NHS LIVERPOOL CLINICAL COMMISSIONING GROUP
PRIMARY CARE COMMISSIONING COMMITTEE
TUESDAY 17TH MAY 2016 AT 10AM – 12PM
BOARDROOM THE DEPARTMENT
AGENDA
Part 1: Introductions and Apologies
1.1

Declarations of Interest

All

1.2

Minutes and actions from previous meeting on
15th December 2015 & 15th March 2016

All

1.3

Matters Arising
1.3. 1 Merger of Two Lists formally known as Dr Dharmana and Dr Gerg
(PCCC 04-16)

Part 2: Updates
2.1

Primary Care Quality Sub-Committee
- 26th April 2016

PCCC 10-16
Dr Rosie Kaur

Part 3: Strategy & Commissioning
4.1

Update on Primary Care Support Services

PCCC 11-16
Tom Knight

4.2

General Practice Forward View

PCCC 12-16
Rosie Kaur/
Cheryl Mould

Part 4: Performance
No items
Part 6: Governance
No items
7.

Any Other Business

8.

Date and time of next meeting:
Tuesday 21st June 2016 Boardroom The Department

1

ALL
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MA 1.3.1

Report no: PCCC 04-16
NHS LIVERPOOL CLINICAL COMMISSIONING GROUP
PRIMARY CARE COMMISSIONING COMMITTEE
TUESDAY 15TH MARCH 2016
Title of Report

Merger of Two Lists formally known as Dr
Dharmana and Dr Gerg

Lead Governor

Katherine Sheerin
Chief Officer
Cheryl Mould
Primary Care Programme Director

Senior Management
Team Lead
Report Author
Summary

Scott Aldridge
Primary Care Co-Commissioning Manager
The purpose of this paper is to request the
Primary Care Commissioning Committee approve
to merge the list which was formally Dr
Dharmana with the list which was formally Dr
Gerg and to re-procure as one contract as part of
the APMS procurement process

Recommendation

That Liverpool CCG Primary Care
Commissioning Committee:
 Approves the merger of the list which was
formally Dr Dharmana with the list which
was formally Dr Gerg and re-procure as
one contract as part of the APMS
procurement process
Impact on improving Primary Care Co-Commissioning is a key enabler
health outcomes,
to improve Primary Care Medical Services local
reducing
for the benefits of patients and local communities
inequalities and
promoting financial
sustainability
Relevant Standards

Next Steps Towards Primary Care CoPage 1 of 6
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or targets

1.

Commissioning
APMS Contract
Primary Care Quality Framework

PURPOSE

The purpose of this paper is to request the Primary Care Commissioning
Committee approve to merge the list which was formally Dr Dharmana 's with
the list which was formally Dr Gerg's and to re-procure as one contract as
part of the APMS re procurement process.
2.

RECOMMENDATIONS

That Liverpool CCG Primary Care Commissioning Committee:• Approves the merger of the list which was formally Dr
Dharmana with the list which was formally Dr Gerg and reprocure as one contract as part of the APMS procurement
process
3.

BACKGROUND

Practice mergers are an increasingly utilised way of practices finding
solutions to the pressure currently faced by Primary Care.
1

A GP or partnership may hold more than one form of Primary Care contract
with NHS England and can also be a party to more than one contract. For
example a GMS contractor can also be a party under a PMS agreement and
vice versa and either can also hold or be a party to an APMS agreement.
This flexibility has enabled GP practices to come together in varying ways to
address a variety of challenges. These may include
• Providing administration and business support for each other,
• Expand on the range of services available
• solutions to premises based issues
1

NHS England
Managing regulatory and contract variations
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• Helping practices to achieve economies of scale,.
There are three ways in which practices will propose to merge:
1. As becoming a party to each other’s contracts, while still retaining two
separate NHS contracts and registered lists with NHS England
2. Formally as a merger of the two contracts creating a single organisation or
partnership operating under one single contract and maintaining a single
registered list of patients.
3. Informal arrangements such as sharing staff requires no input from NHS
England as this is a private arrangement between the parties.

4.

APPLICATION

NHS Liverpool Clinical Commissioning Group was required to implement the
Interim Provider Policy when Drs Dharmana (N82657) and Gerg (N82647)
relinquished their GMS contracts.
Both of these lists are currently under interim provider arrangements
(although with different providers) and are now being provided from the same
site, Townsend Neighbourhood Health Centre.
Dr Dharmana’s list size as at 1st January 2016 was 932 and Dr Gerg’s list
size was 1882. Given the current list size of Dr Dharmana’s practice it would
not be possible to sustain current service provision and would not be
appealing to potential bidders.

Appendix 1 includes further details of the practices and the proposed service
provision

5.

RECCOMENDATIONS

Based on the above, it is recommended that the Primary Care
Commissioning Committee approve to merge the list which was formally Dr
Dharmana with the list which was formally Dr Gerg and re-procure as one
contract as part of the APMS procurement process.

ENDS
Page 3 of 6

31

Appendix 1
Application for consideration of a contractual merger

Practice stamp

Please complete the following:
1. Details of the two contractual agreements you are proposing to merge
Dr Dharmana Family & General Practice (N82657)
The Surgery, Dr Gerg (N82647)
2. Which of these agreements you would prefer to continue with (NHS LCCG final
decision in this respect would be required)

The Surgery.

3. Indicate whether you intend to operate from two premises
No
a. If yes, which premises will be considered the main and which is to be considered
the branch (if applicable):
b. If no, which premises do you intend to practice from:
Both practices are located in Townsend Neighbourhood Health Centre

c. Of which CCG do you propose to be a member?
NHS Liverpool Clinical Commissioning Group

4. Full details of the benefits you feel your registered patients will receive as a result
of this proposed merger.
Both of these practice populations have been through a period of instability. Merging the
contracts into one larger contract will provide greater stability and sustainability of services
for patients
.
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5. Please provide as much detail as possible as to how the current registered
patients from the existing practices will access a single service, including
consistent provision across:
• home visits – A single home visit policy will be in place for all patients registered.
Currently there are two separate policies dependent on which practice you are register
with.
• booking appointments – Currently there are four practice numbers within the building,
which is confusing for patients and Secondary Care Trusts. Feedback we are receiving
from patients and the existing practices is that patients are getting confused over which
number to call. The procurement outlines the need to include online access booking in line
with the national requirements.
• additional and enhanced services – The new provider will be able to apply for all
available local and directed enhanced service.
• opening hours – Opening hours will be 8am to 6:30pm.
• premises facilities – the practices will have access to a new GP suite in the unused
space in Townsend Neighbourhood Health Centre, which is being renovated by CHP.
The procurement will require the successful bidder to provide the Liverpool GP
Specification.
Patients will receive a consistent level of service delivery from one provider, aimed at
reducing the variation of clinical delivery.
There will be no loss of service provision.
There are no financial implications

6. Details of the proposed merged practice boundary (inner and outer):
To be clarified once agreed

7. How you propose to consult with your patients about this proposal, communicate
actual change to patients and ensure patient choice throughout:
The CCG is writing to all patients whose practices are to be included in the APMS
procurement.

Signed: ……………………………………………………………………………….……
Print: ………………………………………………………………………………………
Date: ...……………………………………………………………………………………
Signed: ……………………………………………………………………………………
Print: ………………………………………………………………………………………
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Date: ....……………………………………………………………………………………
Signed: ……………………………………………………………………………………
Print: ………………………………………………………………………………………
Date: ...……………………………………………………………………………………
Signed: …………………………………………………………………..………………
Print: ………………………………………………………………………………………

Date: ……………………………………………………………………………………….
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Report no: PCCC 10-16
NHS LIVERPOOL CLINICAL COMMISSIONING GROUP
PRIMARY CARE COMMISSIONING COMMITTEE
TUESDAY 17TH MAY 2016
Title of Report

Feedback from Primary Care Quality Sub-Committee

Lead Governor

Rosie Kaur

Senior Management
Team Lead
Report Author(s)

Cheryl Mould, Primary Care Programme Director

Summary

The purpose of this paper is to present the key issues
discussed, risks identified and mitigating actions agreed
at the Primary Care Quality Sub-Committee.

Recommendation

Cheryl Mould, Head of Primary Care Quality &
Improvement

This will ensure that the Primary Care Commissioning
Committee is fully engaged with the work of
committees, and reflects sound governance and
decision making arrangements for the CCG.
That Liverpool CCG Primary Care Commissioning
Committee:
 Considers the report and recommendations from the
Primary Care Quality Sub-Committee

Relevant Standards
or targets
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PCCC 10-16 Appendix 1
LIVERPOOL CCG

CORPORATE GOVERNANCE TEMPLATE – COMMITTEE MINUTES
Meeting Date: 26th April 2016

Committee: Primary Care Quality SubCommittee

Chair: Dr Rosie Kaur

Key issues:

Risks Identified:

Mitigating Actions:

1.

•

•

Locality Leadership Teams (LLTs)

•

That the current structure does not
focus on continuous improvement in
Primary Care
That the LLTs do not communicate key
messages to their practice leads within
the locality

•

•

2. Workforce –Understanding the role of
Physician Associates

•

That the role is not explored to further
understand the potential benefits they
could bring to reduce the workload of
General Practitioners

•

3. Variation across General Practice –
attached report (Appendix 2)

•

That the variation across General
Practice will continue to widen
Actions are not in place to address the
variation

•

•

•
•

Review of the current role and function
of LLT’s has been completed
The LLTs will now meet on a quarterly
basis to focus of key priorities relating
to delivery of the GP specification /
Primary Care Quality Framework
All CCG practices leads to attend to
ensure all members are contributing to
the CCG key priorities
Primary Care Leads to meet with
Health Education North West to
understand the role for the committee
to consider as part of the workforce
plan
Understand the key issues that are
affecting the current variation
Specific focus at a locality /
neighbourhood level
Quarterly report established to be
presented at Primary Care Quality SubCommittee

Recommendations to NHS Liverpool CCG Governing Body:
1. To note the key issues and risks.
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Report no: PCQSC 10-16
NHS LIVERPOOL CLINICAL COMMISSIONING GROUP
PRIMARY CARE & QUALITY SUB COMMITTEE
TUESDAY 26TH APRIL 2016
Title of Report

Primary Care Quality Improvement Report

Lead Governor

Dr Rosie Kaur
Clinical Lead for Primary Care
Cheryl Mould, Primary Care Programme Director

Senior Management
Team Lead
Report Author

Summary

Recommendation

Laura Buckels
Sharon Poll
Lynn Jones
Jacqui Waterhouse
Peter Johnstone Dr Chris Peterson
Colette Morris
The purpose of this paper is to update the Primary
Care Quality Sub Committee on Primary Care
Quality Performance as measured using the
indicators in the Primary Care Quality Framework
for the reporting period 1st April 2015 to 29th
February 2016
This paper also reviews:-.
• The GP Specification Performance
That the Primary Care Quality Sub-Committee
• Notes the content of the report
• Notes the updates and mitigating actions to
address where performance is deteriorating or
variation increasing
• Notes the process for review, next steps and
actions

Impact on improving
health outcomes,
reducing inequalities
and promoting
financial

This programme of work has been developed to
support practices to deliver high quality primary
care services and ensure general practice plays its
part in realising the CCG vision to improve the
health outcomes for the people of Liverpool
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sustainability
Relevant Standards
or targets
1.
PURPOSE

The delivery of gold standard Primary Care

The purpose of this paper is to update the Primary Care Quality Sub
Committee on Primary Care Quality Performance as measured using the
indicators in the Primary Care Quality Framework (PCQF) from April 2015
to the end of Feb 2016

2.

RECOMMENDATIONS
That Liverpool CCG Primary Care Committee:
• Notes the content of the report
• Notes the updates and mitigating actions to address where
performance is deteriorating or variation increasing
• Notes the process for review, next steps and actions

3.

EXECUTIVE SUMMARY
• Unless otherwise indicated, this report compares the performance of
PCQF indicators between April 2015 and end Feb 2016. The
performance to the end of March 2015 was reported to Primary Care
Committee in July 2015.
• Of the 46 indicators where performance can be compared over time,
21 have shown some improvement, of these, 9 of the improvements
are statistically significant. These indicators are shown below (those
highlighted in bold are GP Spec KPI indicators)
• For additional understanding, the performance charts below are
colour coded showing green as continuing to achieve against the set
CCG level target and red as not achieving the CCG level target
Indicator
Change
The % of patients whose latest smoking status (last 24m) is -1.56%
recorded as being a smoker
The % of patients aged 40-74 with Hypertension, CKD, +2.04%
BMI>30 who have had a risk score ever
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The % of patients aged 65 and over who have had a pulse
check in the last 12m (excluding AF patients)
The % of patients on the Stroke / TIA register treated with
an antiplatelet or anticoagulant in the last 12m
The % of patients on the HF register treated with a beta
blocker in the last 12m
The prevalence of COPD in those aged 40%
The prevalence of Asthma
The % of patients with SMI who have received 5 key
checks in last 12m
The % of patients aged 18+ who have had their alcohol
consumption recorded in last 12m

+6.97%
+1.15%
+3.28% (set
target tbc)
+0.35%
+0.17%
+3.53%
+3.91%

• In addition to the improvements shown above, 25 indicators have
demonstrated deterioration in performance, with 16 of those being
statistically significant. These are detailed below (those highlighted
in bold are GP Spec KPI indicators)

Indicator
The % of patients aged 15+ with a smoking status
recorded in last 24m
The % of Hypertension patients whose latest BP reading
(last 9m) is 150/90 or less
The % of patients with CHD whose latest blood pressure
reading (measured in the previous 12 months) is 150/90 or
less
The % of patients with Diabetes in whom the latest HbA1c
is 7.5 (58mmol) or less in the previous 12 months
The % of patients with Diabetes who have had all 9 care
process is the previous 12 months
The % of newly diagnosed diabetics aged 17+ in the
preceding 12 months who have been offered structured
education
Prevalence of Myocardial infarction, stroke and new
diagnosis of CKD stage 5 in the last 12 months in people
with Diabetes aged 17+
The % of patients with stage 3 CKD who have received a
CVD risk score ever and an ACR in the last 12 months
The % of patients with COPD and MRC Dyspnoea Scale

Change
-2.86%
-1.48%
-2.03%

-1.62%
-3.24%
-3.46%

+0.06%

-8.50%
-6.40%
Page 3 of 39

39

>=3 who have been offered a pulmonary rehab
programme
The % of patients with Asthma who have had a asthma
review in the last 12 months that includes assessment of
Asthma control using the 3 RCP questions
The % of patients > 65 who have had the seasonal flu
vaccination in the previous flu season
The % of patients < 65 at risk of flu who have had the
seasonal flu vaccination in the previous flu season
The combined% achievement (rolling 12 months) for
DTaP/IPV/Hib at 1 year, MMR1 at 2 years, PCV booster at
2 years, Hib/MenC booster at 2 years
Rate per 1000 hospital weighted population for
admissions for a selection of ACS conditions (per GP
spec definition)
Rate per 1000 HCHS weighted pop for first GP-referred
OP attendances

-2.93%

-3.05%
-1.97%
-1.02%

+1.77
per
1000
wtd
popn
+18.05 per
1000
wtd
popn
% of choose and book GP referrals to consultant led -1.84%
clinics out of total GP referrals to consultant led
clinics*
No of patients who are 18+ who have alcohol intake -2.49%
recorded over indicated levels who have been offered
brief interventions*
• Whilst the percentage changes may appear small, the volume of
patients involved results in the changes being statistically significant.
Increasing variation
• In addition to the changes in performance highlighted, there are 22
indicators where the variation between the highest and lowest
achieving practices has actually increased. (12 of which have shown
decreased performance, 10 of which have improved). 7 indicators
displayed an increase in variation above 10 percentage points.
These are detailed below (those highlighted in bold are GP Spec KPI
indicators)
Indicators

Change
Variation
The % of newly diagnosed diabetics aged 17+ in the +15%

in
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preceding 12m who have been offered structured education
The % of patients with stage 3 CKD who have received a
CVD risk score ever and an ACR in the last 12 months
The % of patients > 65 who have had the seasonal flu
vaccination in the previous flu season
The % of patients < 65 at risk of flu who have had the
seasonal flu vaccination in the previous flu season
The combined% achievement (rolling 12 months) for
DTaP/IPV/Hib at 1 year, MMR1 at 2 years, PCV booster at
2 years, Hib/MenC booster at 2 years
Patients who are 18+ who have alcohol intake recorded
over indicated levels who have been offered brief
interventions*
The % of patients aged 18+ who have had their alcohol
consumption recorded.

+19%
+23%
+24%
+24%

+16%

+32%

• Indicators detailed here as having shown statistically significant
performance decreases or increased variation are discussed in further
detail in the section 6.

4.

BACKGROUND
• The Primary Care Quality Framework (PCQF) was introduced at the
beginning of 2013/14 as a tool for improving quality and reducing variation
across general practice in Liverpool as measured by a suite of agreed
Quality indicators.
• Monthly reporting of the indicators within the PCQF commenced in July
2013.
• This report will update the Primary Care Quality Sub Committee on
changes in performance against those indicators between April 2015 to
end of February 2016
• Certain Indicators are outside the scope of this report, these are detailed
in Appendix 1.
• Indicators in the PCQF that are taken from the QOF are constructed to
mirror the QOF definition in all aspects apart from the exceptions. For the
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purposes of the calculations, excepted patients are included. This principle
was agreed when the PCQF was introduced
• Care should be taken when assessing performance against indicators
derived from QOF- this is likely to change over the next month as we
approach the end of the QOF year.
• Where England (national) benchmarks are provided for QOF indicators,
the benchmark has been recalculated to add exceptions back so that it
provides a true comparator to the PCQF performance.
• The data source for secondary care activity indicators is Secondary User
Service (SUS). Other indicators are extracted directly from primary care
systems.
• Throughout this report, where the word ‘significant’ is used, this is to
indicate statistical significance rather than a subjective judgement.
• Where the word ‘outlier’ is mentioned, this refers to practices more than 3
standard deviations away from the Liverpool average.

5.

Current PCQF Performance
• Currently, at CCG level, there are 37 out of 49 (the others are for
information only or do not have an agreed target) indicators that are
achieving their PCQF target. For most indicators, this is an internally set
threshold based on the lower quartile of the city at the time the baseline
was taken. If there is a nationally set target for an indicator, for example
QOF, then that applies. GP Spec indicators have their targets set through
the GP Spec development group.
• There are 12 indicators not achieving their respective targets at CCG
level, of this, 4 are indicators that are part of GP Spec (A&E attendance,
emergency admissions for ACS conditions, GP referred first out patients
and alcohol brief interventions)
• The PCQF Dashboard in Appendix 2 & 3 summarises the current
achievement for each indicator. The Dashboard provides detail for the
overall CCG position and the 3 Localities. The variation section indicates
Page 6 of 39
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the minimum and maximum performance across the practices for each
indicator.
• A more detailed analysis of the performance for particular indicators is
contained later in this report.
6.

Indicators of focus
• One of the key aims of the PCQF was to reduce variation in achievement
between practices.
• As highlighted in the Executive Summary, there are 7 indicators where
variation has increased by more than 10 percentage points since the last
report to PCQSC and there were 16 indicators which showed statistical
deterioration.
• There is a great deal of cross-over between those indicators showing
significant decreases in performance and those showing this large
increase in variation.
• Of the 7 indicators showing an increase in variation of greater than 10
percentage points, 6 show a corresponding statistical drop in performance,
whilst the other demonstrates a statistical improvement.
Please note, in the following narrative, the two flu vac indicators are
discussed jointly.
o The % of newly diagnosed diabetics aged 17+ in the preceding
12 months who have been offered structured education has
seen variation between practice attainment increase over the year
by 15 percentage points and when reported at practice level shows a
variation greater than 50%. This increase in variation has been
driven by a drop in performance at the lower end of the range. There
are 2 practices showing 0% achievement for this indicator. One
practice has recently had the GP terminate his contract therefore an
interim provider now in place is establishing more robust systems
and processes including a call and recall system to ensure patients
are invited in and reviewed. The other practice has no newly
diagnosed diabetic patients reported which needs further enquiry
and understanding. This indicator is also one of those showing a
Page 7 of 39
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statistically significant drop in performance at CCG level and this has
been driven by a statistical decrease for North locality.
o The % of patients with stage 3 CKD who have received a risk
score ever and an ACR in the last 12 months has demonstrated
an increase in variation of around 19 percentage points. Again, this
increased variation is driven in the main by the lower end of the
performance scale in which we have observed one practice having
dropped to 0% which requires further understanding. Also to note is
an improvement in the highest achieving practices however overall
attainment against this indicator has shown significant decreases
both at CCG level and across all localities.
o The % of patients > 65 and % patients <65 at risk who received
the flu vaccination in the previous flu season. These indicators
have seen an increase in variation of 23 and 24 percentage points,
respectively. In both cases, this has been driven by a drop at the
lower end of the range.
For the >65 indicator, there are 15 outliers at the lower end of the
scale, two thirds of them being within Liverpool Central. 5 of these
have recently been taken over by interim providers. 14 of the 15
outliers are in areas with deprived populations. The lowest
performing practice is the practice where the GP terminated his
contract. The practice nurse development team have been
supporting the practice during this time to increase the uptake and
delivery of this vaccination programme.
For the <65 at risk indicator, there are 16 statistical outliers, these
are slightly more evenly distributed across the localities /
neighbourhoods. There are 8 practices which are outliers for both
flu indicators, 4 of these being interim provider practices.
It is important to note that practices across the city are reporting a
lack of uptake due to patients perceiving the vaccine as not effective
following last year’s change in circulating strain. The lower uptake,
which has been seen across the Mersey area, demonstrates a 4-5%
lower uptake compared to last season which is similar to national
performance. The full 15/16 seasonal flu vaccination report for
England will not be published until May, so we will not know whether
the trend in Liverpool continues to reflect that seen nationally until it
is published
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o The combined% achievement (rolling 12 months) for
DTaP/IPV/Hib at 1 year, MMR1 at 2 years, PCV booster at 2
years, Hib/MenC booster at 2 years has shown a 24 percentage
increase in variation since the end of 14/15. This is due entirely to a
decrease in minimum performance down to around 55%; the lowest
achieving practice is an outlier compared to the rest of the practices,
with the next lowest attainment being around 83%. The outlying
practice advises that the historical poor uptake has been in main to a
transient population of families from outside the UK who do not
understand the UK immunisations schedule. To increase
accessibility a drop in clinic every 2 weeks has been set up in
conjunction with the health visitor team and practice nurse and
utilised effectively.
The recent transition of the childhood immunisation programme to
general practice ensures all childhood vaccinations are delivered as
part of routine care delivery within the practice setting. This indicator
will be closely monitored over the next 6 months as practices embed
the changes.
o The % of patients aged 18+ who have had their alcohol
consumption recorded. This indicator was introduced as it had
previously been noted that practices were achieving a high
proportion of brief interventions where alcohol consumption was
recorded but actual recording of alcohol consumption was only seen
in a small proportion of patients. Since the baseline, variation
between practices has increased by nearly 32 percentage points due
in the main to increases at the top of the range. Overall performance
has, in fact, risen by over 3%, a statistical improvement.
o Patients who are 18+ who have alcohol intake recorded over
indicated levels who have been offered brief interventions has
demonstrated an increase in variation of just over 16 percentage
points, again driven by decreases in the lowest performing practices.
There are 8 practices that are statistically low outliers, again this
includes the practice where the GP terminated his contract and is
now being managed by an interim provider. Of the other seven
practices, 6 belong to Matchworks locality. They include a variety of
practices some of which are in areas not traditionally regarded as
having a hard to reach population.
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It should be noted that having a higher performance on the previous
indicator will mean that there are more patients needing a review to
enable the practice to reach the target on this indicator. The increase
in the number of patients having their alcohol consumption recorded
has very likely contributed to the increase in variation witnessed
here.
To raise awareness of safe alcohol consumption levels and
confidence in delivering brief interventions, multi-professional
educational training (MPET) funding has been used to develop a
training package for all practice staff delivered by Liverpool
Community Alcohol Service (LCAS). Approximately 70% of practices
have so far signed up for the educational programme which is being
delivered within the practice setting to allow for the majority of
practice staff to be trained. For nurses and doctors who as part of
their role treat patients where drinking is contributing to health
harms, a 1 day RCGP accredited educational package has also
been made available.

7. Performance of indicators reported as needing focus in July 2015
report
This section of the report is focused on the areas highlighted in the report
presented to the Primary Care Quality Sub Committee on 28th July 2015.
The report highlighted indicators which demonstrated a statistically
significant deterioration in performance between 2013/14 and 2014/15 at
CCG and Locality.
• The % of patients with Hypertension whose latest blood pressure
reading (measured in the previous 9 months) is 150/90 or less.
Once again, performance against this indicator has shown a statistically
significant decrease of 1.48%. There are currently around 69000 people
on hypertension registers across the city, so this decrease represents
around 1000 additional patients whose hypertension is not being managed
to the target level. Whilst overall performance has deteriorated, variation
between practices has reduced by just under 8 percentage points. This is
due to both improvements at the lower end and a slight decrease at the
upper end of the achievement scale.
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Further understanding of the practices whose performance sits at the
lower end of the indicator is required as it is difficult to say why blood
pressure management is not being achieved. It is to be noted that 2015/16
QOF requirements differ from this indicator as it looks at blood pressure
measured in the previous 12 months.
The roll out of simple telehealth (Florence) is expected to pick up pace
over the next 6 months and will offer practices the opportunity for patients
to monitor their BP at home and allow clinicians to review readings at the
practice and manage accordingly. The hypertension protocols offered by
Florence will be targeted at practices currently under performing in this
indicator.
The graph below shows the CCG and locality performance over time and
provides the England benchmarks for the last 3 years.

• The % of patients with CHD whose latest total cholesterol (measured
in the previous 12 months) is 5mmol or less
CCG performance against this indicator has improved by +0.21% since
14/15 albeit this is not a statistical improvement. Variation against the
indicator has decreased by just under 2 percentage points with both the
minimum and maximum practice scores having shifted upwards.
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Liverpool’s medicines management team continue to provide practices
with a clinical offer to support this indicator
The graph below shows this relatively static performance over the year.
No more recent England benchmark is available as this indicator has been
removed from QOF.

• The % of patients aged 15 years and over with a smoking status
recorded in the last 24 months
Despite being highlighted in the previous report, this indicator has
demonstrated a statistically significant decrease in performance over the
year both at CCG level and in each individual locality. Variation between
practices has increased, by nearly 9 percentage points. This has been
driven by a drop in performance at the lower end of the range.
The graph below shows the decrease. No more recent England
benchmark is available as the indicator has been removed from QOF,
which may explain the deterioration in performance.
Every contact counts training is planned for the June 2016 market place
event to raise awareness of having important conversations at all contact
with patients, including enquiring about their current smoking status. The
training aims to encourage conversations based on behaviour change
methodologies and will be enable the up skilling of all practice staff to
ensure every contact with patients and families has an impact.
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In addition to the above, the imminent release of updated templates is
seen as timely to support the recording of smoking status.

• The % of patients with COPD and MRC Dyspnoea Scale >=3 who
have been offered a pulmonary rehab programme
There has been a 6.4% drop in performance against this indicator at CCG
level, which is statistically significant. This is driven by a statistical
decrease in performance in Liverpool Central locality of -15%.
Performance is static for Matchworks locality whilst North locality has
actually demonstrated a statistical improvement of +7.3% in recent
months.
This indicator reported at practice level shows a variation greater than
50%. There are 2 practices showing 0% achievement for this indicator,
one of those being where the GP recently terminated his contract. An
interim provider is now in place and establishing more robust systems and
processes including a call and recall system to ensure patients are invited
in and reviewed. The other practice has identified coding as the issue and
is amending as appropriate. 33 practices across the city remain below the
indicator target of >55.80%
Previous feedback from practices had cited a lack of flexibility and
inaccessibility to venues for patients in accessing the pulmonary
rehabilitation service.
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A new, more flexible pulmonary rehabilitation service known as the
‘Breathe’ service is to be launched in April 2016. The use of technology to
provide a patient education element is planned as well as DVD options in
addition to 2 new venues at Ropewalks and Walton Cornerstones. A pilot
is also planned for housebound and high risk respiratory patients called
‘breathe @ home’ Promotion and education is planned for the June 2016
Market Place event.

8.

Indicators showing variation >50%

Of the 65 PCQF indicators reported at practice level, 11 indicators show
variation of more than 50%. This section highlights those indicators not already
discussed and provides current understanding and actions to address.
All indicators showing a greater than 50% variation are highlighted red in the
variation part of the PCQF dashboard in Appendix 2.
Prevention
• The % of patients whose latest BMI >40 who have been reviewed or
offered weight management advice in the last 12 months displays a
large variation in achievement, from around 18% to almost 100%. There
are 18 outliers whose performance is statistically below that of the other
practices, 3 of which have now moved to interim providers. It should be
noted that variation has decreased slightly since the July report. Incorrect
coding of weight management advice has been identified by a number of
practices.
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CVD
• % of people with stroke / TIA whose latest cholesterol (measured in
previous 12 months) is 5mmol or less. Attainment against this indicator
ranges from approx. 33% to 88% having narrowed by around 3
percentage points since the last report. There are only 7 statistical outliers
in relation to this indicator, spread across the localities. Again, one is the
previously mentioned practice that has moved to an interim provider. To
improve against this indicator, all Liverpool practices are provided a
clinical offer from the Medicines Management Team to support reduction
in cholesterol, although it is not specific to stroke / TIA.
• % patients with AF whose last record of CHADS2 score is >1 and
who have been treated with anticoagulation therapy in the previous 6
months. Practice achievement ranges from 50 – 100% for this indicator.
However, it is susceptible to small numbers with only 1 practice more than
3 standard deviations away from the Liverpool average. A focused project
auditing and reviewing current anticoagulation / antiplatelet therapy in
practice has seen performance improve. The project has seen good
outcomes with 61 practices having completed a review of all patients, 4
are awaiting outcomes, 11 still have work outstanding and 9 practices did
not engage with the project. Those practices that did not engage will be
highlighted to the locality leadership teams.
• % of patients aged 65 and over (exclude patients on AF register) had
pulse check in last 12 months. As highlighted in the executive summary,
this indicator has seen a statistically significant improvement by 6.97
percentage points. The attainment range for this indicator is from 29% to
89%, a variation of around 60 percentage points. There are 23 outliers: 12
from Liverpool Central, 8 from North and 3 from Matchworks. That said,
there continues to be a strong focus to continually improve pulse checks at
every opportunity. Nurses in general practice have continued to undertake
pulse checks within their flu clinics whilst at neighbourhood level,
Matchworks and Central Liverpool locality have this as one of their priority
area’s.

Mental Health
• People with dementia prescribed antipsychotic medication.
Performance against this indicator is static at CCG level, although
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Matchworks locality has achieved a statistical reduction in prescribing
since the last report. There is a variation of 55 percentage points between
lowest and highest attaining practices, although this indicator is again,
susceptible to small numbers. To be noted, antipsychotic medication
continues to be initiated by specialists under close supervision in
secondary care. The medicines management team are challenging
prescribing when in practice where appropriate however many GP’s do not
feel they have the authority to overrule specialist prescribing. A national
toolkit to support reduction of prescribing in Primary Care is expected
soon.
• The % of people on lithium therapy with a record of lithium levels in
the therapeutic range in the last within the previous 4 months. There
is wide variation (100 percentage points) against this indicator, although
due to the small numbers of patients being prescribed lithium, the
achievement is susceptible to large changes month-on-month. There are
currently four practices who are achieving 0% against the indicator and of
the 11 patients this equates to, 10 of those have not had their level
recorded in the required timeframe which needs further understanding.

Prescribing
• Patients prescribed Warfarin who have an INR result in the last 4
months The current anticoagulation service is commissioned to manage
warfarin for every patient in the city and has robust processes in place to
ensure all patients have an INR reviewed <12 week. After each clinic visit
patient INR results are available on ICE which practices can download into
the patient record. Whilst all practices review results, many do not
download the results into the patient notes therefore this will account for
the variation of 75 percentage points between the lowest and highest
achieving practices.
• The % of patients with CKD stages 3b/4 prescribed a statin in the last
3 months. This indicator shows a variation of just over 67 percentage
points between top and bottom of the range, although the target is being
achieved at CCG level. There are 3 outliers, two from Matchworks and
one belonging to Liverpool Central. Further understanding as to the lower
performing practices is required.
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• % of patients with LVSD currently prescribed a beta blocker, plus
ACE inhibitor (or angiotensin receptor antagonist if intolerant to
ACE1) coded as max tolerated doses. This indicator is proving to be
challenging for practices across the CCG, with only two achieving the
target. There is a variation of over 66 percentage points, with more than
half or practices reporting 0% attainment. The main cause for this is 2 fold.
Firstly practices are poor at coding maximum tolerated dose, despite it
being promoted and on LCCG heart failure template. Secondly, titrating
medications means multiple patient appointments, coupled with the
complexity of comorbidities which means closer monitoring and
supervision can be required. Over the years practices have had
inconsistent messages in relation to who should be titrating (ie, GP or
consultant) which may also be implicated in performance. The CVD
commissioning lead is currently reviewing this issue as part of the CVD
redesign.

9. QUALITY PREMIUM 15/16
The quality premium (QP) is a national level target intended to reward CCGs for
improvements in the quality of services commissioned, associated
improvements in health outcomes and reduction in health inequalities.
Diabetes indicator
This indicator looks at the percentage of patients with diabetes who have
had all 9 care process in the previous 12 months. This indicator has 2
targets, one as a quality premium aimed at improving the average
performance of the bottom 25% of practices from 45.2% to 63.8% by
March 16, the other as a citywide PCQF target of 70%
Performance against the QP target has improved in the last month, by
+1.3% since April 2015 although it does remain short of the target, as the
graph below illustrates.
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The national diabetes audit no longer reports the position for the 9 key
care processes, only for the 8 excluding retinal screening. Therefore the
most recent available benchmark for England for the 9CP is from 2010/11,
when it was 54.3%.
This indicator reported at practice level shows a variation greater than
50%.
Initial review of data shows the numbers needed to achieve QP targets for
the bottom 25% of practices range from 18-108 patients.
Microalbuminurea and retinal screening
achievement across all practices.

appear

to

have

lower

The difficulty in obtaining an ACR is when patients arrive for appointments
without an early morning urine sample, which is stipulated as best
practice. Practices have been advised by diabetes clinical leads to obtain
urine on arrival and retest if the result comes back outside of the expected
range.
Early indications show that practices who are achieving retinal screening
targets are coding differently to those not achieving i.e., using the code
‘under the care of retinal screener’ which is appropriate coding. A recent
change to the interval of retinal screening for individual patient’s means
some will be reviewed bi-annually or annually, as clinically indicated.
It is to be noted that those showing lowest achievement in the bottom
25% quartile have a variety of poorly performing indicators putting into
question the systems and processes in place for review.
The newly appointed primary care clinical advisor is working closely with
the primary care team to identify issues and support the development of
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an individual action plan for each practice identified in the bottom 25% to
drive improvement. Practice visits to those in the bottom 25% quartile will
take place over the coming weeks. These visits will provide a current
understanding of systems, processes, clinical coding, validation of
registers and workforce capacity, so that practices can be signposted to
the identified relevant support. If not already, practices will be supported
to improve their links with wider teams such as Liverpool Diabetes
Partnership. This team will be able to support each practice through
education and joint working. Practice pop ups have been rolled out across
all practices to highlight outstanding indicators when the patient attends
practice.
This indicator remains a priority for both Liverpool Central and Matchworks
localities.

Mental health indicator
This indicator looks at the percentage of patients aged 40+ who have
schizophrenia bipolar affective disorder and other psychoses that have
had all 5 care processes in the last 15 months. This indicator also has 2
targets, one as a quality premium aimed at improving the average
performance of the bottom 25% of practices from 25.3% to 40.7% by
March 16, the other as a citywide PCQF target of 37.7%
Whilst the citywide performance of this indicator has improved at CCG
level, the performance of the bottom quartile of practices has not reached
the QP target, although it has been on an improving trajectory, having
dipped earlier in the year. The graph below illustrates this. (There is no
England benchmark available).
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This indicator reported at practice level shows a variation greater than
50%. Initial review of data shows the numbers needed to achieve QP
targets for the bottom 25% of practices range from 27 – 2 patients.
Cholesterol, glucose and BMI appear to have lower achievement across
all practices. This suggests individuals are being seen for other indicators
putting into question the systems and processes in place for review.
Some patients remain on the mental health register despite being in
remission for five plus years. There is limited understanding of mental
health resolved codes in practice which means patients who no longer
need to remain active on the register continue to show on indicators.
Where practices have worked with mental health liaison practitioners on
validating the register there has been a significant improvement.
Unlike the diabetes 9 care process, practice pop ups for SMI are not
available to practices. In addition primary care mental health practitioners
have found it difficult to develop relationships in SSP practices due to
movement of practice managers. The new interim providers already have
established relationships with the practitioners from their own practices
and will be able to facilitate partnership working across the practices.
Primary Care Mental Health Practitioners continue to work with practices
on validation of registers and facilitate patients attending for reviews. The
team have recently employed HCAs to support the liaison practitioners in
working with practices and patients.
The newly appointed Primary Care Clinical Advisor has worked with
mental health practitioners to develop a resolve code list for practices and
is working with the CCG regarding the roll out of practice pop up alerts.
The clinical advisor will support the primary care team to identify issues
and work with the mental health practitioners and practices to drive
improvement. Practice visits to those in the bottom 25% quartile will take
place over the coming weeks. These visits will provide a current
understanding of systems, processes, clinical coding, validation of
registers and workforce capacity, so that practices can be signposted to
the identified relevant support.
If not already, practices will be supported to improve their links with wider
teams such as the primary care mental health practitioners and Liverpool
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Waves of Hope. It is imperative practices develop strong relationships with
both other mental health providers and the voluntary sector to support
those living with sever enduring mental illness.
This indicator remains a priority for all three localities. Each locality has
shown an improvement in achievement against this indicator, with North
showing a statistical increase in performance

10.

Performance by Locality (see appendix 4)

North, Central Liverpool and Matchwork Localities selected a number of
priorities to focus on in 2015/16. Performance and variation relating to locality
priorities is already discussed within the report.

11.

GP Specification

This section provides an overview of performance at CCG level. Future
iterations of this report will focus and detail at practice level.

EXECUTIVE SUMMARY
• Of the 12 non-prescribing indicators in the GP spec, 9 indicators are
achieving band A, 2 indicators band B, 1 indicator band C and 1 is not
achieving.
• Since the end of March 15, the performance against 6 of the indicators
has improved, 3 of these have been statistically significant improvements.
• The indicators which have shown statistical improvement are:
• Prevalence of COPD 40+ (+0.4%)
• Prevalence of Diabetes 40+ (+0.4%)
• Recording of alcohol consumption (+3.9%)
• 6 indicators have shown deterioration in performance and again, of these
changes, 3 are significant.
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• The indicators which have shown statistical deterioration are:
• Rate per 1000 HCHS weighted patients of ACS admission (+1.77)
• Rates per 1000 HCHS weighted patients of first GP-referred OP
attendance (requires further analysis) (+18.05)
• The % of patients drinking over recommended levels who have been
offered brief intervention (-2.5%)
Of the 9 prescribing indicators, the CCG is achieving 3. These are:
• Patients on Warfarin with INR recorded in last 4 months
• Patients with CKD 3b / 4 currently on a statin
• Reduction in all antibiotic items per 1000 ASTRO PU compared to
14/15. This indicator has shown improvement and has reduced
prescribing by 3.89 items per 1000 ASTRO PU.
• It has not been possible to compare the performance of most of the
prescribing indicators over the year due to changes in the reporting
criteria.

ACCIDENT AND EMERGENCY ATTENDANCES
Whilst the rate of A&E attendances has increased slightly, this is not
significant at CCG level. The picture is similar for Liverpool Central locality
whilst Matchworks locality has demonstrated a statistically significant
decrease in the rate of attendances. Conversely, North locality has seen a
significant increase in their rate although it should be noted that there have
been problems during the year relating to the counting of attendances
applicable to this indicator. This has applied specifically to attendances at
Aintree Hospital which will have impacted on the ability of practices in
north locality to monitor A&E attendances and take action to address
increases.
The performance between practices varies by approximately 22
attendances per 1000 patients which is static compared to March 15.

EMERGENCY ADMISSIONS FOR ACS CONDITIONS
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This indicator has demonstrated a statistically significant increase at CCG
level, and across all three localities. This has been driven by a rise in the
rate for every condition monitored and is not concentrated in one area,
although the largest increases were seen for Asthma, COPD, Convulsions
& Epilepsy and Flu & Pneumonia.
There is a variation between the lowest and highest practices of around 19
admissions per 1000 weighted patients. This is down by around 6
admissions per 1000 compared to the time of the previous report.
As already highlighted, there has been a 4-5% lower uptake of flu
vaccination compared to last season, similar to national performance,
which may have contributed to the increase in both respiratory and flu &
pneumonia ACS admissions. National measures are not comparable for
ACS conditions due to the narrowing of local definitions.
Previously reported issues in accessing CMIP intelligence portal should
see improvement due to the now live replacement portal known as
Aristotle. The new portal will enable practices to regularly review their
performance including ACS admissions, use tools such as the ACS
admissions audit tool and have the ability to use robust data to assist in
reducing avoidable admissions.
It is to be noted that hospital coding does not always represent the actual
or primary condition and that admission rates and on-going treatment are
adversely affected by inappropriate coding. Challenging this coding has
proved difficult for practice teams due to a lack confidence in accessing
robust data through CMIP.
A 6 month programme of respiratory education is to be launched at the
citywide nurses meeting on 20th April 16 for nurses in general practice.
Multi-professional educational training (MPET) funding has been used to
develop an e-learning package focusing on acute and chronic COPD and
asthma management. 2 x 3 hour workshops will be supported by an 6
month RCGP accredited e-learning package which is also being made
available to GP’s in the practice’s where nurses sign up to the programme
of learning. A HCA and Assistant Practitioner specific education package
will see the up-skilling of this non-qualified nursing workforce in addition.
To support inter-professional education and learning, each neighbourhood
who have identified respiratory as a priority area will be given free access
to the e-learning offer also.
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As already mentioned earlier, a new, more flexible
rehabilitation service is being launched and promoted widely.

pulmonary

GP-REFERRED FIRST OUTPATIENT ATTENDANCES
The rate of first OP attendances has increased at CCG level by around 18
per 1000 weighted patients, a significant deterioration. All specialties apart
from T&O and vascular surgery have seen an increase, although these
are small with the exception of gynaecology, where a notable increase of
nearly 16 attendances per 1000 patients has occurred. Further analysis is
required to understand whether this is a true reflection of activity or it
relates to any changes in coding / counting.
Variation against this indicator has also increased and spans between 33
attendances at the lower end of the range to 154 at the upper end.

PREVALENCE
Of the seven registers monitored, five have improved, two of which have
shown a statistical increase at CCG level compared to the previous report,
these being COPD and Diabetes. The impact from diabetes is likely to be
attributed to the implementation of the Impaired Glucose Tolerance LQIS.
The picture is different at locality level. Liverpool Central has displayed
statistical increases across the board, whilst in Matchworks, this has been
seen for the Hypertension, AF and COPD registers. In North, AF and
COPD have demonstrated significant increases. Variation between the
prevalence for each register spans between 3% (HF) and slightly below
20% (Hypertension).

ALCOHOL
The % of patients aged 18+ who have had their alcohol consumption
recorded
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A statistically significant improvement has been made in relation to this
indicator, with performance increasing by around 4%. This statistical
increase has occurred at both CCG level and across all three localities.
As noted earlier in this report, variation between practices has increased
since the baseline due to improvements in recording at the upper end of
the scale.
The number of patients who are 18+ who have had alcohol intake recorded
over indicated levels who have been offered brief interventions
This indicator has seen a statistical decrease in performance (-2.5%) at
CCG level. As already discussed in section 6, this is likely due to the
introduction of the target for recording alcohol consumption, which in turn
means that there are more patients needing a review to enable the
practice to reach the target on this indicator. The increase in the number of
patients having their alcohol consumption recorded has very likely
contributed to the increase in variation witnessed here.
As noted earlier in this report, variation has increased by around 16
percentage points, due to performance at the lower end of the scale
dropping.
As previously mentioned, 70% of practices have so far signed up to an
offer of brief intervention training being delivered by LCAS which is also
supported by 1 day fully funded RCGP accredited educational package for
nurses and doctors who as part of their role treat patients where drinking
is contributing to health harms.

EXCEPTION REPORTING
This indicator measures the proportion of patients exception reported
against QOF indicators for reasons of ‘Informed Dissent’ and ‘Patient
Unsuitable’, for the disease registers measured in the GP spec prevalence
indicator. There is currently no update available for this indicator, the data
will be published after the end of the QOF year.

PRESCRIBING
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Patients Who Are Prescribed Warfarin Who Have Had An INR Result
In Last 4m CCG achievement against this indicator stands at 94.17%,
against a target of 90%. The indicator has shown an improvement when
compared with the last report. However, due to counting changes, the only
available comparator is patients on warfarin who have had an INR in the
last 3 months. Therefore some of this improvement will be due to this.
Variation against this indicator is large and has already been discussed
earlier in this report.
Patients Prescribed Lithium Who Have Had Their Level Recorded in
Last 4m This target is not yet being achieved at CCG level, with
performance currently standing at around 81% against a target of 90%.
This indicator shows improvement when compared to the previous
reporting period. However, again, changes have been made to the
reporting definitions in-year, so a true comparison is not possible.
Variation against this indicator has already been discussed and actions
identified.
The % of Patients Prescribed Lithium Who Are Prescribed Thiazide
Diuretic This has reduced since the baseline by around 0.8%. This is not
statistically significant due to the small numbers involved. This, however,
represents a reduction of 5 patients out of 17 across the city, so around a
third. The target is not yet being achieved at CCG level, Matchworks and
North localities are achieving the target, although Liverpool Central is not.
Patients With Dementia Prescribed Anti-Psychotics Performance
against this indicator is static since the last report. Neither the CCG nor
any of the localities are currently achieving the target of 5% or less.
Matchworks locality has though achieved a significant reduction over the
time period. As discussed earlier in the report, antipsychotic medication
continues to be initiated by specialists under close supervision in
secondary care. The medicines management team are challenging
prescribing where appropriate in practice however many GP’s do not feel
they have the authority to overrule specialist prescribing. A national toolkit
to support reduction of prescribing in Primary Care is expected soon

Patients With Asthma Prescribed a Non-Cardio Specific Beta-blocker
Whilst this indicator is not yet being achieved at CCG or locality level,
attainment for the CCG currently stands at just under 0.9% compared to
the target of 0.2%. Unfortunately, there has been a statistical decrease in
performance against this indicator since the beginning on 15/16. It is to be
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noted that there has been no drive to change over those stable on noncardio specific beta-blockers however recent advice from cardiologists is
that this should be done therefore practices are being advised of this.
The % of Patients with Addison’s Disease Prescribed Thiazide
This indicator has improved by 3% since the beginning of 15/16. This is
not a statistical drop as it only relates to 4 patients across the city. The
indicator target of <1% is not yet being achieved at CCG level, although
North locality have attained this. Overall performance stands at 2%.
The % Patients with CKD 3b/4 currently on a Statin
This indicator is currently being achieved at CCG level (66.2% against
target of 65%), and by both Liverpool Central and North localities.
Matchworks locality is currently around 5% short of target. Please refer to
the discussion earlier in the report for information on variation.
% Patients with HF and LVSD currently prescribed a beta blocker and
drugs affecting renin-angiotensin system and both coded at max
tolerated doses. The CCG is not currently achieving this target and at
around 14% is some distance from the target of 55%. The picture is the
same across the individual localities. Only 2 practices across the city are
achieving this target, with attainment ranging from 0% to around 67%.
Section 8 of the report has provided further information on reasons for
performance and variation.
Reduction in the number of antibiotics prescribed in primary care
As demonstrated in the graph below, the rate of antibiotics prescribed in
primary care has seen a positive reduction from 55.17 to 51.28 per 1000
ASTRO PU since the 1415 baseline.
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As well as being a GP spec indicator the CCG has two quality premiums
attached to the prescribing of antibiotics in Primary Care. These relate to
the number of all items prescribed and the proportion of broad spectrum
antibiotics. The number of antibiotics and proportion of broad spectrum
antibiotics prescribed in primary care continues to reduce. Commissioned
support from the NHS Liverpool Community Health’s Medicines
Management Team is provided regarding advice and audit for practice
members. An experienced GP is leading on antibiotic prescribing for the
Medicines Optimisation Communities and is working with a number of high
prescribing practices to identify ways to reduce antibiotic use. All practices
have been encouraged to pledge to become antibiotic guardians.

Reduction in the proportion of broad spectrum antibiotics prescribed
in primary care
As illustrated below, the rate of broad spectrum antibiotics prescribed has
fallen from 5.33 per 1000 ASTRO PU in 14/15 to 4.56 at the end of
January 16.

13.

Process for review and next steps
Each month performance and variation is reviewed by the primary care
team. The primary care performance dashboard is shared at the start of
each month by business intelligence and discussed at the monthly primary
care & quality team senior managers meeting. Priority area’s and actions
are agreed going forward, using a cycle of improvement methodology so
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that learning, intelligence and feedback is triangulated and best practice
can be shared widely. This internal review process acts as an early
warning to highlight when performance is deteriorating or variation
widening so that understanding, early action and support is timely.
Practice implementation plans are a tool to support the primary care team
and the practices to review progress against GP spec KPI’s. These plans
will be a key focus when reviewing performance that is deteriorating or not
achieving the expected level.
Locality Leadership Team meetings will change their function in order to
support improvement in performance and reduction of variation. A paper
detailing the form and attendance of the meetings is to be presented to the
committee following this report update.
In addition, coherent plans focusing on LCCG’s priority areas, identified to
achieve improved health outcomes and reduce unnecessary hospital
demand, will be developed and implemented. This will be fully aligned
with community care teams and clinical programmes.
14.

Actions
A summary of the actions required within this report is as details below.
PCQF Indicator

Action

Who
Responsible

The % of newly diagnosed
diabetics aged 17+ in the
preceding 12 months who
have been offered structured
education

Contact practice to understand
reason no newly diagnosed
diabetics and support to address
issues, reporting back into
monthly PC senior managers
meeting
Contact practice to understand
reason and support to address
issues, reporting back into
monthly PC senior managers
meeting
Monthly reporting of indicator to
be part of PC senior managers
meeting to enable timely action /
early identification of issues or
trends.

Primary
Care 1.5.2016
Quality Manager

The % of patients with stage
3 CKD who have received a
risk score ever and an ACR
in the last 12 months
The
combined%
achievement
(rolling
12
months) for DTaP/IPV/Hib at
1 year, MMR1 at 2 years,
PCV booster at 2 years,
Hib/MenC booster at 2 years

Completion
of action

Primary
Care 1.5.2016
Quality Manager

Primary
Care Monthly action
Support Manager – to be rereviewed
31.10.2016
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The % of patients with
Hypertension whose latest
blood
pressure
reading
(measured in the previous 9
months) is 150/90 or less.

% patients with AF whose
last record of CHADS2 score
is >1 and who have been
treated with anticoagulation
therapy in the previous 6
months
The % of people on lithium
therapy with a record of
lithium
levels
in
the
therapeutic range in the last
within the previous 4 months

Review of practices at lower end Primary
Care 1.6.2016
of performance target and Clinical Advisor
identify potential issues. Contact
practices
for
further
understanding if required.
Target
Simple
Telehealth
hypertension
protocols
at
practice identified as lower
performing practices
Identify practices who did not
engage with project and feed
into new locality structure
meetings

Start
Primary
Care September 16
Clinical Advisor
when citywide
roll out due
Transformational 1.8.2016
Change Manager
(prescribing)

Contact practices to understand Primary
Care 1.6.2016
reasons
for
performance, Quality Manager
reporting back into monthly PC
senior managers meeting

The % of patients with CKD Contact practices to understand
stages 3b/4 prescribed a reasons
for
performance,
statin in the last 3 months.
reporting back into monthly PC
senior managers meeting
Quality Premium: Diabetes 9 Arrange practice visits to
Care Process
understand issues. Offer suite of
improvement options

Primary Care GP 1.6.2016
Lead

Primary
Care 1.8.2016
Clinical Advisor /
Locality
Quality
Manager

Quality Premium: Mental Arrange practice visits to Primary
Care 1.8.2016
Health SMI 5 Care Process
understand issues. Offer suite of Clinical Advisor /
improvement options
Locality
Quality
Manager
GP referred first out-patient Undertake further analysis in Primary
Care 1.6.2016
attendance
relation to gynaecology referrals Commissioning
to understand whether this is a Intelligence
true reflection of activity or it Manager
relates to any changes in coding
/ counting.
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Appendix 1: List of PCQF Indicators not included in this report

Indicator
Reason for Exclusion
36 month coverage for breast
No update available yet
cancer screening ages 50-70
Queries over coding, moving to
Bowel Screening
different data source for 16/17
Queries over coding, moving to
Cervical Screening
different data source for 16/17
Rate of GP –referred, 2WW first OP
attendances to dermatology,
Not a performance Indicator for
colorectal surgery and respiratory
information only
specialties.
Percentage of clinical QOF points
Annual updates only
achieved
Exception Reporting
Annual updates only
Percentage of AE/ACS/OP activity Not a performance indicator for
that occurs within AlderHey
information only
Directly age standardised mortality Not a performance indicator for
rate
information only
Directly Age Standardised Rates for
Not a performance indicator for
Admissions due to Alcohol-specific
information only
conditions

Appendix 2: Primary Care Quality Framework Indicator Dashboard
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High Level Summary of performance at CCG and Locality Level during 2014/15
Care should be taken when interpreting sparklines, they give an indication of trend but not the rate of change, due to the scale of the axes in use
Care should be taken when interpreting percentage point variance, small numbers can make variance / percentages appear to be a larger problem than is actually the case

Indicator

Data Period

Threshold

LCCG

Minimum

Maximum

Variation

Variation

Prevention

The % of patients aged 15 years and over with a smoking status recorded in the last
24 months

End Feb 16

58.0%

79.30%

79.15%

80.67%

77.66%

59.42%

99.81%

40.39%

Prevention

The % patients aged 15 years and over who’s latest smoking status is recorded as
being a smoker in the last 24 months

End Feb 16

<19%

15.28%

17.74%

11.09%

15.44%

5.60%

29.08%

23.48%

Prevention

The % of patients whose latest BMI>40

End Feb 16

<2.06%

2.45%

2.45%

2.16%

2.84%

0.59%

4.65%

4.06%

Prevention

The % of patients whose latest BMI>40 who have been reviewed in the last 12 months
or offered weight management advice in the last 12 months

End Feb 16

35.5%

50.70%

52.70%

50.19%

47.22%

18.06%

99.53%

81.46%

Rate per 1000 weighted population for GP referred, 2 week rule, 1st outpatient
attendances to dermatology, colorectal surgery, breast surgery, respiratory

Jan 15 - Dec
15

N/A

18.22

16.24

22.13

17.07

1.82

47.66

45.84

CVD

The % of patients aged 40-74 with Hypertension, CKD (all stages), BMI>30 who have
had a risk score ever (excluding those with established CVD)

End Feb 16

>=58.25%

74.34%

76.02%

73.56%

72.31%

52.99%

99.70%

46.71%

CVD

Prevalence of Hypertension in 40+

End Feb 16

>=24.16%

28.82%

28.84%

28.91%

28.66%

17.64%

37.20%

19.56%

CVD

Prevalence of CHD in 40+

End Feb 16

>=6.84%

7.67%

7.70%

7.17%

8.38%

3.10%

10.56%

7.45%

CVD

Prevalence of Stroke in 40+

End Feb 16

>=2.89%

3.75%

3.75%

3.75%

3.77%

1.24%

5.65%

4.41%

CVD

Prevalence of Heart Failure in 40+

End Feb 16

>=1.10%

1.82%

1.85%

1.59%

2.09%

0.54%

3.69%

3.15%

CVD

Prevalence of Atrial Fibrillation in 40+

End Feb 16

>=2.29%

3.57%

3.26%

3.85%

3.73%

1.49%

5.38%

3.89%

CVD

Prevalence of PVD in 40+

End Feb 16

>=1.41%

1.84%

2.08%

1.55%

1.82%

0.43%

3.99%

3.57%

CVD

The % of patients with Hypertension whose latest blood pressure reading (measured
in the previous 9 months) is 150/90 or less

End Feb 16

>=75.28%

72.39%

72.98%

71.66%

72.34%

57.95%

98.15%

40.19%

CVD

The % of patients with CHD whose latest blood pressure reading (measured in the
previous 12 months) is 150/90 or less

End Feb 16

>=80.78%

87.20%

87.88%

86.64%

86.70%

71.43%

98.15%

26.72%

CVD

The % of patients with CHD whose latest total cholesterol (measured in the previous
12 months) is 5mmol or less

End Feb 16

>=64.40%

66.19%

64.85%

66.86%

64.80%

47.62%

86.67%

39.05%

CVD

The % of people with Stroke/TIA whose latest total cholesterol (measured in the
previous 12 months) is 5mmol or less

End Feb 16

>=55.94%

59.07%

58.59%

59.97%

58.66%

32.50%

86.76%

54.26%

CVD

% patients with AF whose latest record of a CHADS2 score is > 1 and who have been
treated with anti-coagulation therapy in the previous 6 months

End Feb 16

>=71.92%

82.72%

83.99%

82.91%

81.85%

50.00%

100.00%

50.00%

Area

Cancer

Trend 15/16

Liverpool
Central

Trend 15/16

Matchworks

Trend 15/16

North
Liverpool

Trend 15/16
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High Level Summary of performance at CCG and Locality Level during 2014/15
Care should be taken when interpreting sparklines, they give an indication of trend but not the rate of change, due to the scale of the axes in use
Care should be taken when interpreting percentage point variance, small numbers can make variance / percentages appear to be a larger problem than is actually the case

Area

Indicator

Data Period

Threshold

LCCG

Minimum

Maximum

Variation

Variation

CVD

Percentage of patients aged 65 and over (exclude pts on AF register), had pulse check
in last 12months

End Feb 16

68.50%

69.36%

67.79%

71.42%

68.93%

29.09%

89.50%

60.41%

CVD

Percentage of patients on Stroke/TIA register treated with antiplatelet or
anticoagulant in last 12 months

End Feb 16

88.8%

90.16%

91.01%

90.36%

85.13%

61.29%

100.00%

38.71%

CVD

Percentage of patients on CHD Register treated with a statin in Last 12 months

End Feb 16

97.2%

84.90%

85.66%

84.21%

84.91%

73.83%

100.00%

26.17%

CVD

Percentage of patients on HF register treated with a beta blocker in last 12months

End Feb 16

TBC

70.56%

72.20%

69.75%

68.69%

51.61%

93.75%

42.14%

Long Term
Conditions

Prevalence of Diabetes 12+

End Feb 16

>=5.55%

5.78%

5.50%

5.69%

6.60%

1.15%

9.89%

8.74%

Long Term
Conditions

Prevalence of CKD 40+

End Feb 16

>=6.67%

9.43%

8.94%

10.56%

8.65%

1.50%

16.99%

15.49%

Long Term
Conditions

Prevalence of COPD 40+

End Feb 16

>=4.22%

6.68%

7.89%

5.13%

6.68%

1.79%

12.76%

10.97%

Long Term
Conditions

Prevalence of Asthma

End Feb 16

>=4.64%

5.53%

5.21%

5.87%

5.83%

2.97%

10.04%

7.07%

Long Term
Conditions

The % of patients with Diabetes in whom the latest HbA1c is 7.5 (58mmol) or less in
the previous 12 months

End Feb 16

>=54.50%

62.22%

62.09%

64.69%

59.37%

48.05%

74.30%

26.25%

Long Term
Conditions

The % of patients with Diabetes who have had all 9 care processes in the previous 12
months

End Feb 16

>=70.00%

61.90%

62.20%

63.21%

59.63%

11.11%

87.80%

76.69%

Long Term
Conditions

The % of newly diagnosed diabetics aged 17+ in the proceeding 12 months who have
been offered structured education

End Feb 16

>=6.97%

78.94%

77.42%

82.01%

78.37%

0.00%

100.00%

100.00%

Long Term
Conditions

Prevalence of Myocardial infarction, stroke and new diagnosis of CKD stage 5 in the
last 12 months in people with Diabetes aged 17+

End Feb 16

<=3.77%

1.47%

1.53%

1.27%

1.61%

0.00%

4.72%

4.72%

Long Term
Conditions

The % of patients with stage 3 CKD who have received a CVD risk score ever and an
ACR in the last 12 months

End Feb 16

>=22.47%

34.83%

35.86%

32.96%

36.31%

0.00%

76.80%

76.80%

Long Term
Conditions

The % of patients with COPD and MRC Dyspnoea Scale >=3 who have been offered a
pulmonary rehab programme in the last 12 months

End Feb 16

>=55.80%

62.39%

52.07%

73.18%

75.94%

0.00%

98.57%

98.57%

Long Term
Conditions

The % of patients with Asthma who have had an asthma review in the last 12 months
that includes assessment of Asthma control using the 3 RCP questions

End Feb 16

>=43.37%

66.45%

66.83%

67.42%

64.22%

44.10%

86.92%

42.82%

Long Term
Conditions

The % of patients > 65 who have had the seasonal flu vaccination in the previous flu
season

End Feb 16

>=77.00%

74.00%

72.71%

75.12%

74.56%

40.00%

86.47%

46.47%

Long Term
Conditions

The % of patients < 65 at risk of flu who have had the seasonal flu vaccination in the
previous flu season

End Feb 16

>=60.20%

53.44%

53.20%

53.64%

53.67%

18.18%

80.54%

62.36%

Children

The combined% achievement (rolling 12 months) for DTaP/IPV/Hib at 1 year, MMR1
at 2 years, PCV booster at 2 years, Hib/MenC booster at 2 years

Mar 15 - Feb
16

>=95.00%

92.80%

90.62%

94.73%

94.78%

55.26%

100.00%

44.74%

Children

The combined % achievement (rolling 12 months) for MMR2 and DTaP/IPV preschool Mar 15 - Feb
booster at 5 years
16

>=95.00%

89.02%

85.38%

92.36%

92.00%

67.65%

100.00%

32.35%

69

Trend 15/16

Liverpool
Central

Trend 15/16

Matchworks

Trend 15/16

North
Liverpool

Trend 15/16
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High Level Summary of performance at CCG and Locality Level during 2014/15
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Care should be taken when interpreting percentage point variance, small numbers can make variance / percentages appear to be a larger problem than is actually the case

Indicator

Data Period

Threshold

LCCG

Minimum

Maximum

Variation

Variation

The rate per 1000 weighted population of in hours, self referred, minor attendances
(per GP spec definition)

Jan 15 - Dec
15

<=7.91

11.09

12.70

8.18

11.63

4.01

25.68

21.67

Of this activity, the % that occurs at Alderhey

Jan 15 - Dec
15

N/A

49.91%

46.26%

53.61%

54.71%

10.07%

79.03%

68.97%

Of this activity, the % that occurs at providers other than Alderhey

Jan 15 - Dec
15

N/A

50.09%

53.74%

46.39%

45.29%

20.97%

89.93%

68.97%

Rate per 1000 hospital weighted population for admissions for a selection of ACS
conditions (per GP spec definition)

Jan 15 - Dec
15

<=9.97

13.85

14.50

12.01

14.99

6.86

26.18

19.32

Of this activity, the % that occurs at Alderhey

Jan 15 - Dec
15

N/A

7.39%

7.39%

8.30%

6.41%

0.00%

25.00%

25.00%

Of this activity, the % that occurs at providers other than Alderhey

Jan 15 - Dec
15

N/A

92.61%

92.61%

91.70%

93.59%

75.00%

100.00%

25.00%

Rate per 1000 hospital weighted population for GP referred first Outpatient
attendances to certain specialities (per GP spec definition)

Jan 15 - Dec
15

<=82.42

88.93

85.37

99.06

82.71

38.88

154.39

115.51

Of this activity, the % that occurs at Alderhey

Jan 15 - Dec
15

N/A

7.72%

7.73%

7.25%

8.47%

2.84%

15.42%

12.57%

Of this activity, the % that occurs at providers other than Alderhey

Jan 15 - Dec
15

N/A

92.28%

92.27%

92.75%

91.53%

84.58%

97.16%

12.57%

% of choose and book GP referrals to consultant led clinics out of total GP referrals
to consultant led clinics*

Jan 15 - Dec
15

>=76.20%

76.53%

78.03%

78.56%

71.85%

56.59%

93.64%

37.05%

Mental Health Dementia Prevalence

End Feb 16

>=0.27%

0.67%

0.56%

0.77%

0.76%

0.08%

5.35%

5.27%

Mental Health People with Dementia prescribed antipsychotic medication

End Feb 16

<=19.69%

12.10%

14.89%

9.20%

11.51%

0.00%

55.56%

55.56%

Area

Urgent Care

Children

Adults

Urgent Care

Children

Adults

Planned Care

Children

Adults

Planned Care

Trend 15/16

Liverpool
Central

Trend 15/16

Matchworks

Trend 15/16

North
Liverpool

Trend 15/16

Mental Health

The percentage of patients on lithium therapy with a record of lithium levels in the
therapeutic range within the previous 4 months

End Feb 16

>=45.83%

71.81%

72.51%

73.73%

66.09%

0.00%

100.00%

100.00%

Mental Health

% of patients aged 40+ with SMI who have a record of Alcohol consumption, BMI, BP,
total cholesterol and blood glucose in the previous 12m

End Feb 16

>=37.70%

43.38%

40.63%

45.85%

48.41%

14.29%

95.00%

80.71%

No of patients who are 18+ who have alcohol intake recorded over indicated levels
who have been offered brief interventions*

End Feb 16

>=93.80%

89.54%

91.74%

87.05%

87.48%

53.85%

100.00%

46.15%

820.30

969.63

543.36

775.44

206.72

2541.57

2334.85

Alcohol

Alcohol

Directly Age Standardised Rates per 100,000 population for Admissions due to
Alcohol-specific conditions

2015-16 Q3

Significantly
higher than
LCCG avg

Alcohol

The % of patients aged 18+ who have had their alcohol consumption recorded.

End Feb 16

>=34.00%

37.69%

39.94%

33.38%

38.54%

11.62%

99.92%

88.29%

Patient
Experience

Helpfulness of receptionists

Jul-15

>=87.50%

87.58%

86.91%

87.97%

88.40%

60.89%

100.00%

39.11%

Patient
Experience

Confidence & Trust in GP

Jul-15

>=90.41%

92.42%

91.52%

94.35%

91.44%

79.53%

100.00%

20.47%

Patient
Experience

Confidence & Trust in Nurse

Jul-15

>=79.59%

79.87%

78.60%

81.28%

80.40%

63.79%

99.25%

35.46%

Prescribing

Antibiotic Items Per 1000 ASTRO PU

Dec-15

55.17

56.38

47.7

64.3

25.41

70

101.5
76.09
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Appendix 3: GP Spec Performance Summary
High Level Summary of GP Spec Performance at CCG and Locality Level during 2015/16 to date
Care should be taken when interpreting sparklines, they give an indication of trend but not the rate of change, due to the scale of the axes in use
Care should be taken when interpreting percentage point variance, small numbers can make variance / percentages appear to be a larger problem than is actually the case

Area

Indicator

Data Period

Minimum

Maximum

Variation

Variation

CVD

Prevalence of Hypertension in 40+

End Feb 16

>= 24.16%

28.82%

28.84%

28.91%

28.66%

17.64%

37.20%

19.56%

CVD

Prevalence of CHD in 40+

End Feb 16

>= 6.84%

7.67%

7.70%

7.17%

8.38%

3.10%

10.56%

7.45%

CVD

Prevalence of Stroke in 40+

End Feb 16

>= 2.89%

3.75%

3.75%

3.75%

3.77%

1.24%

5.65%

4.41%

CVD

Prevalence of Heart Failure in 40+

End Feb 16

>= 1.10%

1.82%

1.85%

1.59%

2.09%

0.54%

3.69%

3.15%

CVD

Prevalence of Atrial Fibrillation in 40+

End Feb 16

>= 2.29%

3.57%

3.26%

3.85%

3.73%

1.49%

5.38%

3.89%

Long Term
Conditions

Prevalence of Diabetes 40+

End Feb 16

>= 7.89%

10.31%

10.97%

9.12%

10.80%

1.15%

9.89%

8.74%

Long Term
Conditions

Prevalence of COPD 40+

End Feb 16

>= 4.22%

6.68%

7.89%

5.13%

6.68%

1.79%

12.76%

10.97%

Urgent Care

The rate per 1000 weighted population of in hours, self referred, minor
attendances (per GP spec definition)

Jan 15 - Dec 15

<=7.91

<=11.40

<=12.79

11.09

12.70

8.18

11.63

4.01

25.68

21.67

Urgent Care

Rate per 1000 hospital weighted population for admissions for a selection
Jan 15 - Dec 15
of ACS conditions (per GP spec definition)

<=9.97

<=12.19

<12.97

13.85

14.50

12.01

14.99

6.86

26.18

19.32

<= 82.42

<= 87.22

<= 102.57

88.93

85.37

99.06

82.71

38.88

154.39

115.51

Band A

Band B

Band C

LCCG

Trend 15/16

Liverpool
Central

Trend 15/16

Matchworks

Trend 15/16

North
Liverpool

Trend 15/16

Planned Care

Rate per 1000 hospital weighted population for GP referred first
Outpatient attendances to certain specialities (per GP spec definition)

Planned Care

% of choose and book GP referrals to consultant led clinics out of total GP
Jan 15 - Dec 15 >= 76.20% >= 70.38% >= 62.89%
referrals to consultant led clinics*

76.53%

78.03%

78.56%

71.85%

56.59%

93.64%

37.05%

Alcohol

No of patients who are 18+ who have alcohol intake recorded over
indicated levels who have been offered brief interventions*

End Feb 16

89.54%

91.74%

87.05%

87.48%

53.85%

100.00%

46.15%

Alcohol

The % of patients aged 18+ who have had their alcohol consumption
recorded.

End Feb 16

37.69%

39.94%

33.38%

38.54%

11.62%

99.92%

88.29%

55.17

56.38

47.7

64.3

25.41

101.5

76.09

Prescribing

Antibiotic Items Per 1000 ASTRO PU

Jan 15 - Dec 15

Dec-15

>=93.8%

>=86.9%

>34%

>=75.7%
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Appendix 4: Performance by Locality
The tables below summarise statistical improvements / decreases that have occurred at locality level, plus the
change against locality priorities. Locality priorities are highlighted in bold.
Liverpool Central
Category

Indicator
The % patients aged 15 years and over who’s latest smoking status is recorded as being a smoker in the last 24 months
The % of patients whose latest BMI>40 who have been reviewed in the last 12 months or offered weight management advice in the last 12 months
The % of patients aged 40-74 with Hypertension, CKD (all stages), BMI>30 who have had a risk score ever (excluding those with established CVD)
Prevalence of Heart Failure in 40+
Statistical improvements Prevalence of Atrial Fibrillation in 40+
Prevalence of PVD in 40+
Percentage of patients aged 65 and over (exclude pts on AF register), had pulse check in last 12months
Prevalence of COPD 40+
The % of patients aged 18+ who have had their alcohol consumption recorded.
The % of patients aged 15 years and over with a smoking status recorded in the last 24 months
Prevalence of Hypertension in 40+
Prevalence of CHD in 40+
Prevalence of Stroke in 40+
The % of patients with CHD whose latest blood pressure reading (measured in the previous 12 months) is 150/90 or less
The % of patients with stage 3 CKD who have received a CVD risk score ever and an ACR in the last 12 months
Statistical deterioration The % of patients with COPD and MRC Dyspnoea Scale >=3 who have been offered a pulmonary rehab programme
% of patients with Asthma who have had a review in the last 12 months that includes assessment of Asthma control using the 3 RCP questions.
The % of patients > 65 who have had the seasonal flu vaccination in the previous flu season
The % of patients < 65 at risk of flu who have had the seasonal flu vaccination in the previous flu season
The combined% achievement (rolling 12 months) for DTaP/IPV/Hib at 1 year, MMR1 at 2 years, PCV booster at 2 years, Hib/ManC booster at 2 years
Rate per 1000 hospital weighted population for admissions for a selection of ACS conditions (per GP spec definition)
% of choose and book GP referrals to consultant led clinics out of total GP referrals to consultant led clinics*
Locality Priorities Not
% of patients aged 40 and with SMI who have a record of Alcohol consumption, BMI, BP, total cholesterol and blood glucose
Showing Statistical Change The % of patients with Diabetes who have had all 9 care process is the previous 12 months
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Change
-1.93%
2.74%
1.06%
0.08%
0.04%
0.11%
6.01%
0.42%
5.11%
-3.22%
-0.08%
-0.24%
-0.11%
-1.19%
-10.32%
-15.00%
-3.16%
-3.33%
-1.85%
-1.40%
2.06
-0.85%
2.38%
0.31%

Matchworks
Category

Indicator
The % patients aged 15 years and over who’s latest smoking status is recorded as being a smoker in the last 24 months
The % of patients aged 40-74 with Hypertension, CKD (all stages), BMI>30 who have had a risk score ever (excluding those with established CVD)
Prevalence of Hypertension in 40+
Prevalence of Atrial Fibrillation in 40+
Percentage of patients aged 65 and over (exclude pts on AF register), had pulse check in last 12months
Statistical improvements
Prevalence of CKD 40+
Prevalence of COPD 40+
Prevalence of Asthma
The rate per 1000 weighted population of in hours, self referred, minor attendances (per GP spec definition)
The % of patients aged 18+ who have had their alcohol consumption recorded.
The % of patients aged 15 years and over with a smoking status recorded in the last 24 months
The % of patients whose latest BMI>40 who have been reviewed in the last 12 months or offered weight management advice in the last 12 months
The % of patients with Hypertension whose latest blood pressure reading (measured in the previous 9 months) is 150/90 or less
The % of patients with CHD whose latest total cholesterol (measured in the previous 12 months) is 5mmol or less
The % of people with Stroke/TIA whose latest total cholesterol (measured in the previous 12 months) is 5mmol or less
% patients with atrial fibrillation whose latest record of a CHADS2 score is greater than 1 (last 12m) who are currently treated with anti-coagulation therapy
Statistical deterioration
The % of patients with Diabetes who have had all 9 care process is the previous 12 months
The % of patients with stage 3 CKD who have received a CVD risk score ever and an ACR in the last 12 months
The % of patients > 65 who have had the seasonal flu vaccination in the previous flu season
The % of patients < 65 at risk of flu who have had the seasonal flu vaccination in the previous flu season
Rate per 1000 hospital weighted population for admissions for a selection of ACS conditions (per GP spec definition)
% of choose and book GP referrals to consultant led clinics out of total GP referrals to consultant led clinics*
The % of patients with COPD and MRC Dyspnoea Scale >=3 who have been offered a pulmonary rehab programme
Locality Priorities Not
Showing Statistical Change % of patients aged 40 and with SMI who have a record of Alcohol consumption, BMI, BP, total cholesterol and blood glucose
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Change
-1.10%
2.69%
0.20%
0.19%
4.82%
0.62%
0.27%
0.25%
-0.60
0.56%
-2.48%
-4.60%
-2.94%
-0.15%
-1.89%
-2.15%
-6.00%
-6.35%
-2.92%
-2.26%
1.80
-0.53%
0.09%
1.17%

North
Category

Statistical improvements

Statistical deterioration

Indicator
The % patients aged 15 years and over who’s latest smoking status is recorded as being a smoker in the last 24 months
The % of patients whose latest BMI>40 who have been reviewed in the last 12 months or offered weight management advice in the last 12 months
The % of patients aged 40-74 with Hypertension, CKD (all stages), BMI>30 who have had a risk score ever (excluding those with established CVD)
Prevalence of Heart Failure in 40+
Percentage of patients aged 65 and over (exclude pts on AF register), had pulse check in last 12months
Prevalence of COPD 40+
The % of patients with COPD and MRC Dyspnoea Scale >=3 who have been offered a pulmonary rehab programme
People with Dementia prescribed antipsychotic medication
% of patients aged 40 and with SMI who have a record of Alcohol consumption, BMI, BP, total cholesterol and blood glucose
The % of patients aged 18+ who have had their alcohol consumption recorded.
The % of patients aged 15 years and over with a smoking status recorded in the last 24 months
The % of patients with Hypertension whose latest blood pressure reading (measured in the previous 9 months) is 150/90 or less
The % of patients with CHD whose latest blood pressure reading (measured in the previous 12 months) is 150/90 or less
Percentage of patients on Stroke/TIA register treated with antiplatelet or anticoagulant in last 12 months
The % of patients with Diabetes in whom the latest HbA1c is 7.5 (58mmol) or less in the previous 12 months
The % of patients with Diabetes who have had all 9 care process is the previous 12 months
The % of newly diagnosed diabetics aged 17+ in the proceeding 12 months who have been offered structured education
The % of patients with stage 3 CKD who have received a CVD risk score ever and an ACR in the last 12 months
The % of patients > 65 who have had the seasonal flu vaccination in the previous flu season
The % of patients < 65 at risk of flu who have had the seasonal flu vaccination in the previous flu season
The rate per 1000 weighted population of in hours, self referred, minor attendances (per GP spec definition)
Rate per 1000 hospital weighted population for admissions for a selection of ACS conditions (per GP spec definition)
% of choose and book GP referrals to consultant led clinics out of total GP referrals to consultant led clinics*
No of patients who are 18+ who have alcohol intake recorded over indicated levels who have been offered brief interventions*
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Change
-1.55%
3.53%
2.98%
0.29%
11.25%
0.39%
7.27%
-3.35%
10.16%
1.77%
-2.52%
-1.41%
-2.00%
-0.57%
-2.01%
-6.83%
-9.73%
-8.62%
-2.78%
-1.86%
2.02
2.71
-4.88%
-4.02%
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Update on Primary Care Support Services delivered by Capita on
behalf of NHS England

1. PURPOSE
This report provides an update on the delivery of Primary Care
Support Services now delivered by Capita on behalf of NHS England.
Significant and widespread issues/concerns are now being reported
by all stakeholders.
This reports aims to provide assurance that both Capita and NHS
England as the commissioner of the service are working to ensure that
issues are managed appropriately and resolved as quickly as
possible. The report focusses on the main areas of transformation but
concerns have also been raised regarding other processes that are
now delivered by Capita including payments, processing of pensions
and a whole host of other operational issues that also include public
health areas of work.

2. RECOMMENDATIONS
The Committee is asked to
• note this report and the actions being taken by NHS England to
resolve the significant issues currently being experienced
relating to the delivery of Primary Care Support Services
England.

3. BACKGROUND
As reported previously to the Committee Capita was awarded the
contract by NHS England to deliver Primary care Support Services
across England following a national competitive tendering process.
The contract commenced in September 2015 and represented a major
transformation to the multiple variations of primary care support
services delivered across England previously. The undertaking has
been complex and challenging.
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The first year of the contract has seen the transformation of three
main areas of service delivery, multiple site closures and redundancy
programme. A range of other services have remained unchanged but
will also be subject to transformation programmes in order to deliver
the service against the national specification.

4. TRANSFORMATION PROGRAMME DELIVERY ISSUES
Customer Support Centre
The Customer Support Centre is intended to respond to all contractor
queries and issues. The Centre receives information from a range of
sources including email, telephone, fax and mail. A phased
programme was implemented and the model represents a significant
change to the way contractors have been used to working in the past.
At the time of writing this report the Customer Support Centre is now
receiving 15,000 calls a week.
A range of issues and significant concerns have been received since
the Customer Support Centre went live and these include:
• Unexpected high volumes of calls with equally high levels of
calls abandoned
• A recurring failure to respond to contractor queries in a timely
fashion
• Inadequate resources deployed initially when the Customer
Support Centre first opened
• New systems not working as effectively/efficiently as envisaged
in the design phase
• Inappropriate responses and failure to resolve contractor queries
in some cases.
In order to mitigate the risk to service delivery Capita and NHS
England have recently agreed a recovery plan for the Customer
Support Centre as it was accepted that service delivery was failing to
meet customer expectations.
Prior to this Capita had responded by significantly increasing
resources and capacity, coupled with redesigning processes and
procedures where required. The increase in resources will be
complete by 6th June and will see the final head count of staff totalling
233.
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The implication of the above changes is that the operational
performance of the Customer Support Centre will be continuously
improving, with an increasing percentage of calls being answered and
a decreasing call handling time.
The position has been monitored by the NHS England Service
Management Team in line with the contract monitoring framework and
meetings with Capita have been occurring on a daily basis. This will
continue until the service is stabilised and NHS England is assured
that the service is delivered as per the specification.
Nationally it is being reported that call waiting times are beginning to
improve in some cases and contractors are having some success in
have queries/issues being resolved. The situation is still falling well
short of the service expected and is unsatisfactory.
Medical Records
A national solution was designed for the transportation of patient
records between GP practices. The solution requires practices to print
identifying labels, bag records and arrange for a national courier
service to pick up the records via the new Primary Care Support
Service web based portal. An interim service is in place currently as
problems were encountered with the pilot site in West Yorkshire which
impacted on national roll out.
Capita have sub contracted the courier service to CitySprint who are
now responsible for the delivery of all patent records via one of the
new strategic sites along with a series of delivery hubs in place across
the country.
A range of issues and significant concerns have been received since
the Medical Records interim solution went live and these include:
• Significant information governance concerns and serious
incidents being reported relating to patient records and
compliance levels
• City Sprint drivers failing to carry appropriate identification
• GP practices unwilling to handover patient records for fear of
breaching data protection requirements
• Delivery of patient records to the wrong practices and not at the
expected time or date
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• Resultant backlog of patient records with impact felt by practices
on workload and capacity
• Impact on patient care as a result of significant performance
issues.
In order to mitigate the risk to service delivery Capita and NHS
England have recently agreed a recovery plan for the interim medical
record solution until the West Yorkshire pilot is complete and the new
system is rolled out.
In addition Capita have placed additional management capacity within
CitySprint Head Office. To cover the increased volumes during the
transition to the national solution Capita are introducing a skilled
customer service team of 40 people who will deal with Records
enquiries. This team will also provide extra capacity to deal with the
Supplies service - see details in next section.
In addition to this team, Capita will also have an extra 30 staff in
Preston to deal with medical records processing.
All information governance issues have been reported appropriately
and passed to Capita for investigation as per contractual
requirements. It has also been confirmed that Capita are compliant
with the IG Toolkit - this issue had been raised with the NHS England
Service Management Team recently by an NHS England local office.
The position has been monitored by the NHS England Service
Management Team in line with the contract monitoring framework and
meetings with Capita have been occurring on a daily basis. This will
continue until the service is stabilised and NHS England is assured
that the service is delivered as per the specification.
Nationally it is now being reported that patient record movements are
increasing each week although the situation is still falling well short of
the service expected and is unsatisfactory.
Online Portal and Supplies Solution
A new national portal has been implemented and all contractor groups
are required to register their details in order to gain access and have
the ability to order supplies online. It should be noted that contractors
are still able to place orders by telephone or email.
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A range of issues and significant concerns have been received since
the Online Portal and Supplies Solution went live and these include:
• Inability to register on the Portal or when registered details are
incorrect
• Confusion caused by the inclusion of prices alongside supplies
• Frequent reports of orders placed not being fulfilled over long
periods of time
• GP practices running short of supplies including the provision of
prescription pads and sterile equipment such as vacutainers
• Orders being placed but the wrong items being received
• Impact on patient care and subsequent redirection in some
cases to secondary care for routine GP investigations
• GP practices having order supplies outside of the NHS Supply
Chain in order to be able to deliver services
In order to mitigate the risk to service delivery Capita and NHS
England have recently agreed a recovery plan for the Online Portal
and Supplies Solution.
A particular challenge at present is the large volume of contacts
regarding supplies, which accounts for some 40% of inbound
contacts. Capita has been undertaking analysis of contacts to
understand why there is potentially a high volume of supplies orders
taking place, why the emergency order process is being used, and to
provide more detailed management information on supplies deliveries.
In addition Capita have a development plan in place, the purpose of
which is to fulfil all open orders, remedy the stock position and
normalise stock & catalogue management procedures across the
CitySprint network, so quality is maintained.
The position has been monitored by the NHS England Service
Management Team in line with the contract monitoring framework and
meetings with Capita have been occurring on a daily basis. This will
continue until the service is stabilised and NHS England is assured
that the service is delivered as per the specification.
Nationally it is being reported that some improvements are being seen
with the delivery of supplies and the operability of the Online Portal but
the level of service still remains unsatisfactory.
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5. STATUTORY REQUIREMENTS (only applicable to strategy &
commissioning papers)
5.1 Does this require public engagement or has public
engagement been carried out? Yes / No
i.

If no explain why

ii.

If yes attach either the engagement plan or the
engagement report as an appendix. Summarise key
engagement issues/learning and how responded to.

5.2 Does the public sector equality duty apply? Yes/no.
i.
If no please state why
ii.
If yes summarise equalities issues, action taken/to be
taken and attach engagement EIA (or separate EIA if
no engagement required). If completed state how EIA
is/has affected final proposal.
5.3 Explain how you have/will maximise social value in the
proposal: describe the impact on each of the following
areas showing how this is constructed to achieve the
most:
a) Economic wellbeing
b) Social wellbeing
c) Environmental wellbeing
5.4 Taking the above into account, describe the impact on
improving health outcomes and reducing inequalities

6. DESCRIBE
HOW
SUSTAINABILITY

THIS

PROMOTES

FINANCIAL

7. CONCLUSION
The transformation of Primary Care Support Services is a complex
programme. Significant issues and concerns have arisen as a result of
the and have been reported both locally and nationally. Some of these
very real concerns are now in the public domain and have been raised
by national representative bodies.
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NHS England and its delivery partner Capita are working extremely
hard to resolve these issues and as reported recovery plans have
been developed and submitted to the NHS England Service
Management team in mitigation and to provide assurance that service
delivery will improve and any impact on patients or contractors is
minimised.
NHS England remains extremely concerned at the current situation
and locally the Cheshire and Merseyside office is meeting with Capita
to seek assurance regarding the impending closure of the Bevan
House site at the end of May 2016. In addition the Cheshire and
Merseyside local office will continue to develop and support the local
stakeholder forum established in October 2015. All issues raised
locally have been logged and shared with Capita for resolution and
reported to the NHS England Service Management Team.
Capita have also responded to the high level of concerns by reviewing
their communications strategy and all stakeholders will be in receipt of
weekly updates issued every Friday afternoon. Alongside this, specific
communications have been devised relating to other areas of service
delivery.
Finally it should be noted that the Cheshire and Merseyside local
office is in the process of responding to a request seeking assurances
regarding Primary Care Support Services on behalf of the Liverpool
CCG Governing Body by the CCG Chair.
Tom Knight
Head of Primary Care
NHS England

Page 8 of 8

84

Report no: PCCC 12-16
NHS LIVERPOOL CLINICAL COMMISSIONING GROUP
PRIMARY CARE COMMMISSIONING COMMITTEE
TUESDAY 17TH MAY 2016
Title of Report

General Practice Forward View

Lead Governor

Dr Rosie Kaur, Clinical Lead for Primary
Care
Cheryl Mould
Primary Care Programme Director

Senior
Management
Team Lead
Report Author

Cheryl Mould
Primary Care Programme Director

Summary

The purpose of this paper is to update the
Primary Care Commissioning Committee on
the recently published “ General Practice
Forward View”, highlighting how this will
further support and strengthen the delivery
of General Practice in Liverpool

Recommendation

That the Primary Care Commissioning
Committee:• Notes the content of the General
Practice Forward View
• Notes that a Primary Care Strategy is
being developed which aligns with the
key priories outlined in the General
Practice Forward View
• Notes that the development of the
Primary Care Strategy will cover the
North Mersey Delivery System Plan.

Relevant
standards/targets

To deliver high quality General Practice
Primary Care Quality Framework
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GENERAL PRACTICE FORWARD VIEW
1.

PURPOSE

The purpose of this paper is to update the Primary Care Commissioning
Committee of the recently published “General Practice Forward View”,
highlighting how this will further support and strengthen General Practice
in Liverpool.

2.

RECOMMENDATIONS
That the Primary Care Commissioning Committee:• Notes the content of the General Practice Forward View.
• Notes that a Primary Care Strategy is being developed which
aligns with the key priories outlined in the General Practice
Forward View.
• Notes that the development of the Primary Care Strategy will
cover the North Mersey Delivery System Plan.

3.

BACKGROUND

General Practice is at saturation point, in recent year’s workload and
demand on General Practice has increased substantially and yet the
investment nationally has remained static. Increased pressure from a
growing population with more complex needs and an ageing population
with increased prevalence of long term conditions have all contributed to
the current situation.
To add to this it is known that many practices now face recruitment
issues and are increasingly reliant on temporary staff due to the fact that
General Practice workforce has not grown or kept up with the increased
demand on the services.
In response to the pressures identified, the British Medical Association,
Royal College of General Practitioners, Local Medical Committee’s and
other key bodies called for an urgent review of General Practice.
The General Practice Forward View (Appendix 1) has been published as
a result of this review which sets out a plan supported by considerable
investment to stabilise and transform general practice over the next five
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years. It represents a step change in the level of investment and support
for General Practice.
The document contains practical steps on investment, workforce,
workload, infrastructure and care redesign, together setting out a new
direction and opportunity to strengthen General Practice to ensure it is
sustainable for the future.

4.

GENERAL PRACTICE IN LIVERPOOL

The CCG places a high priority on the development and sustainability of
high quality primary care across the city and Liverpool has been in a
unique position since the implementation of the GP specification in 2011.
This has resulted in a significant investment being made in Primary Care
whilst in other areas spend on General Practice has remained static or in
some cases reduced. This investment along with the requirement for a
consistency of standards as defined by the specification has made a
significant impact on Primary Care in Liverpool thus far, not only in
terms of quality of care but also in providing an element of stability to the
Primary Care workforce.
The GP specification is fundamental to the delivery of Healthy Liverpool
and having strong general practice is the cornerstone through which the
new model of community care will be delivered. Overall its aims are to
strengthen and support the delivery of general practice “in core hours”
in Liverpool to ensure continuous improvement and provide a foundation
for the transformational change required through Healthy Liverpool. The
community model of care outlines that a new model of access to primary
care will be introduced which will provide access to routine and acute
primary care services 7 days a week. The GP specification will act as an
enabler to support this transformation, encouraging practices to explore
smarter ways of working for example through their access arrangements
to the practice, disease management or through the extended use of
digital technology.
In each of the areas identified as priority within the General Practice
Forward View work is either in development or ongoing however, it is
clear that more focus is required particularly in relation to workforce and
workload. In response to this a Primary Care Strategy is being
developed in partnership with the members and key stakeholders and
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will be presented at a future primary Care Commissioning Committee for
approval.
There is a shared commitment across the North Mersey Delivery System
(which is a key part of the Cheshire & Mersey Sustainability &
Transformation Plan) to drive the transformation of Primary Care, to this
end a North Mersey Primary Care Forum has been established to
ensure alignment across Primary Care Strategies and support the
chosen model of hospital care.
5.

STATUTORY REQUIREMENTS (only applicable to strategy &
commissioning papers)
5.1 Does this require public engagement or has public
engagement been carried out? No
i.

If no explain why

ii.

If yes attach either the engagement plan or the
engagement report as an appendix. Summarise key
engagement issues/learning and how responded to.

Not at this stage, however, all plans will need to be built from
iterative engagement with the public, and formal consultation may
be required for some aspects.
5.2 Does the public sector equality duty apply? No.
i.
If no please state why
ii.
If yes summarise equalities issues, action taken/to be
taken and attach engagement EIA (or separate EIA if
no engagement required). If completed state how EIA
is/has affected final proposal.
Not at this stage, however, there will need to be appropriate
equality impact assessments conducted for any proposed
changes.
5.3 Explain how you have/will maximise social value in the
proposal: describe the impact on each of the following
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areas showing how this is constructed to achieve the
most:
a) Economic wellbeing
b) Social wellbeing
c) Environmental wellbeing
Opportunities for maximising social value will need to be explored and
tested as part of the proposed changes.
5.4 Taking the above into account, describe the impact on
improving health outcomes and reducing inequalities
All proposed changes resulting from the General Practice Forward View
will need to be tested against how they will improve health outcomes
and reduce inequalities.
6.

DESCRIBE HOW THIS PROMOTES FINANCIAL
SUSTAINABILITY

A fundamental driver for the General Practice Forward View is to secure
financial sustainability for the system, so this will be thoroughly tested as
part of the process.

7.

CONCLUSION

There are significant a challenge facing General Practice, a robust
strategy is required to ensure sustainability across General Practice in
Liverpool to continue to deliver quality services for Liverpool patients
which is fundamental to the delivery of the future model of Primary and
Community Care.
Cheryl Mould
Primary Care Programme Director
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Introduction:
Simon Stevens
There is arguably no more
important job in modern
Britain than that of family
doctor.
GPs are by far the largest
branch of British medicine. A
growing and ageing population,
with complex multiple health
conditions, means that personal
and population-orientated
primary care is central to any
country’s health system. As a
recent British Medical Journal
headline put it – “if general
practice fails, the whole NHS
fails”.
So if anyone ten years ago had
said: “Here’s what the NHS
should now do - cut the share
of funding for primary care and
grow the number of hospital
specialists three times faster than
GPs”, they’d have been laughed
out of court. But looking back
over a decade, that’s exactly
what’s happened. Which is why
it’s no great surprise that a recent
international survey revealed
British GPs are under far greater
pressure than their counterparts,
with rising workload matched by
growing patient concerns about
convenient access.
A recent report on GP workload
pressures by the Primary Care
Foundation and NHS Alliance said
this:
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“ The strength of British

general practice is its
personal response to a
dedicated patient list; its
weakness is its failure to
develop consistent systems
that free up time and
resources to devote to
improving care for patients.
The current shift towards
groups of practices working
together offers a major
opportunity to tackle the
frustrations that so many
people feel in accessing care
in general practice.”
So rather than ignore these real
pressures, the NHS has at last
begun openly acknowledging
them. We need to act. This
document sets out exactly
how. It contains specific,
practical and funded steps – on
investment, workforce, workload,
infrastructure and care redesign.
On investment: by 2020/21
recurrent funding to increase by
an estimated £2.4 billion a year,
decisively growing the share
of spend on general practice
services, and coupled with a
‘turnaround’ package of a further
£500 million. Investments in staff,
technology and premises, and
action on indemnity and redtape.

On workforce: pulling out all
the stops to try to double the
growth rate in GPs, through
new incentives for training,
recruitment, retention and return
to practice. Having taken the
past 10 years to achieve a net
increase of around 5,000 full
time equivalent GPs, aiming to
add a further 5,000 net in just
the next five years. Plus 3,000
new fully funded practicebased mental health therapists,
an extra 1,500 co-funded
practice clinical pharmacists,
and nationally funded support
for practice nurses, physician
assistants, practice managers and
receptionists.
On workload: a new practice
resilience programme to support
struggling practices, changes
to streamline the Care Quality
Commission inspection regime,
support for GPs suffering
from burnout and stress, cuts
in redtape, legal limits on
administrative burdens at the
hospital/GP interface, and action
to cut demand on general
practice.
On infrastructure: new rules to
allow up to 100% reimbursement
of premises developments, direct
practice investment tech to
support better online tools and
appointment, consultation and
workload management systems,
better record sharing to support
team work across practices.
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On care redesign: support for
individual practices and for
federations and superpartnerships;
direct funding for improved in
hours and out of hours access,
including clinical hubs and
reformed urgent care; and a new
voluntary contract supporting
integrated primary and community
health services.
One of the great strengths of
general practice in this country
has been its diversity across
geographies and its adaptability
over time. So one size will not fit
all when it comes to the future
shape and work of primary care.
But in the round, this support
package is likely to herald a
‘triple reinvention’ - of the clinical
model, the career model, and the
business model of at the heart of
general practice. In his preface
to this document Arvind Madan
describes what this could mean
from the practice and the patient
perspective.
Thanks go to the many GPs,
other NHS professionals and
patient groups who’ve helped
shape this urgent ‘to do’ list including particularly our partners
at the Royal College of General
Practitioners, the British Medical
Association’s General Practitioners
Committee, Department of
Health, Health Education England,
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the National Association of
Primary Care, NHS Alliance, the
Family Doctors Association and
in local CCGs and Local Medical
Committees right across England.
Looking back over nearly seventy
years, there have been key
moments in NHS history when
the health service has stepped
up to support and strengthen
general practice and wider
primary care. Think: the New
Deal for GPs in 1966. Think:
new contractual models in the
1990s and 2000s. If properly
implemented, the wide-ranging
measures in this document may
perhaps come to be seen as a
similar inflexion point.

But be that as it may, the vital
thing is to roll our sleeves up, get
practical, and together begin to
make a tangible difference, now,
for practices and for our patients.

Simon Stevens
Chief Executive, NHS England
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GP services for the future:
Dr Arvind Madan
The public relies on general
practice services for the health
and wellbeing of themselves
and their family. It is one of
the great strengths of the
NHS, and is recognised time
and again in international
comparisons.
Over my 20 years as a GP
demand for appointments, and
particularly their complexity, has
increased beyond recognition.
There has been a steady rise
in patient expectations, a
target driven culture and a
growing requirement for GPs to
accommodate work previously
undertaken in hospitals, or in
social care. This has resulted
in unprecedented pressure on
practices, which impacts on staff
and patients. Small changes
in general practice capacity
have a big impact on demand
for hospital care, so the need
to support general practice in
underpinning the whole NHS has
never been greater.
However, a typical morning
in general practice currently
comprises a long arduous
struggle through appointments,
phone calls, repeat prescriptions,
results, letters and home visits.
Before you get time to look
up, much less take a break,
it is the afternoon and you
have to start all over again.
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Running the practice or having
a meaningful conversation
with staff is relegated to the
edges of the day. Almost every
practice is struggling to balance
rising workload within tighter
financial constraints. Add to
this the strain of recruitment
issues and it becomes easy see
to why morale is so challenged.
Clinicians increasingly feel unable
to provide the care they want
to give, and understandable
resentment of working under this
pressure is growing.
Yet patients rightly expect and
deserve high quality care from
a familiar team of healthcare
professionals they know
and trust. We know these
relationships rest at the heart
of how every general practice
functions. They are fundamental
to what we do, namely personcentred coordinated care of
complex physical, mental and
social issues, within the context
of the individual, their families
and the wider community.
I joined NHS England at the end
of last year, in part driven by
my frustration with how I felt
high quality primary care for
patients was being undervalued.

Since starting I have made three
observations. Firstly, there is
a deep-seated recognition of
how a strengthened version
of general practice is essential
to the wider sustainability of
the NHS. Secondly, there is
acknowledgement of historic
underfunding in general
practice and the need for this
to be reversed. Thirdly, practices
themselves seem more open to
new ways of working than at
any time I can recall. As much
because we want patient care
to improve, as we recognise our
survival depends on it.
Most observers now agree that
the solution lies in a combination
of investment and reform.
It requires action from NHS
England, clinical commissioning
groups (CCGs), health and care
organisations, and practices
themselves. We know there is
no single cause for the issues we
face, and that no single part of
the system acting in isolation can
fix it either. We need a concerted
approach of initiatives, involving
all stakeholders, across a number
of key areas.
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The General Practice Forward
View represents a step change
in the level of investment and
support for general practice.
It also includes help for struggling
practices, plans to reduce
workload, expansion of a wider
workforce, investment in
technology and estates and a
National Development
Programme to accelerate
transformation of services. NHS
England is committing to an
increase in investment to support
general practice over the next five
years. Furthermore this will be
supplemented by GP-led CCGs as
they act to transform local care
systems. This transformation will
be built around patients, around
the wider workforce, around the
redesign of our workload and
organisation of care, and creating
a satisfying and rewarding career
for everyone working in general
practice.
Some patients want to be
partners in their own care. They
want the knowledge, skills
and confidence to take more
responsibility for their health
and feel more in control of their
outcomes. Channelling this
growing patient appetite for
services that help patients to help
themselves unlocks both a better
patient experience and a way to
alleviate practice workload. No
amount of reform of the existing
system will work unless we also
partner with our patients to
manage demand more efficiently.
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The GP is an expert medical
generalist and must be properly
valued as the provider of
holistic, person-centred care
for undifferentiated illness,
across time within a continuous
relationship. These are core
strengths of general practice
and must be preserved within
any change. However, patient
demand and GP shortages
mean that we no longer have
the time to use our expertise on
patient issues that can be safely
and competently managed by
others. Wider members of the
practice-based team will play
an increasing role in providing
day-to-day coordination and
delivery of care. Greater use of
skill mix will be key to releasing
capacity, if we are to offer
patients with complex or multiple
long-term conditions longer GP
consultations.
In the way we currently view
practice nurses as an integral
part of the practice team, the
GP Access Fund schemes are
already showing how a broad
range of healthcare professionals
can contribute to providing
care, for example advanced
nurse practitioners, clinical
pharmacists, physician associates,
physiotherapists and paramedics.
Staff are navigating patients to
a wider range of alternative
services such as primary care
access hubs, social prescribing
initiatives (including the voluntary
sector) and pharmacy minor

ailment schemes. Pharmacists
remain one of the most
underutilised professional
resources in the system and we
must bring their considerable
skills in to play more fully.
We all accept that we have
a long way to go to hit the
ambitious recruitment targets set
for primary care, but we must use
every effort to try, as this will be
necessary for much of the reform
required. NHS England, alongside
Health Education England and
CCGs, will support a series of
initiatives to grow and train the
workforce in response to this
challenge.
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A common reason for poor
morale is the daily struggle with
growing workload. Much of this
is generated by a fragmented
system, over which practices feel
they have little influence. Our
first and most pressing priority
must be to alleviate this wasteful
burden, which takes away from
direct patient care. We know
we cannot work any harder, so
we have to find ways to work
differently. A key requirement
for wider system change is the
urgent need to identify and
eliminate needless workload.
But this is a challenge when it
is difficult to find time to look
up from the day job. For GPs to
believe in a better future we must
first start to feel the impact of
changes now. Some of the new
measures within this document
are specifically designed to
provide immediate relief to
existing pressures. We need to
tackle issues such as irrelevant
communications, duplicate
reporting, unwieldy payment
systems and streamline oversight
and regulation.
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Teams need support and
space if they are to adopt new
ways of working. This is why
NHS England plans to invest
in a National Development
Programme at individual, practice
and network or federation level. I
was struck by how positive many
of the attendees at the joint NHS
England and BMA Road Shows
were after the Releasing Capacity
workshops. However, this should
be viewed as the start of a
journey in supporting practices to
build the capacity and capabilities
required within our teams. We
must and will go much further.

We will also develop different
ways of managing clinical
demand. In addition to increasing
self-care, use of different
triage methods and a broader
workforce sharing the burden,
we also need to grow capacity
through a network of locality
Primary Care Access Hubs (as
seen in the GP Access Fund areas)
and increase clinical personnel
behind services such as 111 e.g.
GPs, nurses, pharmacists and
dentists.
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It is becoming increasingly
normal for general practices
to work together at scale, and
already over half the country
have formed into networks or
federations of practices. In
the future there will be greater
opportunities for practices to
work collaboratively in larger
groupings for the benefit of
more sizeable populations, yet
maintain their unique identity
and relationship with their own
patients. Larger organisational
forms will enable greater
opportunities to increase their
flexibility to shape, buy or build
additional services, working
from a more effective platform
with other local health and care
providers, including community
health services, social care and
voluntary organisations.
GPs must feel confident in the
vision of where general practice
could go and how it will feel
to be a GP in the future. A
significant proportion of demand
must be managed through
helping patients to stay well, selfcare and navigate to other team
members, or alternate services.
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GPs’ core role will be to provide
first contact care to patients
with undifferentiated problems,
provide continuity of care where
this is needed, and act as leaders
within larger multi-disciplinary
teams with greater links to
hospital, community and social
care specialists.
Primary care professionals will
increasingly work at different
organisational levels e.g. their
own practice, a neighbourhood
of practices and across the local
health economy. This will open
up opportunities in pathway
design, service leadership,
education, training and research,
or developing areas of clinical
interest. Specialists will develop
more community facing roles,
supporting primary care
colleagues in developing case
management expertise, both in
person and remotely. There will
be greater use of technology to
connect primary care with others,
for the sharing of best practice
and sourcing of timely advice.
These changes will develop a
more unified team approach,
in a variety of career structures,
with satisfying and rewarding
opportunities for both clinicians
and non-clinicians, and a more
coordinated experience of care
for patients.

The General Practice Forward
View will not solve all the issues
we face immediately, but it
does set a new direction and
opportunity to demonstrate what
a strengthened model of general
practice can provide to patients,
those who work in the service,
and for the sustainability of the
wider NHS. General practice has
risen to challenges in the past
and, with support from leaders
across the system, it will again.

Dr Arvind Madan
GP, Director of Primary Care
NHS England
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Chapter 1: Investment
We will accelerate funding of primary care

We will increase the levels of
investment in primary care:
• By investing a further 2.4 billion a year by
2020/21 into general practice services. This means
that investment will rise from £9.6 billion a year
in 2015/16 to over £12 billion a year by 2020/21.
• Represents a 14 percent real terms increase,
almost double the 8 percent real terms increase
for the rest of the NHS.
• This is the expected increase nationally.
Investment is likely to grow even further as CCGs
build community services and new care models,
in line with the Five Year Forward View.
• This includes capital investment amounting to
£900 million over the next five years.
• Will be supplemented by a Sustainability and
Transformation package, totalling over half
a billion pounds over the next five years, to
support struggling practices, further develop the
workforce, tackle workload and stimulate care
redesign.
• A new funding formula to better reflect practice
workload, including deprivation and rurality.
• Consult the profession and others on proposals
to tackle indemnity costs in general practice by
July 2016.
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The Five Year Forward View
recognised that primary care has
been underfunded compared
to secondary care, and that
this must change. The historic
strength of general practice is
being weakened by the relative
under-investment in general
practice that has occurred over
the past decade.

Since the creation of NHS
England in 2013, each year there
have been real term increases
in primary care funding. On the
back of the Spending Review,
which committed £10 billion a
year more above inflation for the
NHS by 2020 to back the Five
Year Forward View, we know we
need to sustain and accelerate
growth in investment.

£ BILLION

Real term investment in general practice (figures based on 2014/15 prices)

£9.6 billion

2003/04
2005/06
2007/08
2009/10
2011/12
2013/14
2015/16
2017/18
2019/20
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2008/09
2010/11
2012/13
2014/15
2016/17
2018/19
2020/21
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Package of investment in
general practice1
We are therefore committed
to increasing the proportion of
investment going into general
practice services. This should
reach over 10 percent by
2020/21, and will rise further
as CCG investment in general
practice rises also. Overall
investment to support general
practice services will rise by a
minimum of £2.4 billion a year
by 2020/21. This represents a
14 percent real terms increase,
significantly more than that
anticipated for CCG allocations.
The additional investment we
are making in introducing new
care models will benefit general
practice too – and this will ensure
investment rises at least in line
with the plans set out above, and
potentially even more.
For 2016/17, NHS England has
allocated an additional £322
million in primary medical care
allocations, providing for an
immediate increase in funding of
4.4 percent.

1

Plus local investment
For the first time, the Planning
Guidance for the NHS has made
securing the sustainability of
general practice, and in particular
addressing workforce and
workload issues, one of nine
national ‘must dos’. Every part
of England has been asked to
produce a Sustainability and
Transformation Plan (STP), which
will include plans to secure
and support general practice,
and enable it to play its part in
more integrated primary and
community services. These plans
will be completed by July 2016.
National actions on their own will
not be enough – local leadership
and investment will be vital.
Plus a five year general
practice Sustainability and
Transformation Package
We have created a national £508
million five year Sustainability
and Transformation package
for general practice to help
further support struggling
practices in the interim, develop
the workforce, stimulate care
redesign and tackle workload.

As part of agreed devolution arrangements, Greater Manchester has been allocated a
transformation fund which includes an appropriate share of NHS England funding for
primary medical care initiatives. It will be for Greater Manchester to determine how it
is spent in the local area.

#GPforwardview
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This package will include:
• £56 million, to include a new
practice resilience programme
starting in 2016/17, and the
offer of specialist services to
GPs suffering from burn out
and stress (see chapter 3)
• £206 million for workforce
measures to grow the medical
and non-medical workforce (see
chapter 2)
• £246 million to support
practices in redesigning services,
including a requirement on
CCGs to provide around
£171 million of practice
transformational support and
a new national £30 million
development programme for
general practice (see chapter 5)
We will also continue to support
capital investment in general
practice through a programme
of investment estimated to reach
over £900 million over the next
five years.
Fairer distribution of funding
The Carr-Hill formula applies a
weighting (to General Medical
Services (GMS) contracts only) to
reflect the comparative workload
associated with different patient
groups.

General Practice Forward View

Many believe that the Carr-Hill
formula is now out of date and
needs to be revised to reflect
changes in the population
and the impact of this on
comparative workload. NHS
England is working with the
BMA to review the Carr-Hill
formula to specifically examine
the impact of deprivation, age
and other factors that influence
practice workload. This work
will be concluded in the summer
of 2016, and form the basis of
discussion with the BMA about
changes that might be needed.
A minority of practices are yet
to undergo their PMS contract
reviews. We are committed
to ensuring this process is
completed in the interest of
equity across all practices.
However, in the interests of
stability, these changes are being
phased over a minimum of four
years, ensuring there is a water
tight reinvestment plan for all
savings in local general practices,
and engaging in individual
conversations with practices that
are particularly challenged.
CCG plans for reinvestment
must be published before the
full impact of Personal Medical
Services (PMS) reviews are
implemented for individual
practices.
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Tackling rising costs of
indemnity
Indemnity costs have risen in the
NHS in England significantly in
recent years. This is the result of
the rising number of claims, and
the rising level of awards made
by the courts, with the cost of
care packages doubling every
seven years. This is despite the
fact that on objective measures,
the quality and safety of care
provided by GPs has never been
higher. GPs tell us that these
costs are distorting decisions
about whether to remain in work
(particularly for those choosing to
work part-time), whether to work
in GP out of hours and urgent
care services for non NHS trust
providers, and whether to deploy
the wider clinical workforce
(where costs for nurse indemnity
can be the equivalent of medical
indemnity).
NHS England has taken initial
steps to alleviate these pressures
through:
• the establishment in 2014/15
and 2015/16 of a £2.5 million
‘winter indemnity’ scheme to
help with the costs of those
working out of hours
• Taking into account increases in
indemnity costs, amongst other
factors, in agreeing funding for
the 2016/17 GP contract.

• working with the medical
defence organisations and
indemnity insurers to meet
the needs of new ways of
delivering care. For example,
through products that treat
the delivery of services across
practices outside of core hours
(with shared access to patient
records) as similar to in-hours
working, rather than charging
the out of hours rate. This is
in recognition of access to the
patient record.
Some GPs have called for
general practice to have Crown
indemnity. This would mean it is
not possible to sue for damages
and that the small minority of
patients who had suffered harm
as a result of clinical negligence
would not have recourse to any
financial compensation. We do
not believe that this is the intent
of the profession, and this form
of immunity does not apply to
other health services.
Rather, we believe that the
shared aim of all those working
in the NHS is to bring down
the overall costs associated
with negligence claims in an
appropriate fashion, and ensure
that the way that those costs are
borne does not dis-incentivise
excellent clinical staff from
working in the NHS or restrict
access to justice.
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The Department of Health will
be consulting shortly on the
options for introducing a Fixed
Recoverable Cost scheme to cap
the level of recoverable costs
for claimant lawyers on clinical
negligence claims. The aim is
to make the cost of claimant
lawyers more proportionate to
damages and defence costs.

The Department of Health
and NHS England will instead
bring forward proposals in July
2016 for discussion with the
profession, medical defence
organisations, the commercial
insurance industry and the NHS
Litigation Authority. This will
consider potential solutions,
including considering:

We and the Department of
Health are also committed to
reviewing the way in which
costs are funded. Any changes
would have a bearing on
historical claims and handling
of past liabilities. This is
complex with the potential to
create unintended financial
consequences if mishandled.
The Clinical Negligence Scheme
for Trusts (CNST) is a risk-pooling
arrangement for trusts, and
requires every organisation to
contribute funds. The rising costs
of CNST has been an issue for
providers in other sectors, and to
date, we have not seen evidence
that access to CNST would bring
down the costs for practice
partnerships. There would be
significant implications for the
treatment of historical claims, for
the insurance market in general,
and it might increase costs to
practices. So this is not a simple
solution.

• how personal costs of
indemnity and clinical insurance
can be contained, provided
certain clinical governance
standards are met – with the
objective of reducing the
overall costs to the individual;
• reducing indemnity costs
for individuals in particular
circumstances, such as GPs
who wish to remain in the
workforce on a part-time basis
past a certain age; and
• enable new models of care
such as Multi-Speciality
Community Providers (MCPs)
to take on corporate indemnity,
freeing up individuals working
in those new models from the
burden of personal indemnity
costs.
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In principle, GPs should be no
more exposed to the rising costs
of indemnity than our hospital
doctors, and any solution will
need to address this.
Taken together, this represents a
significant programme of work
to reform indemnity in general
practice, addressing some shortterm pressures whilst looking to
bring down the overall costs to
the system.
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Better Care Fund
The Better Care Fund (BCF)
requires CCGs and local authorities
to pool budgets and to agree an
integrated spending plan for how
they will use their BCF allocation.
In 2016/17, the minimum size of
the BCF has been increased to
£3.9 billion.
From April 2016, CCGs, local
authorities and NHS England will
be able to pool budgets to jointly
commission expanded services,
including:
• additional nurses in GP settings
to provide a coordination role
for patients with long term
conditions;
• GPs providing services in care
and nursing home settings;
• providing a mental health
professional in a GP setting; and
• hosting a social worker in a GP
surgery.
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CASE STUDY
Wider integration of health and social
care - Sunderland (MCP vanguard)
Through the Better Care Fund all of Sunderland’s
resources for out-of-hospital care from both the
CCG and local authority (LA) are now contained
within a single pooled budget of over £160
million. From April 2015, a Provider Management
Board took on the leadership for redesigning
existing services and investing new funds in
additional GP and nursing sessions in integrated
teams and a 24/7 Recovery at Home service.
Co-located multidisciplinary teams, working
across several practices, provide an enhanced
level of care to patients with complex needs.
These are often frail older people and/or people
with multiple co-morbidities both at home and
in supported housing, including care homes,
identified via a risk stratification approach.
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Chapter 2: Workforce
We will expand and support GPs and
wider primary care staffing
The General Practice Forward View cannot be delivered without sufficient
recruitment and workforce expansion. Therefore NHS England and Health Education
England (HEE) have set ambitious targets to expand the workforce, backed with
an extra £206 million as part of the Sustainability and Transformation Package. We
will also support the development of capability within the current workforce and
support the health and wellbeing of staff.

Expansion of workforce capacity

Plans to double the rate of growth of the medical workforce to create an extra 5,000
additional doctors working in general practice by 2020. This five year programme
includes:
• Increase in GP training recruitment to 3,250 a year to support overall net growth of
5,000 extra doctors by 2020 (compared with 2014).
• Major recruitment campaign in England to attract doctors to become GPs,
supported by 35 national ambassadors and advocates promoting the GP role.
• Major new international recruitment campaign to attract up to an extra 500
appropriately trained and qualified doctors from overseas.
• Targeted £20,000 bursaries in the areas that have found it hardest to recruit into GP
training.
• 250 new post-certificate of completion of training (CCT) fellowships to provide
further training opportunities in areas of poorest GP recruitment.
• Attract and retain at least an extra 500 GPs back into English general practice,
through:
• simplifying the return to work routes further, with new portfolio 				
route, and other measures to reduce the length of time.
• launch of targeted financial incentives to return to work in areas of
		 greatest need.
A minimum of 5,000 other staff working in general practice by 2020/21. This five
year programme will include:
• Investment in an extra 3,000 mental health therapists to work in primary care by
2020, which is an average of a full time therapist for every 2-3 typical sized GP
practices.
• Current investment of £31 million to pilot an 470 clinical pharmacists in over 700
practices to be supplemented by new central investment of £112 million to extend
the programme by a pharmacist per 30,000 population for all practices not in the
initial pilot – leading to a further 1,500 pharmacists in general practice by 2020.
• Introduction of a new Pharmacy Integration Fund.
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• A general practice nurse development strategy, with an extra minimum £15 million
national investment including improving training capacity in general practice,
increases in the number of pre-registration nurse placements, measures to improve
retention of the existing nursing workforce and support for return to work schemes
for practice nurses.
• National investment of £45 million benefitting every practice to support the
training of current reception and clerical staff to play a greater role in navigation
of patients and handling clinical paperwork to free up GP time.
• Investment by HEE in the training of 1,000 physician associates to support general
practice.
• Introduction of pilots of new medical assistant roles that help support doctors, as
recommended by the RCGP.
• £6 million investment in practice manager development, alongside access for
practice managers to the new national development programme.
• £3.5 million investment in multi-disciplinary training hubs in every part of England
to support the development of the wider workforce within general practice.
Health and wellbeing
£16 million extra investment in specialist mental health services to support GPs
suffering with burn out and stress, and support retention of GPs, in addition to the
£3.5 million already announced.

Over the past decade, the
number of GPs (full time
equivalents) working in general
practice has risen by over 5,000.
But we know that many practices
now face recruitment issues
and are increasingly reliant on
temporary staff. Moreover, a
higher proportion of older GPs
are signalling that they are
considering leaving the workforce
early.
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Work to date
The Primary Care Workforce
Commission, set up by HEE and
chaired by Professor Martin
Roland, called for a broader
range of staff to be involved in
providing care. Their report, The
future of primary care creating
teams for tomorrow, set out
how we can better deploy the
talents of the wider workforce to
reduce the workload burden on
GPs, meet patients’ needs and
to free GPs up to do what they
do best. The report also set out
recommendations to increase
the role of nursing, advanced
clinical practitioners, medical
assistants, practice pharmacists
and physician associates along
with stronger partnerships with
the voluntary sector and better
use of technology.
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GPs working in primary care (excluding locums)
(source HSCIC)
37,500
37,000
GP FTE (Excluding locums)

We aim to double the rate of
growth in the primary care
medical workforce over the
next five years, to create an
extra 5,000 doctors working in
general practice. This needs
to be supported by growth in
the non-medical workforce
– a minimum of 5,000 extra
staff – nurses, pharmacists,
physician associates, mental
health workers and others.

36,500
36,000
35,500
35,000
34,500
34,000

2010

2011

Last year, NHS England, HEE,
Royal College of General
Practitioners (RCGP) and the
General Practitioners Committee
(GPC) developed an initial 10
point action plan – Building
the Workforce a new Deal for
General Practice - to kick start
initiatives to improve recruitment,
retention and return to practice.
Now that there is significant new
investment for general practice,
we will be working together
– and with other professional
bodies, such as the RCN,
Queen’s Nursing Institute, Royal
Pharmaceutical Society, National
Association of Primary Care and
NHS Clinical Commissioners
to step up actions to grow the
workforce and stimulate a more
diverse range of workforce
models within primary care.

2012

2013

2014

Through the 10 point action plan,
together we have:
• delivered a marketing campaign
to encourage foundation year
2 doctors who are applying
for specialty training to choose
general practice;
• launched a scheme to offer up
to £20,000 bursaries for 109
GP trainees to attract doctors
to parts of the country where
there have been consistent
shortages of trainees;
• established new post-CCT
fellowships to provide further
training opportunities in areas
of poorest GP recruitment that
encourage new CCT holders
to work as GPs in those areas,
whilst pursuing special interests
and meeting local need such
as urgent care and learning
disability care;

General Practice Forward View

• committed to invest £3.5
million in 13 new multidisciplinary training hubs
(Community Provider Education
Networks) across the country
to support the development
of the wider workforce within
general practice, including
placements in general practices,
development for current staff
and workforce planning;
• created a national induction
and refresher (returner)
scheme, offering a new £2,300
per month bursary to doctors
looking to return to general
practice to help with costs
and improving entry routes –
leading to an increase in the
number of applicants and
improving coverage, given
previous local variation;
• invested an extra £1.75 million
nationally to support practice
nurse development;
• invested in leadership
development and coaching for
individual GPs; and
• piloted new ways of working
including the development
of Primary Care Physician
Associates.
For the wider workforce, we
agreed a major £31 million
scheme to pilot the deployment
of over 470 clinical pharmacists
in just over 700 practices over
the next three years, helping
practices with the costs of
employment and training. We
have published a practice and
community nursing education
and career framework, and
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are developing a strategy for
supporting the practice nursing
workforce.
Building the workforce
for 2020
To double the rate of growth
of the medical workforce, and
accelerate use of the wider
workforce, we set out below
the new programmes of work
that will be needed. This will be
backed by an extra £206 million
over the next five years on top of
previously announced initiatives.

This represents a welcome
increase of around 7 percent
on last year’s first round of
recruitment.
HEE will in partnership with
the RCGP, and the profession
continue refining and developing
GP specialty training to provide
greater career flexibility while
maintaining standards in order to
maximise recruitment.

Recruiting doctors into
general practice
HEE has increased GP training
capacity and increased
recruitment to 3,250 doctors
per annum recurrently. In the
first round recruitment for 2016,
2,296 posts - 70 percent - have
already been filled.
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We know we need to improve
the number of medical school
graduates choosing to join
general practice. There is a strong
correlation between training
placements in general practice
and eventually working in general
practice. HEE is currently working
with the Medical Schools Council,
Higher education institutions, the
RCGP and the GPC to increase
the profile of general practice
in medical schools and in their
curricula.
A working group, chaired by
Professor Valerie Wass OBE, will
publish recommendations in
summer 2016 about recruitment
and selection, finance and
curriculum and the promotion of
general practice as a speciality.
The recommendations will
improve the medical school
experience of general practice
through greater exposure to the
diverse and stimulating reality of
general practice professionally
and personally. More graduates
will be encouraged to make a
positive choice of general practice
as a career.
HEE and the RCGP will
continue to develop the current
recruitment campaign to raise
the profile of general practice
as a career. The campaign
showcases the variety of different
opportunities and the flexibility
of the specialty, as well as
the central role that GPs play
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in the community and their
patients’ care. HEE has recruited
and trained 35 campaign
ambassadors and advocates to
support and promote national
and regional activities including
attendance at recruitment events
and through social media.
We will supplement this
with a major international
recruitment drive, to attract up
to 500 appropriately trained and
qualified doctors – and possibly
more - from overseas over the
next five years.
Working with HEE we will
evaluate its £20,000 bursary
scheme to attract trainees into
hard to fill areas and identify if
more needs to be done.
HEE will roll out a total of 250
post CCT fellowships by
summer 2017 to offer wider
and more varied training
opportunities in areas of poorest
GP recruitment.
Retaining the current medical
workforce
One of the strengths of general
practice as a career is its flexibility,
with the chance to work parttime or combine general practice
with work in other settings. We
want to make it easier and more
attractive for GPs to return to
work in English general practice.

Already, the new induction and
refresher (returner) scheme has
seen:
• the end to multiple different
policies, with one single
national policy, supported by
single website, a consistent
set of written guidance to
applicants, and a new single
point of contact
• a significant increase in NHS
England bursaries for the
period of time that the doctor
is in a supervised placement £2,300 per month – up from a
range of £0 to £500 per month
previously depending on which
part of the country
• the end to requiring doctors
working overseas to return to
England to start the application
process, with the ability to
hold interviews now via Skype
and sit initial assessments in
countries all round the world
• a review of the appropriate
and relevant content of all
assessments, leading to a
doubling of pass rates in the
last three quarters
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As a direct result, we have seen
a significant rise in the number
of doctors applying to return to
work in general practice, with
an increase of 40 percent in the
number of doctors booking to
sit the multiple-choice questions
(MCQ), one of the routes for
returning to practice, in 2015/16
compared to 2014/15.
We need to accelerate this
further so that we can attract
at least an extra 500 doctors
over the next five years back into
general practice. The RCGP has
sought feedback on some of
the main barriers experienced by
returning doctors, and this has
formed the basis of our action
plan for improvement. Our aim
is to start measuring the time
it takes for a doctor to return
to work, and halve the average
time.
We will build on the
improvements to establish a
straightforward route for doctors
to return to work in England.
In addition, we will:
• from April 2016, introduce a
new Portfolio Route (2016)
for GPs with previous UK
experience, continuing to
work in equivalent primary
care roles outside the UK,
removing the need for them to
sit the current exams to return
to practice;
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• create a central contact point
for any doctor wishing to
return to work in English
general practice, so that
doctors are supported in
navigating any regulatory issues
and to support and guide them
through the process;
• address delays in securing
Disclosure and Barring Service
checks – taking several weeks
and sometimes months –
and sort out information
governance issues to enable
checks to be valid across
different parts of the system;
• increase the financial
compensation available
through the current GP
retainer scheme from 1 May
2016; and introduce a new GP
retainer scheme more fit for
purpose from 1 April 2017, and
• offer targeted financial
incentives to GPs from May
2016 for returning to work
in areas of greatest need.
We also need to find ways to
attract GPs to remain in practice
towards the end of their career.
The published evidence on
retention suggests that the single
biggest enabler would be to
address concerns over workload,
and create a greater sense of
‘status’ for general practice
within society. The totality of the
General Practice Forward View
is aimed at addressing these
fundamental issues.

In addition, we will invest further
in leadership development,
coaching and mentoring skills for
experienced doctors – enabling
them to build on their skills and
offer the value of their experience
to younger doctors. We will take
stock of the findings of evidence
on retention, and address any
further issues identified.
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Building the wider workforce
The success of general practice
in the future will also rely on
the expansion of the wider
non-medical workforce –
including investment in nurses,
pharmacists, practice managers,
administrative staff and the
introduction of new roles such as
physician associates and medical
assistants.
Our ambition is to use some of
the extra investment going into
general practice to support the
employment of a minimum of
5,000 extra staff.
To achieve this, at a national
level, NHS England and HEE, over
the next five years, will:
• invest an extra £15 million
nationally in general
practice nurse development,
including support for return
to work schemes, improving
training capacity in general
practice for nurses, increases in
the number of
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pre-registration nurse
placements and other measures
to improve retention;
• extend the clinical pharmacists
programme with a new £112
million offer to enable
every practice to access a
clinical pharmacist across
a minimum population on
average of 30,000 - leading
to an extra 1,500 pharmacists
in general practice. Appetite
for the original pilot scheme
was high. We will need to
learn more from the evaluation
but early indications suggest
clinical pharmacists may
have a role in streamlining
practice prescription processes,
medicines optimisation, minor
ailments and long term
conditions management. We
will roll this out further across
the country over the next five
years, so that every practice can
benefit. We will also open up
the clinical pharmacist training
programme to practices that
have directly funded a clinical
pharmacist;

• introduce a Pharmacy
Integration Fund, worth £20
million in 2016/17 and rising by
a further £20 million each year,
to help further transform how
pharmacists, their teams and
community pharmacy work
as part of wider NHS services in
their area. Subject to a separate
consultation, our proposals
include better support for GP
practices, for care homes and
for urgent care for the use of
the fund;
• invest in an extra 3000
mental health therapists to
be working in primary care by
2020 to support localities to
expand the Improving Access to
Psychological Therapies (IAPT)
programme;
• provide £45 million extra
funding nationally over five
years so that every practice
in the country can help their
reception and clerical staff
play a greater role in care
navigation, signposting
patients and handling clinical
paperwork to free up GP
time. This builds on successful
pilots tested through the
Prime Minister’s GP Access
Fund schemes and vanguard
sites where the majority of
clinical correspondence can be
managed through trained staff;
• pilot new medical assistant
roles that help support doctors;
• pilot the role of primary care
physiotherapy services;
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• invest an extra £6 million
in practice manager
development;
• roll out the recently published
HEE Community (District)
and General Practice Nursing
Service Education and
Career Framework and the
accompanying HEE Education
and Career Framework;
• implement the Queen’s Nursing
Institute Voluntary Education
and Practice Standards for
District and General Practice
Nursing; and
• work with general practice to
ensure general practice nurses
have access to mentorship
training.
This also needs to be
supplemented at a local level,
and for the first time - through
the Planning Guidance – the NHS
locally has been asked to produce
plans to address workforce issues
in general practice. We will
review these plans in the summer,
and identify any further actions
that need to be taken or ideas
than can be spread nationally to
accelerate the growth, retention
and development of the general
practice workforce.
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The vanguard sites that are
testing new integrated models
of care and the GP Access Fund
schemes are already developing
many different ways of using the
wider workforce, and proving
that this can be better for
patients and free up GP time.
A balanced GP workforce
The model of independent
contractor status and partnership
has proved a valuable foundation
for general practice. Partners
provide leadership and continuity,
and in recent years this has been
invaluable as general practice has
come under pressure.
We also recognise that a more
flexible workforce better enables
practices to secure short-term
support to cover sick leave,
parental leave or transition
periods between leavers and
joiners. However many practices
now report that a shift to reliance
on locums is undermining service
continuity and stable team
working.
It is therefore in the interests of
GPs and practices to improve the
relative attractiveness of partner
and salaried positions versus
a shift to a more unstable and
short term workforce.

First, we will work with the
profession to introduce
new measures entitling GPs
who want flexible working
but who can commit to
working in a practice or an
area for a period of time,
additional benefits relative to
undertaking a rolling series
of short term locum roles. In
other words, while continuing
to incentivise partnerships
and salaried commitments to
practices on the one hand,
we also want to create an
alternative to day-by-day or
week-by-week locuming for
those at a point in their career
or family life who need more
flexibility.
Second, NHS England will set
indicative rates for locums and
will ask practices to indicate
in the annual e-declaration
information where they are
having to pay above those rates.
This is to understand the scale
of the issues practices are facing
and help plan how we can target
workforce support to areas facing
the greatest pressures.
Third, we envisage ‘at scale’
working in larger practice
groupings will create
opportunities to embed a more
locally focused team based
approach which incorporates
locums.
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Promoting health and
wellbeing to combat burnout
A new national service is
being established to improve
GPs’ access to mental health
support. Support for GPs
suffering mental health problems
is part of NHS England’s plans
to retain a healthy workforce.
NHS England has already
committed to spend up to £3.5
million in this new service,
and will now increase that
investment by a further £16
million. The procurement will
start in June 2016 and the service
is expected to be available across
England from December 2016.
This means all GPs will be able
to access free, confidential local
support and treatment for mental
health issues, supporting GPs
who are at risk of suffering stress
or burnout.
Implementation
We will establish a new
Workforce 2020 oversight
advisory group, with
representation from national
bodies, to steer the delivery of
this ambitious programme, and
review where further actions
need to be taken in light of
progress nationally and locally
over the next five years.
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CASE STUDY
Multidisciplinary workforce - West
Wakefield Multispecialty Community
Provider (MCP)
West Wakefield Health and Wellbeing Ltd is a GP
Federation in West Yorkshire serving a population
of 65,000 and is a wave one GP Access Fund site.
It is now leading one of the new care models
MCP vanguard sites with two other GP networks
covering a total population of 152,000 people.
Among a series of initiatives designed to relieve
pressure on GPs, they are training care navigators
to break down the automatic assumption that a
GP appointment is the best first place to go for
any problem.
As well as reduce the number of patients needing
to access their GP, care navigators are able to
‘queue bust’ at reception by offering patients who
arrive at the practice advice to signpost them to
the most appropriate solution for their needs.
Over 70 staff have received training on available
resources, services and innovations within the
practice and MCP programme, and in the wider
voluntary and third sector.
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Chapter 3: Workload
We will reduce practice burdens
and help release time
Support for general practice with the
management of demand, diversion
of unnecessary work, an overall
reduction in bureaucracy and more
integration with the wider health and
care system including:
• Major £30 million ‘Releasing Time for Patients’
development programme to help release
capacity within general practice (see also
Chapter 5)
• New standard contract measures for hospitals
to stop work shifting at the hospital/general
practice interface.
• New four year £40 million practice resilience
programme, starting in 2016
• Move to five yearly CQC inspections for most
practices.
• Introduction of a simplified system across NHS
England, CQC and GMC.
• Streamlining of payment processes for practices,
and automation of common tasks.

Workload was identified by the
2015 BMA survey as the single
biggest issue of concern to GPs
and their staff. Latest research,
published in the Lancet, suggests
that there has been an average
increase in workload in general
practice of around 2.5 percent
a year since 2007/8, taking
account of both volume and
acuity. Whilst some of this rise
can be addressed by increasing
the workforce, we also want to
support practices in moderating
demand and reforming how we
support and organise services.
The Primary Care Foundation
and NHS Alliance have identified
the changes that will have the
biggest impact in reducing
bureaucracy and reshaping
demand. Their report, Making
Time in General Practice,
identified a number of practical,
high-impact ways to remove
unnecessary pressures on general
practice and free up time for
patient care.
The report found that the top
three sources of bureaucracy
experienced in general practice
are: the processes used to make
and claim payments; keeping up
to date with information from
commissioners and national
bodies, and reporting for contract
monitoring or regulation.
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The report also estimated
that around 27 percent
of appointments could
potentially be avoided if there
was more coordinated working
between GPs and hospitals, wider
use of primary care staff, better
use of technology to streamline
administrative burdens, and
wider system changes.

Potentially avoidable GP appointments
Other in
practice - 7%
Self-rating by GPs

Practices have identified that
one way of doing this is to assist
patients in managing a greater
proportion of their minor selflimiting illnesses for themselves.
We will therefore use some of
the funding for workforce and
technology, outlined elsewhere
in this document, to support
practices in doing so.
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Outpatients
- 3%

Potentially
avoidable GP
appointments

NHS England is therefore taking
immediate action in the following
areas:
Managing demand more
effectively
NHS England is investing in a
major new £30 million ‘Releasing
Time for Patients’ development
programme to support practices
release time (see Chapter 5).

Self-care/
Pharmacy
- 6%

Sick notes/
appeals - 3%

Other - 3%

Unavoidable
74%

5,128 GP consultations

In addition, by September
2016, we will have launched a
national programme to help
practices support people living
with long term conditions
to self care. Practices will be
offered tailored support to offer
high quality care planning to
patients who have low levels of
knowledge, skills and confidence
to manage their own health and
wellbeing. The aim is to equip
the workforce with the tools and
skills to do this. This should help
improve patient outcomes, and
over time, reduce the demand

Care naviagtion
- 3%
Organisation
in practice - 2%

in general practice. We will
design this in conjunction with
the wider National Development
Programme for general practice.
GPs can also influence the
commissioning of local pathways
for community pharmacy to help
patients with self-care and minor
ailments. The developments
in digital interoperability and
access to a shared primary care
record provide practices with
an opportunity to harness this
potential for reducing demand
for urgent appointments.
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Alongside a reformed 111
service, we will also work with
CCGs to ensure they institute
plans to address patient flows in
their area using tried and tested
ideas such as access hubs, social
prescribing and evidence based
minor ailment schemes.
Building practice resilience
In 2015, NHS England
committed to invest £10 million
to support vulnerable practices.
Eligible criteria for accessing this
additional support was developed
with NHS Clinical Commissioners
and other national stakeholders,
with around 800 practices
identified as meeting the criteria.
This support is designed to
build resilience in primary care
and to support delivery of new
models of care. RCGP support
for inadequate rated practices
will continue as part of this
programme. A multi-supplier
(call off) framework will be
available to commissioners from
September 2016 to support
the programme. This is likely
to include a range of local and
national providers and may be
expanded over time. In order
to maximise the impact of this
support, from April 2016, NHS
England will offer support to
eligible practices that are willing
to match fund this additional
support, or offer the equivalent
resources commitment ‘in kind’.
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In addition, a further £40 million
will now be committed to
develop a practice resilience
programme, starting with a £16
million boost in 2016/17. We
will work with the RCGP and the
BMA to develop this programme
as quickly as possible, and
consider introducing practice
resilience teams.
New standards for outpatient
appointments and interactions
with other providers
We have introduced a number
of new legal requirements in
the NHS Standard Contract
for hospitals in relation to the
hospital/general practice interface
from April 2016. These should
relieve some of the administrative
burden on practices.
The changes include:
• Local access policies: hospitals
will not be able to adopt
blanket policies under which
patients who do not attend an
outpatient clinic appointment
are automatically discharged
back to their GP for re-referral.
Also a new requirement on
hospitals to publish local access
policies and evidence of having
taken account of GP feedback
when considering service
development and redesign.

• Onward referral: unless a
CCG requests otherwise, for a
non-urgent condition related
to the original referral, onward
referral to another professional
within the same hospital is
permitted, and there is no
requirement to refer back
to the GP. Re-referral for GP
approval is only required for
onward referral of non-urgent,
unrelated conditions.
• Discharge summaries:
hospitals will be required to
send discharge summaries
by direct electronic or email
transmission for inpatient, day
case or A&E care within 24
hours, with local standards
being set for discharge
summaries from other settings.
Furthermore, the hospital
should provide summaries in
the standardised format agreed
by the Academy of Medical
Royal Colleges, so GPs can find
key information in the summary
more easily.
• Outpatient clinic letters:
hospitals to communicate
clearly and promptly with GPs
following outpatient clinic
attendance, where there is
information that the GP needs
quickly in order to manage
a patient’s care (certainly no
later than 14 days after the
appointment). For 2017/18,
the intention is to strengthen
this by requiring electronic
transmission of clinic letters
within 24 hours.
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• Results and treatments:
new overarching requirement
on hospitals to organise
the different steps in a care
pathway promptly and
to communicate clearly
with patients and GPs.
This specifically includes a
requirement for hospitals to
notify patients of the results
of clinical investigations and
treatments in an appropriate
and cost-effective manner,
for example, telephoning the
patient.
• Medication on discharge: a
new requirement on providea
new requirement on providers
to supply patients with
medication following discharge
from inpatient or day case care.
Medication must be supplied
for the period established in
local practice or protocols, but
must be for a minimum of
seven days (unless a shorter
period is clinically necessary).
These changes apply to all acute
and community providers. GPs
should notify their CCG in the
event that the contract is not
being followed. The CCG is
responsible for holding providers
to account for the contract
changes.
A new NHS England, NHS
Improvement, RCGP and GPC
Working Group will drive action
to improve the current interface
between primary and secondary
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care. The Group’s work will
include practical steps to enable
better communication between
GPs and consultants, and how to
improve GP access to consultant
advice on potential referrals, and
managing complex cases in the
community.
As part of this, NHS England
has established a Rapid Testing
Programme in three sites
across the country to review
ways of better managing
outpatient demand. This
will include assessment of the
practical application of consultant
hotline and advice services,
enabling GPs to get rapid advice
rather than referring the patient.
In light of the outcome of this
programme, the most effective
measures will be rolled out for
use by CCGs from late summer

2016 onwards. Alongside this,
work is underway to make the
current functionality of the
Choose and Advice system more
functional for use by GPs.
New software to automate
common tasks
Clinicians are frequently required
to undertake a series of tasks on
the computer when putting a
care plan in place or responding
to incoming correspondence.
We will work with innovative
practices, federations and
software suppliers to develop,
teast and implement the
technical requirements for a
new task automation solution to
reduce workload. It is expected
that practices will have access to
the new automation function in
2017/18.
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Streamlining Care Quality
Commission (CQC) practice
oversight
In October 2014, the Care
Quality Commission (CQC)
began to inspect general practice
services. CQC ratings have,
for the first time, provided a
comprehensive assessment of
the quality of care provided by
practices. By April 2016, they had
inspected over a third of practices
(35%) and found that the vast
majority (87%) are providing care
that is good or outstanding.
The CQC will complete its first
round of comprehensive
inspections of all practices in
2016/17. CQC is consulting on
changes to its regulatory model
for its work thereafter.
These proposals will reduce the
workload related to inspection
for those practices that deliver
good or outstanding care, while
encouraging improvement and
ensuring a proportionate
approach that protects patients
from the risks of poor care.
Another issue related to CQC has
been that of the fees increase for
registration. In recognition of this,
NHS England agreed with the
GPC to reflect these costs in the
2016/17 GP contract settlement
to address this cost pressure for
practices.
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What can practices expect
nationally?
• A reduction in inspections
from CQC. This will apply once
all GP practices have been
inspected later this year. CQC
will tailor its inspection activity,
taking a more risk-based
approach where it monitors
and acts on intelligence and
information. It will reduce the
frequency of some inspections,
so that it targets its resources
on those practices where there
is a risk of poor care. CQC will
agree with NHS England and
local CCGs a shared framework
to understand and report on
quality. Practices rated good
and outstanding - currently
the vast majority - will move
to a maximum interval
between inspections of five
years, subject to the provision
of transparent data, available to
CQC, NHS England and CCGs;
and also to CQC remaining
assured that the quality of care
has not changed significantly
since the previous inspection.
Where CQC has concerns, it
may revisit sooner.

• New streamlined approach
to inspection for new care
models and federated or
super-partnerships practices.
CQC will continue to develop
the way it inspects to take
account of changes to the
way the sector is organised
and delivered, for example,
through new models of care
or federated practices – with
a focus on the leadership,
governance and learning
culture of the provider, not
necessarily on inspecting every
single site.
• Funding for CQC. NHS
England will discuss with the
GPC how best to recognise
any further fee increases
and will ensure practices are
appropriately compensated.
• Improving and simplifying
transparency of information
about general practice.
A report from the Health
Foundation to the Department
of Health made a number of
recommendations on valid
quality indicators for general
practice. A set of key ‘sentinel’
indicators will therefore be
published on My NHS in July
2016.
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There are already areas of
the country exploring local
alternatives to QOF. For
practices opting in to the
proposed new voluntary MCP
contract (see Chapter 5) QOF
will be replaced with more
holistic team-based funding.
NHS England and GPC have
agreed that we will discuss during
the next round of negotiations
the GPCs wish for avoiding
unplanned admissions enhanced
service to be discontinued from
April 2017.

A successor to the Quality and
Outcomes Framework (QOF)
QOF has created a more focussed
approach to chronic disease
management and provides a
structured way of engaging in
secondary prevention. However,
some argue that it has served its
purpose and requires review or
even replacement and that it is a
barrier to holistic management of
health conditions. NHS England
has agreed to undertake a
review of QOF with the GPC
in the coming year to address
these issues, whilst recognising
that it is one of the best public
health databases in the world
and, done right, can support
population-based healthcare.
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Reporting requirements and
information, and streamlining
the payment system
We will introduce a simplified
system for how GP data and
information is requested and
shared across NHS England, CQC
and GMC. This will be backed by
a programme of work to cut the
bureaucratic burden of oversight.
We are also taking action to
simplify the general practice
payment system. It is
unacceptable for hard-pressed
practices to have to waste time
chasing or reconciling payments.
Where technical issues arise that
may delay payments to practices,
NHS England has introduced
failsafe procedures that allow
practices to submit activity data
manually into CQRS, therefore
ensuring practices cash flow is
maintained.

In addition, based on a recent
review of the payment processes
and systems for general practice,
we will now work with the
payment providers to focus on:
• improvements in the
consistency and accuracy of
payments;
• increasing the transparency and
availability of information to
support them; and
• the feasibility of a single
payment vehicle as a single
view with an itemised bank
statement like reconciliation of
claims and payments.
Accelerating paper free at the
point of care within general
practice
General practice already has the
most computerised records in
the NHS, and many practices
are already considered to be
paperless. However, owing to
a lack of interoperable systems
across the NHS, its dealings
with other providers are often
on paper, creating risks and
inefficiencies that we are
committed to reducing.
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Examples include tackling the
significant workload involved
in every practice receiving,
checking and processing many
prescriptions every day. Rolling
out electronic prescriptions is
speeding up processes for
practices and helping to reduce
clinical risk for patients. Work is
almost complete which removes
the need for practices to print
paper copies of records when
a patient moves practice. This
is already in place for practices
using the most up-to-date
software, and final testing of
updates for the remaining
systems is expected to be
completed in May 2016.
A major programme is also
underway to ensure that by
2020 all incoming clinical
correspondence from other NHS
providers is electronic and coded.
This will reduce practice
workload and the risks of errors
in data entry, as well as improve
the usefulness of incoming
information and facilitate more
seamless patient care.
Promoting best practice and
monitoring improvements
We hosted a series of BMA and
NHS England workshops to share
evidence and examples with
practices of the opportunities
to release staff capacity. 9598 percent of practices that
attended reported that these
gave them new practical ideas
to release staff time. We will
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continue to support the spread
of good ideas. We will monitor
the impact of work to reduce
pressure on practices, and we
want to empower practices to
also do this. We are therefore
commissioning a new audit tool
to be available for all practices
that will allow practices to
identify ways they could reduce
appointment demand. This will
use the same methodology as
in the ‘Making Time in General
Practice’ report and allow
practices to compare themselves
with the national data.
Practices in the GP Access Fund
are about to begin testing of
an automated appointmentmeasuring interface to give them
detailed information about
their activity and how it varies

over time. This will help practices
match their supply of
appointments more closely
to demand. We will make it
available for every practice from
2017/18.
Mandatory training
Practices have told us that there
seems to have been a growth in
mandatory training requirements
for clinicians and other practice
staff. Examples include basic
life support, safeguarding,
information governance, health
and safety, complaints handling,
fire safety, fridge procedures
etc. Whilst it is easy to see the
justification behind each one,
the sum of them all creates a
significant burden on staff, and
crowds out the more targeted
training needs of individuals.
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NHS England will work with
relevant bodies to review and
reduce these requirements to
ensure a far more proportionate
approach is taken. We will also
keep in mind the impact of
appraisal and revalidation
requirements in the analysis.
Support for more integration
across the wider health and
care system
Social support
Voluntary sector organisations
can also play an important role in
supporting the work of general
practice. For example, local
models of social prescribing can
enable GPs to access practical,
community-based support for
their patients, including access to
advice on employment, housing
and debt. Some areas have
developed call-off services for
specific groups such as carers.
Local leadership
We want all local Health and
Wellbeing Boards (HWBs) to
recognise the centrality of primary
care in integrating their local
health and care systems and
the need to ensure access to all
relevant support services. The
Department of Health will issue
guidance to Health and Wellbeing
Boards asking them to ensure
that joint health and wellbeing
strategies (JHWSs) include action
across health, social care, public
health and wider services to build
strong and effective relationships
with general practice services.
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This will ensure that they
understand our vision for general
practice and how they can and
should support it.
Work and health
There is clear evidence that good
quality work is good for health
and, conversely, being out of
work has significant negative
impacts on health. The Five Year
Forward View set out a vision for
the NHS to play a stronger role in
prevention, including a focus on
helping people at risk of falling out
of work. Easier access to health
services for people in employment
should help individuals to seek
help at an early stage, and general
practice staff have a role to play
in recognising when early referral
or treatment may be indicated for
someone at risk of falling out of
work.
This means that GPs will have
greater access to treatment
pathways, especially for
conditions that have an impact
on the ability to work for large
numbers of people, such as
mental health conditions (IAPT)
and musculoskeletal problems.

Over the last year, the
Government has set up Fit for
Work and will continue to
develop this approach. Fit for
Work offers a free advice,
assessment and case
management service for people
who are employed and off sick. It
is intended to help GPs by
improving outcomes and
reducing demands on them for fit
notes and detailed work-related
advice.
In addition, the Government
will now consider whether
‘early dialogue on work and
health’ and the resulting
sickness certification (fit note) currently restricted to registered
medical practitioners - could be
undertaken by other healthcare
professionals.
To promote the development of
social prescribing, a key measure
by which patients can benefit
from wider support, NHS England
are appointing a new National
Champion for Social Prescribing.
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CASE STUDIES
General practice and community collaboration managing patient
demand and making a difference to people’s wellbeing - Robin
Lane Medical Centre MCP
Robin Lane Medical Centre in Leeds has nine doctors, employs 50 people, has 13,000
patients and is growing. It also has a wellbeing centre, a cafe and 19 groups run
by over 50 volunteer champions every week. By taking a new approach they have
seen no increase in demand for primary or secondary care consultations despite
patient lists increasing by 4,500 people. The practice has now established a charity to
support the wellbeing centre which is run by a board of volunteer champions.

Redirecting administrative tasks away from GPs to release
capacity - Brighton and Hove
In Brighton and Hove some practices have developed a robust protocol to allow
clerical staff to read, code and where appropriate take action on incoming clinical
correspondence, rather than the GP having to deal with every letter. Forty eight
practices have now been trained and implemented workflow redirection with
substantial changes demonstrated. On average, only 20 percent of letters previously
directed to a GP required their direct input. This is saving an average of 40 minutes
of each GP’s time per day, with no significant events in the first 15,000 letters to be
processed. Feedback clearly demonstrates reduced workload pressures and with the
time savings generated, increased opportunity for activities related to direct
patient care.
Training includes clear mechanisms to provide internal governance and auditing of
activity. GPs report being satisfied with the safety of the approach, the improved
quality of coding and the release of their time. Clerical staff report that they are
confident to run the new process and describe renewed job satisfaction.
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Chapter 4: Practice infrastructure
We will develop the primary care estate
and invest in better technology
We will go further faster in supporting
the development of the primary care
estate:
• Investment for general practice estates and
infrastructure – supported by continued public
sector capital investment, estimated to reach
over £900 million over the course of the next
five years. This will be backed with measures to
speed up delivery of capital projects.
• New rules on premises costs to enable NHS
England to fund up to 100 percent of the costs
for premises developments, up from a previous
cap on NHS England funding of 66 percent
(with a proposed date of introduction of
September 2016).
• New offer for practices who are tenants of NHS
Property Services for NHS England to fund stamp
duty land tax for practices signing leases from
May 2016 until the end of October 2017, and
compensate VAT where the ultimate landlord
has chosen to charge VAT.
• New funding routes for transitional funding
support for practices seeing significant rises
in facilities management costs in the next
18 months, in leases held with NHS Property
Services and Community Health Partnerships.
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Greater use of technology to enhance
patient care and experience, as well as
streamlined practice processes:
• Over 18 percent increase in allocations to CCGs
for provision of IT services and technology for
general practice.
• £45 million national programme to stimulate
uptake of online consultations systems for every
practice.
• Online access for patients to accredited clinical
triage systems to help patients when they feel
unwell.
• Development of an approved Apps library to
support clinicians and patients.
• Actions to support the workload in practices
reduce, and achieve a paper-free NHS by 2020.
• Actions to support practices offer patients more
online self-care and self-management services.
• Actions to make it easier for practices to work
collaboratively, including achievement of full
interoperability across IT systems.
• Wi-Fi services in GP practices for staff and
patients. Funding will be made available to
cover the hardware, implementation and service
costs from April 2017.
• A nationally accredited catalogue and buying
framework for IT products and services,
supported by a network of local procurement
hubs offering advice and guidance.
• Work with the supplier market to create a wider
and more innovative choice of digital services
for general practice.
• Completion of the roll out of access to the
summary care record to community pharmacy,
by March 2017.
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Development of the
primary care estate
In 2015/16, NHS England began
a multi million investment
programme to support primary
care and general practice make
improvements in premises and in
technology, as part of the overall
estates strategy for the local
NHS. This was backed by both
capital and revenue funding,
and will continue as the Estates
and Technology Transformation
Programme. Additional capital
investment will also be flowing
into general practice beyond
this programme, bringing the
estimated overall total of capital
investment in general practice
over the next five years to over
£900 million.
NHS England is inviting CCGs to
put forward recommendations
for investment in primary care
infrastructure in future years by
the end of June 2016. CCGs
are developing commissioning
plans designed to provide health
care services for the future
and producing Local Estates
Strategies, in conjunction with
Community Health Partnerships
and NHS Property Services.
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Investment in the GP estate is
needed not just to improve or
extend existing facilities. We also
need to increase the flexibility
of facilities to accommodate
multi-disciplinary teams and their
training, innovations in care for
patients and the increasing use of
technology. And new premises
may be needed to cater for
significant population growth,
and to facilitate primary care at
scale or enable patient access to
a wider range of services.
Investment in infrastructure can
require planning permissions,
building regulation approvals,
procurements and construction.
Given concerns about delays,
and the handling of revenue
consequences, we have made
some changes in response:
• Firstly, the programme of
capital investment will now
accommodate schemes that
need support over more
than one year.
• Secondly, we will invest in
‘at scale’ project support
for schemes to enable them
to move quickly through the
financial, legal and design
processes.
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• Thirdly, we have discussed
with the GPC changes to the
rules governing the funding
of premises so that over the
next three years NHS England
will be able to increase the
levels of funding for a wider
range of improvements to
practices and new facilities.
NHS England will work with the
Department of Health with the
aim of introducing new rules
from September 2016 which
will enable NHS England
to fund up to 100 percent
of the costs of premises
developments, rather than
the previous cap of 66
percent funding.
NHS England will agree
arrangements to come into
place from 1 May 2016 until
31 October 2016 to provide
additional support to practices
in three areas:
• Stamp Duty Land Tax for
practices
• VAT on premises, where the
ultimate landlord has elected to
charge VAT
• Transitional support where
practices have seen a significant
increase in the costs of facilities
management on leases held
with NHS Property Services
and Community Health
Partnerships. We will work
quickly to clarify the route by
which this new funding support
can be provided.

NHS Property Services and
Community Health Partnerships
are working with CCGs in local
areas to agree local estates
strategies. CCGs will agree
the improvements that will
be made so that buildings are
used productively and provide
the capacity and flexibility that
is required. While there are
some GP practices that urgently
require improvement, there are
buildings which are unused or
underutilised. Working with
their CCGs and estates advisors,
general practices will need to
help to ensure that buildings
are all used productively and
effectively.
We will also work more closely
with NHS Property Services
using existing premises rules
to unlock opportunities to
transform primary care services,
for example, considering wider
commissioning gains against
underwriting lease arrangements
or buying out GP or third party
owned premises.
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In addition, the Department
of Health are working with
Community Health Partnerships
to mobilise the potential of public
and private sector partnerships in
the development of the primary
care estate, building on the LIFT
programme which covers almost
half the country.
Investment in better
technology
New technology is already
playing an important role in
improving patient care. Practices
round the country are using
technology to move from paper
to digital records, offering
online transactions including
online registration, appointment
booking, ordering of repeat
prescriptions and viewing of
medical records. Some practices
have gone far beyond these more
transactional interactions, and we
now need to support much more
widespread adoption of their
innovations.
A growing number of practices
are introducing new apps and
web portals that help patients
assess and manage their own
health risks. These provide
information, symptom checkers
and sign posting to alternate
services, such as community
services, expert patient groups
and community pharmacies that
also have a large role to play in
health promotion. They also can
include online and telephone
consultations.
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What does this mean for
practices?
Our ambition is to support
the adoption and design of
technology which:
• enables self-care and selfmanagement for patients;
• helps to reduce workload in
practices;
• helps practices who want to
work together to operate at
scale; and
• supports greater efficiency
across the whole system.
We will do this in three ways:
• Through extra investment –
with an increase of over 18%
going into allocations for CCGs
for the provision of IT and
technology services for general
practice, and a specific £45
million multi-year programme
to support the uptake on online
consultation systems
• Through setting new core
requirements – making it
clear what general practice
should be able to expect from
IT services, and creating a new
framework to assess progress
– the Digital Primary Care
Maturity Index
• Through national enabling
work – to both stimulate the
development of the supplier
market, and provide certain
functions at a national level
where that makes sense.

Core GP information
technology (IT) services
NHS England is introducing
a greater range of core
requirements for technology
services to be provided by
vendors to general practice
through the CCG-controlled GPIT
budget. During 2016/17, services
should include:
• the ability to access digital
patient records both inside and
outside the practice premises,
for example, on home visits
• specialist support including
services for information
governance, IT and cyber
security, data quality, clinical
system training and
optimisation, clinical (systems)
safety and annual practice IT
review
• outbound electronic messaging
(for example, SMS) from the
practice for direct individual
patient clinical communication
• the ability for patients to
transact with the practice
through online appointment
management, repeat
prescription requests and access
to their detailed record and test
results, with the aim that at
least 10 percent of patients will
be using one or more online
services by the end of this year
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• the ability for electronic
discharge letters/summaries
from secondary care to be
transmitted directly into GP
clinical systems – from June
2016.
• specialist guidance and advice
for practices on information
sharing agreements and
consent based record sharing –
from December 2016.
This will be extended further in
2017/18 with:
• funding for Wi-Fi for staff and
patients within practice settings
• the ability to access data
and tools that aid GPs (and
local commissioners) in
understanding and analysing
demand, activity and gaps
in service provision allowing
effective planning, resourcing
and delivery of practice services
- from June 2017.
• a national framework for the
cost-effective purchase of
telephone and e-consultation
tools - from December 2017.
• funding to support education
and support for patients and
practitioners to utilise digital
services to best effect and
impact - from December 2017.
• enhancements to the Advice
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and Guidance platform on the
e-referral system to allow two
way conversations between
GPs and specialists, alerts
to let GPs or other practice
support staff know when a
response (or no response) is
received, interoperability with
the clinical software system,
easier conversion from advice
to referral where clinically
necessary, and decision support
tools to help direct referrals
correctly.
Each locality is different with
its own mix of demographics,
service pressures, commissioning
priorities, and local relationships.
So, in addition to funding for
core GPIT services, CCGs will
also have access to funding for
subsidiary technology services
to support their GP practices.
Over time, some of these local
investments may become core
service offerings once adoption
becomes widespread and
benefits evaluated. These will
include technologies and digital
tools:
• to help practices operate
collaboratively, such as shared
care planning, or telephone
and appointment management
systems

• to help practices in
becoming more efficient (for
example,reduced printing and
filing of paper records, online
ordering of diagnostic tests)
• to join up pathways between
different healthcare sectors
and professional groups, for
example, pharmacists.
At a national level, NHS England
will continue with its programme
of work that supports this
direction of travel. This includes:
• The development of online
access for patients to clinical
triage systems to help patients
when they feel unwell
• The development of an
approved Apps library to help
GPs to recommend apps that
might best suit patients’ needs
and where there is evidence of
clinical efficacy
• A range of technology
initiatives to drive towards
improved practice efficiency
and a paper-free NHS by 2020:
• Increase uptake of the 		
electronic prescription system
(EPS) and training for batch
prescribing
• Increase electronic transfer of
records between practices
• Improve remote data 		
extraction to reduce manual
processes
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• Access to summary care
		 records in community 		
pharmacies
• Accelerate access to patient
		 records across different 		
services
• Interoperability of different
clinical software systems
• Automation of tasks and 		
appointment software 		
to help match appointment
supply to demand.
To stimulate the uptake of new
technologies, NHS England
will be clear that practices can
bid for additional technology
resource as part of the Estates
and Technology Transformation
Programme.
In addition, from 2017/18
NHS England will launch a
new programme to offer every
practice in the country over the
coming years support to adopt
online consultation systems.
Depending on uptake, there
will be up to £45 million extra
investment to support this.
Building on the successes of
existing procurement approaches,
future primary care digital
services will be available through
a national accredited catalogue
with national and regionally
negotiated buying frameworks,
supported by a network of local
procurement hubs offering advice
and guidance.
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We expect practices and CCGs to
work closely together to realise
the benefits of this approach
and to exploit the opportunities
of collaboration through GP
Federations, locality footprints
and local procurement hubs.
A new system for measuring
the maturity of Digital Primary
Care will help CCGs improve
commissioning.
NHS England has also published
an overarching Interoperability
Strategy that enables information
sharing, based on Open
Application Interfaces (APIs) using
open industry standards (HL7
FHIR) and underpinned by key
digital standards (the GP Connect
project). The standards prioritised
will:
• support federated practices by
enabling appointments in one
practice to be booked from
another or an administrative
hub using different clinical
systems, and
• let healthcare professionals
from different settings inform
and update a practice through
the sending and management
of tasks.

NHS England will work with
professionals to ensure that these
standards on interoperability
and control of patient data
will become embedded in the
minimum standards required
for accreditation of future
digital primary care systems.
NHS England and HSCIC will
work with the supplier market
to create a wider and more
innovative choice of digital
services for practices, helping
them to improve the way they
work and the care they deliver.
The forthcoming publication of
the National Data Guardian’s
review of data security and
consent/opt-outs will support
GPs by clarifying data security
standards, resolving issues around
data flows, and proposing a new
model for data sharing.
Practices have identified that
one way of doing this is to assist
patients in managing a greater
proportion of their minor selflimiting illnesses for themselves
by using online resources. We
will therefore use some of the
funding for workforce and
technology, outlined elsewhere
in this document, to support
practices in doing so.
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CASE STUDY
Redesign of space to enhance capacity
for clinical consultation - St Helen’s,
Merseyside
NHS England has provided a £63,790 contribution
to support the development of St Helens Rota,
Albion Street. The development, which included
an extension to the existing building, will allow
the practice to create an additional consulting
room plus additional office / meeting room space.
The project will also create an additional Skype
triage room within the current patient waiting
room. This will allow clinicians to undertake more
urgent care such as children’s clinics and general
clinics especially during the day-time i.e. in hours,
particularly during times of increased winter
demand, when urgent care services such as A&E
are under most pressure.

CASE STUDY
Major expansion to practice buildings offering a wider range of
treatment areas and access to care - New Hayesbank Surgery,
Kennington
NHS England funding is being used to fund a major extension of the practice
building, adding seven clinical rooms, a theatre for minor operations, along with
recovery rooms and a larger reception area. The additional treatment areas will
enable the practice to offer more appointments and provide more vital local
treatment. Building work started in November 2015 and the new premises are to be
open to patients later in 2016.
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CASE STUDY
Digital services - Modality
Modality MCP, recognising that Birmingham has the highest proportion of
smartphone users in the UK and that more than 80 percent of people make
transactions on broadband, developed an app through which people can book
appointments, send messages to clinicians and provide real-time feedback.
Individuals with long term conditions who previously might have attended A&E at
the weekend and been admitted to hospital are often now able to avoid a crisis by
‘sending a quick message to their doctor’.
Modality’s call centre handles up to 1,300 calls per day, with most patients now
given advice or treatment without visiting a surgery. Around 90% of both Skype
consultations and call-backs by GP partners are closed without a surgery visit.
Salaried GPs and advanced nurse practitioners close nearly half of their telephone
consultations in the same way.
Modality’s work to improve access has seen:
• A 72 percent fall in ‘did not attends’ (because fewer patients book well in advance
as they are confident of speaking to a clinician when they need to)
• The ability to meet increases in demand within existing resources
• Average remote consultation times falling to under five minutes
• 70 percent of patients say the new system has improved access
• 100 percent of clinicians agree they would not go back to the old system.
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CASE STUDY
‘My Healthcare’ - Birmingham South and Central
My Healthcare is extending GP opening hours and reshaping how over 120,000
patients, from 23 practices, access health services. The scheme joins up primary care,
community based services and urgent care providers, including local walk in centres,
via a single point of contact. Services can be accessed and delivered physically and
virtually through a hub system, across three sites, seven days a week, from 8am
– 8pm by a multi-disciplinary team, including an advanced nurse prescriber, GPs,
community nurses, pharmacists, a roving doctor and an out-of-hours doctor.
Using digital technologies (once patient consent is obtained), clinicians working
within any hub, have access to patient records from all of the member GP practices.
Interoperability, across the system, enables staff to access clinical records and send
an electronic summary of the consultation to the patient’s registered practice,
enabling continuity of a fully informed healthcare record. With a variety of choices
for patients, including booking appointments and ordering prescriptions online and
telephone or video consultations, the services suit different lifestyles, health needs
and personal circumstances.
A roving doctor service, designed to see patients within two hours of contacting
their GP, has helped reduce the number of patients needing emergency care. The
service, triaged by an on-call GP, is for patients who need a home visit but are not
at the point of needing hospital care. This model of service delivery, when in full
operation, is expected to create over 90,000 additional appointments per annum,
with no patient in the area being more than three miles from a hub.
Other future improvements will include a click and collect prescribing service for
prescriptions and a lifestyle app to help GPs gain a holistic view of patient health.
Patients using the app will benefit from video consultations via the app, instant
messaging, a symptom checker, and feedback to/from patients and the services.
Patients and clinicians who have used the service have provided positive feedback.
NHS Birmingham South and Central CCG has already commissioned two extra hubs,
in response to the success of My Healthcare so far. The CCG is now working to
expand the scheme to include all of its 55 member practices.
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Chapter 5: Care redesign
We will provide a major programme
of improvement support to practices
Support to strengthen and redesign general practice:
• Commissioning and funding of services to provide extra primary care capacity
across every part of England, backed by over £500 million of recurrent funding
by 2020/21. This forms part of the proposed increase in recurrent funding of £2.4
billion by 2020/21.
• Integration of extended access with out of hours and urgent care services,
including reformed 111 and local Clinical Hubs.
• £171 million one-off investment by CCGs starting in 2017/18, for practice
transformational support.
• Introduction of a new voluntary Multispeciality Community Provider contract
from April 2017 to integrate general practice services with community services
and wider health care services.

A new national three year ‘Releasing Time for Patients’
programme to reach every practice in the country to free up to
10% of GPs’ time.
• Building on recent NHS England and BMA roadshows, spread the best innovations
across the country, helping all practices use 10 High Impact Actions to release
capacity.
• Learn from the GP Access Fund and vanguard sites to support mainstreaming of
proven service improvements across all practices.
• Fund local collaboratives to support practices to make implement new ways of
working.
• Provide free training and coaching for clinicians and managers to support practice
redesign.
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Support to strengthen and
redesign general practice,
including delivering extended
access in primary care
Public satisfaction with general
practice remains high, but
increasingly, we are seeing
patients reporting more difficulty
in accessing services. We know
that many practices report
that they would like to offer
better access, but that they are
experiencing increasing pressure
and are having difficulties in
offering their patients timely
appointments. This is frustrating
for practice staff, and for patients
alike.
NHS England will provide
additional funding, on top of
current primary medical care
allocations – over £500 million
by 2020/21 - to enable CCGs
to commission and fund extra
capacity across England to
ensure that by 2020, everyone
has access to GP services,
including sufficient routine
appointments at evenings
and weekends to meet
locally determined demand,
alongside effective access to
out of hours and urgent care
services.
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So how is this achievable at
a time of such challenge to
general practice?
Of course, good access is not just
about getting an appointment
when you need it. It is also
about access to the right person,
providing the right care, in the
right place at the right time.
Experience from the £175
million investment over the
last two years in the GP Access
Fund sites covering 17 million
patients has demonstrated
that enhanced access relies on
working across providers and
redesigning the way services are
delivered, working with patients
and making best use of four key
elements:
• enabling self-care and direct
access to other services,
for example, online selfmanagement and signposting
to other services;
• better use of the talents in the
wider workforce, such as
advanced nurse practitioners,
clinical pharmacists, care
navigators, physiotherapists
and medical assistants;
• greater use of digital
technology, for example,
apps connecting patients to
their practice, phone and email
consultations, webcams links
with care homes.

• working at scale across
practices to provide
extended access collectively,
in a similar way to how many
GPs currently collaborate within
GP co-operatives to provide out
of hours care. These services
are often called Primary
Care Access Hubs and offer
additional clinical capacity
across a group of practices.
Patients are referred there by
the local practices, often after
some degree of triage process
to ensure they are suited. They
are then seen and managed at
the hub, often by a local GP
or nurse, with the benefit of
access to the patient’s medical
record.
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We will now build on the lessons
learned from the GP Access
Fund schemes to support CCGs
in commissioning additional
capacity more consistently across
the country, and in developing
closer links with urgent care
and out-of-hours services. Done
well, this can lay the foundations
for transforming the way in
which other general practice
and community services can be
delivered collectively too.
We have set out below some
of the key questions raised.
Who will be responsible for
commissioning and providing
these services?
CCGs, working in conjunction
with their urgent and emergency
care networks, will be responsible
for commissioning these services
to expand capacity. CCGs will be
required to ensure that this extra
investment in general practice
dovetails with plans to develop
a single point of contact to
integrated urgent care and GP
out of hours services, accessed
through a reformed 111 service.
In addition, we will be seeking
more joined-up services, for
instance, hubs hosting GP out of
hours bases, community nursing
teams and greater access to
diagnostic services. CCGs will
be required to meet minimum
requirements before accessing
the additional funding.
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Does this mean every practice
will have to open at evenings
and weekends?
Delivering improved evening and
weekend access is not about
every GP or every practice nurse
having to work seven days a
week. Nor does it mean that
every practice in the country
needs to be open seven days a
week. It will mean that groups
of local practices and other
providers will be offered the
funding and opportunity to
collaborate to staff improved in
and out of hours services.
Who decides what the service
looks like?
The balance of pre-bookable and
same-day appointments, and
the level of capacity required on
different days of the week, will
be up to individual commissioners
and schemes to determine in
light of patient demand in their
area and to ensure best value for
money.
There will be some minimum
requirements and these will be
published later in the year. They
will be tested with the current
GP Access Fund sites during
2016/17, ahead of further roll
out to more parts of the country
in 2017/18 and years beyond.

How will it be rolled out?
Waves of increasing recurrent
funding will be made available
each year, linked to CCG plans,
to support the overall
improvements in general
practice. This phased increase
in investment is designed to
match the planned growth in the
workforce.
What support will there be?
This document sets out a
range of national action to
provide support to practices
over the coming years, whilst
the core funding for general
practice increases. In addition,
NHS England will ask CCGs
to provide £171 million of
practice transformational
support.
This is designed to be used to:
• stimulate development of at
scale providers for extended
access delivery;
• stimulate implementation of
the 10 high impact changes
in order to free up GP time to
care;
• secure sustainability of general
practice to improve in-hours
access.
CCGs have a responsibility to
ensure a balanced financial
position, and will want to target
investment in practice support
where it can have most impact.
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What does this do to my
existing workload?
Offering a greater range
of evening and weekend
appointments, for example,
through a local access hub,
should improve overall patient
flow and help reduce avoidable
demand across the system. GP
Access Fund areas are already
reporting improvements and the
intention is that all practices will
benefit from this reduction in
workload as they are rolled out.
It is vital that alongside extending
hours we also strengthen inhours services. In addition to
improving local appointment
capacity, there will be investment
in online resources that will
help patients self-manage,
for example, more self-help
content on NHS Choices,
online consultations and 111
Online, which is currently
in development. As part of
the review into urgent and
emergency care there will also be
a step change in the 111 phone
service.

A new Multispeciality
Community Provider (MCP)
contract
Through the actions in this
document we aim to sustain,
renew and strengthen general
practice. The MCP model is a
fundamental element of this
plan, currently being developed
by 14 MCP vanguards across the
country.

Armed with that larger budget
and the flexibility to deploy it,
the job of the MCP is to focus
on better population health
management, to suit different
groups of the population, and
get away from the treadmill
of the ‘one size fits all’ 10
minute consultation followed by
outpatient referral or prescription.
This means:

Today the range of services
funded within general practice
owes much to history rather than
optimal working arrangements
for GPs or patients.

• a stronger focus on population
health, prevention, and
supporting and mobilising
patients and communities;
• more integrated urgent care as
part of a reformed urgent and
emergency care system;
• integrated community based
teams of GPs and physicians,
nurses, pharmacists, therapists,
with access to step up and
down beds, in reach into
hospitals e.g. redesigning
outpatients, geriatric care, and
diagnostics as part of extended
community based teams.

The MCP model is about
creating a new clinical model
and a new business model
for the integrated provision
of primary and community
services, based on the GP
registered list, but fully
integrating a wider range
of services and including
relevant specialists wherever
that is the best thing to
do, irrespective of current
institutional arrangements.
At the heart of the MCP model,
the provider ultimately holds a
single whole population budget
for the full breadth of services
it provides including primary
medical and community services.
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NHS England will shortly
publish the MCP Care Model
Framework and contract
elements describing the emerging
model options in more detail.
Six local healthcare systems
are working intensively with us
to complete the design of the
contract, with the aim of going
live, on a voluntary basis, in April
2017.
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We are working through the
leagal, contractual and payment
options, but anticipate that key
features are likely to include:
• the MCP defined as an
integrated provider not
a form of practice based
commissioning or total
purchasing. Its scope is
the services it will itself be
providing, not all acute and
specialised services;
• a choice of different
organisational forms, e.g. a
community interest company,
LLP or joint venture with a local
trust. Some GP federations,
working with partners, may
well want to become MCPs and
explore this as part of the work
CCGs are leading within the
STP process;
• a new payment model based
on combining all the existing
relevant budgets within the
MCP service scope;
• a new blended pay for quality
and performance scheme
that replaces CQUIN and
QOF at MCP level, with
the ability for the MCP
to flex its own internal
arrangements according to
local circumstances and the
arrangements it makes with
its constituent clinicians;
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• depending on the degree of
integration of existing practices,
there will be an ability for
some activities/requirements
currently at practice level to
be performed at MCP level,
including potentially elements
of CQC inspections;
• NHS England will develop
model procurement process
and criteria for commissioners
to let MCP contracts, with a
funding model dependent on
the number of patients on the
registered list of the practices
within the MCP; and
• new employment and
independent contractor
options for MCPs to offer
clinicians, whether GPs or
others, including equity
partnership or salaried roles.
These could be instead of
existing GMS or PMS, with
the right for existing GMS
or PMS practices either to
hold a ‘dormant’ contract
that can be reactivated, or a
right to return. Moving ‘off’
GMS or PMS contracts to
new arrangements within
an MCP will be entirely
voluntary.

Working at scale
The majority of GP practices are
now working in practice groups
or federations. We are seeing
these can have benefits for
patients, practices and the wider
system:
• Economies of scale: practices
can create common policies
and procedures once, sharing
the work between all members.
They can also combine their
purchasing power to achieve
best value.
• Quality improvement:
some federations are
becoming a focus for sharing
professional development,
clinical governance and service
improvement, and are building
in-house expertise to benefit all
practices.
• Workforce development:
many are also providing
new opportunities to train
and support staff, improving
resilience and enabling new
ways of working.
• Enhanced care and new
services: the GP Access Fund
and Vanguard programmes
are demonstrating how
collaboration at scale makes
it possible to improve access,
introduce new members of
the workforce and provide
innovative care in ways that are
simply not possible at the level
of a single practice.
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• Resilience: a growing number
of federations are helping
practices improve their
resilience through sharing back
office functions, developing
business intelligence systems
and creating shared pools of
staff.
• System partnerships:
establishing a shared identity
across practices makes it easier
for primary care to have a
larger voice in the local health
and care system, and facilitates
partnership working with other
providers. This is key to creating
new models of care for the
future.
These are welcome developments
we wish to see grow in coming
years. We will share these
examples more widely to ensure
that all emerging groups are able
to benefit from opportunities to
expand services, stabilise practice
income and realise the benefits
that working at scale offers.
We will continue to ensure that
national investment programmes,
such as on access and new care
models, support the development
of at-scale infrastructure.
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National three year
‘Releasing Time for Patients’
development programme
For many years, the improvement
support offered to other parts
of the NHS such as the acute
sector has not been matched by
equivalent support for primary
care.
In 2014/15, NHS England
established an initial development
programme for general practice,
offering support to practices that
were part of the GP Access Fund
schemes – to enable them to
work together, and to introduce
new ways of delivering care,
such as telephone consultations
or different use of other
professionals in the general
practice workforce. The feedback
on this programme from GPs has
been positive, with 96 percent
reporting that it had a large
impact on their ability to lead
rapid service redesign.
We want to scale up the offer of
support to practices to accelerate
change. So in 2016/17 we
will establish a new national
development programme,
available to all practices, with an
investment of £30 million over
three years.

The main components proposed
for the programme are:
• Innovation spread: a
national programme to gather
and disseminate successful
examples and measure impact.
This will include support on
implementation of the Ten High
Impact Actions, and a specific
focus on addressing inequalities
in the experience of accessing
services, where there are
national trends.
• Service redesign: locally
hosted action learning
programmes with expert
input, supporting practices
and federations to implement
high impact innovations which
release capacity and improve
patient care.
• Capability building:
investment and practical
support to build change
leadership capabilities in
practices and federations,
enabling providers to improve
quality, introduce care
innovations and establish new
arrangements for the future.
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Ten High Impact Actions to release capacity

1:

6:

ACTIVE SIGNPOSTING

PERSONAL PRODUCTIVITY

2:

7:

Online portal

Reception navigation

Personal resilience

Speed reading
Touch typing

NEW CONSULTATION TYPES

PARTNERSHIP WORKING

3:

8:

Telephone
E-consultations

REDUCE DNSs
Easy cancellation
Reminders
Patient recording

Text message
Group consultations

Read-back
Report attendances
Reduce ‘just in case’

4:

Productive federation
Community pharmacy

Specialists
Community
services

SOCIAL PRESCRIBING
Practice based
navigators

9:

SUPPORT SELF CARE

5:

10:

Therapists
Medical assistants
Paramedics
Pharmacists

PRODUCTIVE WORK FLOWS
Matching capacity
and demand

Productive
environment

#GPforwardview

142

Prevention
Acute episodes

A rapid clinical audit was
developed for the ‘Making Time
in General Practice’ report which
allowed practices to measure
appointment demand. We will
commission a simple online
version of this for all practices,
to allow them to identify ways
they could reduce pressure for
GP appointments and compare
themselves with others.

External service

DEVELOP THE TEAM
Advanced nurse
practitioner
Physician associates

Measuring workload and
improvement
Currently it is difficult for
practices or commissioners to
assess their workload, identify
specific priorities for action or
track improvements. Creating
new tools to measure demand
and activity is therefore important
to empower practices and
monitor progress.

Long term conditions

DEVELOP QI EXPERTISE
Leadership of
change
Process improvement

Rapid cycle
change
Measurement

Practices in the GP Access Fund
are about to begin testing of
an automated appointmentmeasuring interface to give
them detailed information
about their activity and how it
varies over time. This will help
practices match their supply
of appointments more closely
to demand. We will make it
available for every practice from
2017/18.
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Stimulating local support
CCGs have a legal responsibility
to improve the quality of care
in general practice. A growing
number are also focusing on
the need for significant provider
developments in order to meet
the changing needs of their
population and address current
pressures.
CCGs will need to strengthen
arrangements for protected
learning time and backfill to
enable GPs time and space for
development. Many are already
providing significant support
for practices and federations to
redesign care and build more
sustainable organisations for the
future, but the current provision
of support is too patchy. We wish
all practices in England to benefit
from locally funded development.
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CCGs who have already been
involved in provider development
are finding that three things
are most effective: creating
space for practices to meet
and plan together, through
funding backfill; providing
expert facilitation to make rapid
progress on reviewing options
and creating improvement plans;
and focusing development
on improving care and ways
of working before addressing
questions of organisational
form. CCGs are encouraged to
ensure their Sustainability and
Transformation Plans contain
details of their approach and
plans for provider development.
NHS England will review these in
summer 2016.

Support, consultancy and
capability-building for general
practices are available from
a range of regional and local
bodies. We will work with them
to ensure that practices and
federations have ready access to
credible, relevant and high quality
support for the full range of their
development needs. We will
develop frameworks to enable
practices to choose the support
that is right for them.
This National Development
programme will be designed
in collaboration with practices,
professional leaders and
improvement experts. Further
details, including how federations
and practices can join, will be
published in the summer.
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CASE STUDIES
Same day access - Southern Hampshire
In the Better Local Care (Southern Hampshire) vanguard, four practices have created a
Same Day Access Service (SDAS) which pools the same day primary care workload and
workforce for the four practices into a single service, operated from a central location
at Gosport War Memorial Hospital. The SDAS operates from 8am-7pm, Monday – Friday.
Patients call their own surgery and those who require same day advice or care are
managed in the SDAS.
Of 5,500 patients referred to the service in its first six weeks of operation, 3,350 (61
percent) were able to have their needs met on the telephone. The remaining 2,150
patients attended a face-to-face SDAS consultation. The face-to-face consultation service
is staffed by GPs, Emergency Nurse Practitioners, Paediatric Nurses and Practice Nurses.
The initiative has contributed to greater GP availability in the practices; better working
conditions for practice staff; longer appointments available for patients with complex
needs; and reduced waiting time for routine appointments.

Providing 8am-8pm access to GP services - Morecambe
This involved five pilot practices where patients at all sites have access to a GP triage
service between the times of 6.30pm-8pm during the week (above usual offering of until
6.30pm) and 8am-8pm on the weekend.
Both the weekday telephone triage and pre-bookable weekend services are provided at
a central site at Morecambe Health Centre, chosen because of its co-location with the
same day service (SDS) and the out of hours (OOH) service.
The service is staffed by existing GPs from the participating practices and is
supplemented by an Advanced Nurse Practitioner (ANP) at weekends. Since the 8am8pm service has been operational, an additional 31 hours of non-core GP time has
been made available per week to provide both access to GP triage calls or face to face
appointments at weekends. Over this period, an additional 16,400 appointments have
been made available of which 79 percent were by telephone. Over the Easter bank
holiday weekend, over 400 calls were received by the service. Of these, 300 were triaged
and resolved and only 5 percent were required to be booked in elsewhere in the system
(SDS or their own GP practice for example).
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Conclusion
General practice is under
pressure. This affects patients,
and it impacts on the wider
NHS. Yet, given the nature of
future health needs, never
have we as a country needed
great general practice services
more.
Implementation
This is a substantial package of
investment and reform. What
matters now is getting on and
delivering it so that practices can
start to feel the difference. An
advisory oversight group with
patients and partners (including
the GPC and the RCGP) will
steer the implementation of the
measures outlined in this General
Practice Forward View. This is a
five year programme of work,
and it will be important that we
continue to learn and respond to
changing circumstances.
Overview of measures
Our priorities will be:
• investing a further £2.4
billion a year by 2020/21
into supporting and
growing general practice
services. This represents a 14
percent real terms increase,
reversing the decline in general
practice funding, and raising
the proportion of investment
in general practice to over 10
percent of the NHS England
healthcare budget. It is likely
to grow even further as CCGs
shift care and resources into the
community;
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• supplementing this with a
one off Sustainability and
Transformation package of
non-recurrent investments,
totalling over half a billion
pounds over the next five
years.
The package will include:
• £40 million for a new
practice resilience 			
programme starting in
2016/17, and an extra £16 		
million to provide services
for doctors suffering from
burn out
• £206 million for workforce
measures to grow the
medical and non-medical 		
workforce, including:
• Major national and
		international recruitment
		campaigns to double the
		 growth rate of doctors
		 working in general practice
• A new offer to every practice
in the country to access a
		clinical pharmacist – 		
leading to an extra 1,500
		 pharmacists in general
		practice
• Support for every practice
		 to help their reception and
clerical staff play a greater 		
role in signposting patients
and handling paperwork to
free up GP time;

• Investment in practice nurse
development and return to
work schemes
• Investment in practice 		
manager development
• Piloting medical assistant 		
roles, and
• Training and investment for
		1,000 new physician 		
assistants, and 3,000 new
		 mental health workers to
support practices;
All supported by a network of
multi-disciplinary training hubs;
• £246 million to support
practices in redesigning
services, including a
requirement on CCGs to
provide around £171 million
of Practice Transformational
Support and a new national
£30 million Releasing Time
for Paatients development
programme for general
practice, to help practice
release capacity and work
together at scale, enable
self-care, introduce new
technologies, and make best
use of the wider workforce,
so freeing up GP time and
improving access to services.

General Practice Forward View

• Supporting the increased
use of technology backed
by both increases in recurrent
funding for GP IT, and
investment to support the
take up of online consultation
systems in every practice;
• Adopting an intelligent
approach to introducing
extended access through
flexibilities in delivery of
the Government’s access
commitment, enabling
integration with out of
hours provision, the ability
for extended access to boost
overall capacity and reduce
demand in normal working
hours, and an understanding
that no GP will be forced to
open seven days or work seven
days;
• Supporting new models of
care in vanguard sites, to
spread innovative solutions, and
the development of a voluntary
MCP contract for larger GP
groups and community health
services
• Improving the interface
between hospitals and
general practice, beginning
with changes to the NHS
Standard Contract from April
2016;
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• Continuing to make capital
investments, with the
estimated likely capital
investment over the next
five years to reach over £900
million;
• Bringing forward proposals to
tackle indemnity costs;
• Reducing the frequency of
CQC inspection for good and
outstanding general practices,
whilst continuing to protect
patients and drive up quality.
Taken together, these measures
represent the most far-reaching
support offered to general
practice in a decade.
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England

Get in touch:
www.england.nhs.uk/gp
@NHSEngland
england.gpfv@nhs.net
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