working with contractors who are not achieving their Pharmacy First referral targets each month. 
Slides were shared outlining the number of pharmacists and technicians currently offering contraception services. A discussion followed regarding technician training for contraception services. 
RM asked whether CPPE could run a contraception training course if the LPC covered venue and associated costs. Sian confirmed this would be possible; however, technicians would still require practical, on-the-job learning and support.
7. CPE Update
SR provided an update from CPE and requested feedback from members to take to the next meeting. 
RM raised concerns from independent contractors regarding medicine shortages and difficulties sourcing stock. He also highlighted cash flow challenges caused by NHS payments being received at the beginning of the month while wholesalers require payment at month end. 
AJ discussed Independent Prescribing noting there will soon be a significant increase in pharmacists qualifying as IPs, but many pharmacies are not yet prepared to provide IP services. 
DB stated that additional funding is required to spread knowledge, support clinical skills development, and improve integration and patient safety through DMS. RF commented that funding is also needed to ensure pharmacy premises are suitable and that consultation skills are improved. 
RM stated that pharmacies should retain the choice of whether to dispense or not. AJ highlighted that increases to the national minimum wage, statutory sick pay, and related costs have left many contractors financially disadvantaged.

8. DPCCB Update
David provided an update on DPCCB matters. The TOR has been agreed alongside the MOU with the ICB agreed for next year. A funding agreement for resources has been approved. A document is being drafted to define the board’s core roles. 
Frailty lead work continues. Outpatient activities are progressing. A meeting with Mark Hackett is planned shortly. Greater buy-in from senior stakeholders is still required. 
It was confirmed that the provider company will be established as a company limited by guarantee rather than a CIC. GPs are also in the process of establishing their own provider company.

9. LPC Self-Assessment    
Sue shared the LPC self-assessment document and asked members to confirm whether the status of each objective needed to be changed. Members worked through each objective and a new ‘RAG’ status
was decided upon.

RM suggested that committee members should meet every six months for approximately one hour to agree targets and priorities for the LPC assessment. DB commented that primary care representatives are required to attend numerous meetings, but the associated costs can be prohibitive so it is important to only attend essential meetings. 

RK suggested producing a spreadsheet to record meeting attendance. 

Action: RK to create a template for recording meeting attendance and send to the secretariat team.

10. AOB
No further business
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