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To extend the life of our citizens and their quality of life adding life to years as
well as years to life.
To ensure there will be no gaps, no duplication – with integrated services and
partnership working; including better relationships with voluntary, community
and faith sector organisations.
To engage and encourage patients and the public to participate in everything we
do and the importance of self-care and family wellbeing.
To improve services and tackle inequality, evidence best practice to inform
decisions and root out poor practice.
To offer effective service interventions which will provide a better experience for
patients with privacy and dignity.
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Delivering high quality Primary Care at scale and improving access.
Self-Care and Early Intervention.
Enhanced and Integrated Primary Care and Better Care Fund.
Access to Re-ablement and Intermediate Care.
Improved hospital discharge and reduced length of stay.
Community based ambulatory care for specific conditions.
Access to high quality Urgent and Emergency Care.
Scheduled Care.
Quality.
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1.
1.1

Introduction
Blackburn with Darw
wen Clinica
al Commiss
sioning Gro
oup (CCG)) is comm
mitted to
improving the
t
health and qualityy of care for
f the loca
al populatioon and patiients as
explicitly sta
ated in its mission
m
stattement:“To deliver effective, efficient,
e
hig
gh quality, sa
afe, integrated care. Th
This will imprrove the
health and wellbeing of
o the popullation of Bla
ackburn with
h Darwen aand help peo
ople live
better for longer, reducing hea
alth inequa
alities and improving outcomes
s in the
borough”.

1.2

To achieve
e this aim it is impera
ative that Primary
P
Ca
are (Generaal Practice)) as the
ffoundation of care needs
n
to ffundamenta
ally change
e from its current model
m
of
ffragmented
d services, to an integ rated high quality serv
vices modeel, having collective
responsibiliity for the health of the
e population
n. General Practice
P
will be the lync
ch pin of
care based
d on the reg
gistered pop
pulation, co
oordinating and providiing that carre. For
these chan
nges to be innovative and susta
ainable it needs to bee General Practice
provider driiven and clinically led.

1.3

Primary Ca
are is comm
monly descrribed as co
ommunity based healthh services that are
usually the first and offten the onlyy point of contact
c
that patients maake with the health
service. It covers formal professsional serv
vices provid
ded by Geeneral Prac
ctitioners
(GPs), Co
ommunity and Practtice Nurse
es, Community Theerapists (such as
Physiothera
apists and Occupa
ational Therapists), Communnity Pharm
macists,
Optometrists, Dentists
s and Mid
dwives. Carre is also provided iin a prima
ary care
community setting informally byy family, carers
c
and, formally bby social services
s
commission
ned provide
ers

1.4

This docum
ment in the main
m
conce
entrates on General Practice as it is part of th
he wider
local Integrrated Comm
munity Care
e Vision. Allso the 2012 NHS refoorms place GPs at
the centre of clinical commission
ning, which
h in turn ha
as increasedd demands
s on GP
time and esspecially prractice partn
ners. Practiices also arre reportingg that the pace and
intensity off workload has increa
ased whilstt investmen
nt has decllined in rea
al terms
(appendix 1)
1

1.5

In Blackburrn with Darrwen, the ccurrent business model for many practices is
s based
around rela
atively small organisattions, working indepen
ndently. Thee greatest potential
p
ffor Primaryy Care could
d be reache
ed by General Practice
e working toogether collectively.
The shift of
o care to out-of-hospi
o
ital settings
s is a signifficant oppoortunity for General
Practice, unfortunately
y the abilityy to maximiise these changes
c
is compromised by a
ffragmented
d and variab
ble GP provvider landsc
cape.

1.6

Complementary with General
G
Pra
actice strate
egic develop
pment, Com
mmunity and Social
Care servicces will nee
ed to be de
elivered by integrated teams
t
of prrofessionals
s whose
incentives and purpos
se will be aligned to prevent illness, prom
mote healthy living,
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diagnose illness early, refer or treat, and educate the public in self-care and early
recognition of illness.

1.7

This integration has now commenced and is in the process of being extended. The
multi-disciplinary/ multi-professional (Integrated Teams) will be coterminous with the
4 recently established localities North, East, West Blackburn and Darwen), and will
provide care for the registered population of the practices rather than be
geographically based. In tandem an Intensive support at home programme and a
directory of services/navigation hub is currently being designed to further support
care based in the community. National work has also commenced in regards to
community pharmacy (Improving Health and Patient Care through Community
Pharmacy -A Call to Action) this will be informed further for inclusion in this strategy
development process through Local Professional Networks. As services are
developed along with new primary care provider organisations the CCG would be
planning and commissioning services on a locality basis.

2.

Service Vision

2.1

Blackburn with Darwen CCG’s vision for Primary Care is to function in an integrated
health and social care model having close interface and operating systems between
all providers in the community including all independent contractor groups and the
voluntary sector to provide a high quality and seamless service for the population.

2.2

Delivery of these services will be as close to home as possible through a modern fit
for purpose hub and spoke estates solution, including appropriate community bed
provision. Primary Care will be accessible on a 24/7 basis through core, extended
and out of hours services utilising the best in digital communication to improve
access and flow for patients and will provide community based services that are
currently delivered in a hospital setting. (Ref BwDCCG Care Strategy 2012)

3.

Why Change?

3.1

Primary Care and in particular General Practice is accepted as the foundation of
NHS provision providing people with first point of access, advice, diagnosis and
treatment together with on-going support.

3.2

General Practice nationally and locally is under pressure from an increasing range of
supply, demand and other health service factors as identified by NHS England’s Call
to Action, these being:-

•

An ageing population, growing co-morbidities and increasing patient
expectations, resulting in large increase in consultations, especially for older
patients along with the number of people with multiple long term conditions
set to increase.

•

Increasing pressure on NHS financial resources, which will intensify further
from 2015/16

•

Growing dissatisfaction with access to services. Most recent GP Patient
Survey shows further reductions in satisfaction with access, both for in-hours
and out-of-hours services.

•

Persistent inequalities in access & quality of primary care.
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•

Increasing workforce pressures, including recruitment and retention problems
both locally and nationally and in recognising a GP shortage.

3.3

Along with these factors General Practice is being asked at the same time to do more
to relieve pressure in urgent /emergency care, out of hours care, supporting
integrated care, playing a central role in commissioning and look to providing 7 day
accessible care.

3.4

These pressures in tandem with relatively flat investment, revalidation and workforce
issues potentially render the model in its current form unsustainable.

3.5

In understanding the current pressures and aspirations both from the Government
and the Public to improve Primary Care, it would be necessary through good
planning to introduce innovative solutions and actions to improve access through a
variety of means. These could include extending hours, using digital technology, and
by local agreements in which patients could access other sites / practices for
consultation visits, or referral into locally developed services, this in tandem with
improving quality and consistency including shifting care out of a hospital setting.

3.6

Given the current and future directions and pressures, Primary Care (General
Practice) locally is now at a staging post in which it can be proactive, taking
ownership and control in determining its future potentially drawing in facilitation and
support not only from the CCG via various Local Improvement Schemes (LIS),
investment through Everyone Counts planning guidance but also from NHS England
– (Improving General Practice – A Call to Action)

3.7

In developing Primary Care / General Practice in meeting the demands being made it
is expected that Primary Care would respond and exhibit the core attributes
described below.

4.

Comprehensive

4.1

The organisation is accountable for meeting the majority of patients’ physical and
mental health care needs, including wellness, prevention, and acute and long-term
conditions care. Where the right skills or services are not available within the primary
care organisation, staff play a central role in coordinating community care teams
involving professionals from other community services and specialists in secondary
care, and signposting people to relevant local welfare, wellbeing and other social
support services.

5.

Person-centred

5.1

This is relationship-based care, premised on trust, and concerned about the whole
person. Patients and their carers’ are recognised as core participants in decision
making about care and treatment. When registered with a primary care organisation,
a patient benefits from continuity of care with a professional, when that is important to
the patient and beneficial for their treatment. Person centred care takes seriously the
ways in which broader life experiences (such as wealth, housing and family
circumstances) carry consequences for an individual’s health and care.

6.

Population oriented

6.1

The organisation is responsible for providing services not only to those who attend
their premises, but also for a specified population. Depending on the model in
question, this might include all individuals registered with the organisation; all those
who are resident in a specific geographic area; and/or individuals who belong to a
specific population group (e.g. the frail elderly or homeless).
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7.

Coordinated

7.1

Care is coordinated across all elements of health care system, with particular
attention paid to overseeing and being accountable for transitions between providers,
and building and sustaining open and clear coordination between the patient and
their various care teams.

8.

Accessible

8.1

Patients experience appropriate waiting times for initial consultation and advice,
diagnosis and care; they have 24/7 access to medical and nursing advice and care,
and organisations are responsive to patient preferences around access.

9.

Safe and high quality

9.1

Care is evidence-based wherever possible and clinical decisions are informed by
peer support and review. Clinical data sets are shared within the organisation to
inform quality assurance and improvement. The organisation is financially
sustainable, such that safety and quality standards will not be compromised by
resource pressures.
Adapted from the Patient Centered Medical Home model, as described by the US
AHRQ (AHRQ, 2013) cited in Securing the Future of General Practice (Kings Fund &
Nuffield Trust 2013)

9.2

In recognition of the above GP’s and practices will need to take ownership of this
major change along with considering financial viability and being able to achieve
excellent outcomes for patients, setting the future ‘GP practice’ on a firm and
sustainable base.

9.3

Blackburn with Darwen CCG has committed to delivering services through the 4
locality model with the intention of working with practices on a larger scale to
maximise economic and quality benefits for patients rather than on an individual and
isolated basis.

9.4

The challenge to Primary Care and General Practice providers in particular is their
response to delivering this strategic vision of the future of Primary Care.

9.5

General Practice will need to consider alternative organisational operating forms, in
particular moving away from single handed practice models. This would allow and
develop a provider response model through joint working arrangements. These
could include Super-partnerships, federations / networks, Community Health or
Integrated Care Organisations or similar working with the 4 localities with the
ambition to develop improved and a wider range of services for patients.

9.6

In order to provide more care in the community, skills will need to be developed
across the workforce (upskilling upstream) with integral sub-specialisation and an
extended primary care team. General Practice will need to support the concept of
multi-disciplinary working embracing skills development through training
programmes, skill mix and development of new roles for professionals to create
sustainable, high quality and well-motivated teams. This could entail increasing
Advanced Nurse Practitioners (ANPs) developing Practice Nurses (PN’s) and Health
Care Assistants (HCA’s) allowing GP’s to become Expert Generalists being able to
focus on more complex work. This would then enable the shift in care from the
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hospital through re-commissioned transformed services that would ensure quality
improvement and reduced variation in care delivery.
9.7

Taking this workforce planning approach would assist the creation of an area that
would retain current and attract new General Practitioners along with other
professional; this initiative is closely linked to delivering and operating from fit for
purpose buildings and a supportive educational environment. The public must also
play its part in this transformation, becoming more informed and self-reliant in terms
of self-care. Primary and secondary care will need to play a pivotal role in educating
the population in innovative ways such as attending schools and colleges and
promoting self-care at every patient contact.

10.

What would success and patient benefits look like:-

10.1

•

Improved patient satisfaction.

•

Patients fully informed and involved in decisions about their care and in planning
future services.

•

Improved patient access and flow

•

Improved health and wellbeing outcomes for the population.

•

Provision of high quality acute Primary Care both in and out of hours (24/7)

•

Improved quality with reduced variation through standardisation and consistency
of evidence based care. Decision support services will play an increasing role in
improved quality and standardisation (e.g. software, consultant advice,
education)

•

Extended Primary Care provision, this would include closer collaboration or
partnering arrangements with Pharmacy, Dental, Optometry, Community
services, Mental Health, and the 3rd sector.

•

Appropriate shift of care and resources from secondary to primary care and
delivery of the ’Care Closer to Home’ agenda.

•

Reduced Emergency Department and Urgent Care Centre attendances and
reduced hospital admissions and readmissions utilising integrated primary health
care teams and appropriate locally based premises.

•

Improved productivity

•

Improved staff recruitment, retention, education and skill development (career
pathway opportunities).

•

Collective responsibility for the population health across a network of practices,
providing earlier diagnosis and systematic care planning and reducing health
inequalities.

A future patients’ story
Mrs Haworth, an elderly recently bereaved lady with diabetes, heart failure and mild
dementia, has contacted her GP via her carer using the bypass telephone. She is
confused and generally weak and “off her legs”. She is seen by her usual GP who
then contacts the Blackburn with Darwen Hub to organise care in her own home. The
GP is advised that the Intensive Home Support team will visit her within the hour to
undertake investigations, instigate relevant treatments and also to organise
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increased social care and reablement support to manage her in her own home. After
a period of a few days she is feeling better so her care is passed onto her own
locality integrated health care team for ongoing management and support. This is
coordinated by the lead nurse with supervision and liaison with her own GP. The
MDT subsequently discusses Mrs Haworth at a review meeting when further support
and review is felt necessary, with her medications reviewed and rationalised by the
team pharmacist, her medical conditions optimised by her GP in liaison with the
community Geriatrician and other relevant consultant colleagues and ongoing
support from social care, nursing for a few weeks longer. Ultimately she makes a full
recovery and feels better than before since she is on the appropriate medication with
minimal side effects, she is doing more for herself following reablement and
occupational therapy and because she and her carer understand how to manage her
illnesses (via the Expert programme) she requires minimal medical and nursing
support. She attends the practice for her systematic annual review to prevent further
problems developing and when required. Recently she has been bought an iPad and
has now started consulting with her doctor via FaceTime, which she thinks is
marvelous.”
11.
11.1

How will this be achieved?
This strategic direction paper sets out a programme for change through Developing
the Provider (General Practice) This programme initiates a framework for
conversations to be had within General Practice and ‘wider local Primary Care’ to
develop the overall strategic vision and implementation along with credible
timescales. The CCG will help and support the facilitation of ‘new GP Champions /
leaders, creating time for the design and implementation of new models. It will also
enable the discussions and collaboration across all contractor groups to support
organisational change and remodeling of provider organisations, recognising that this
will be Provider Driven and clinically led and independent from the commissioner
role.

11.2 The CCG will embed these changes through Co Commissioning Primary Care
(General Practice) having full delegated arrangements from NHS England but
working closely with Public Health Colleagues from April 2015, actively seeking
opportunities to commission care on a locality basis. This would include providing the
direction from moving away from single handed practices.
11.3 Underpinning commissioning services the CCG will facilitate conversations, engaging
and involving the public in these strategic changes to deliver the aspirations of the
local population and be actively involved in evaluation of the services. Blackburn with
Darwen CCG has a well-established and successful Patient Participation Group
(PPG) network centred on our member practices within the four localities and we
have significant plans to develop this through our Patients in Participation initiative.
This will offer a range of opportunities for patients, carers and the public to give views
on what is best in primary care services and what might need improvement. This will
be driven through the Primary Care Commissioning Committee (Lay Person led)
drawing on the wider range of public involvement activities.
11.4 Engaging patient’s views will operate using GP surgery patient participation groups at
its core and will develop further listening events across the area where local people
will be invited to share their experiences of primary care services, and there will be
additional opportunities to contribute via the website and social media. There will also
be specific engagement activity with hard to reach groups, including the travelling
community, BME communities and those with physical or mental health conditions.
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11.5 The CCG will work closely with NHS England and gain support with other
organisations e.g. NHS Improving Quality, academia, the deaneries and a range of
leadership development organisations such as the Leadership Forum (General
Practice Work stream)

12.

Estate and Infrastructure

12.1 Recognising that major service change and delivery will require appropriate high
quality estate and supportive infrastructure including Information Technology and
data sharing, the CCG will review current arrangements with local partners and NHS
Property services to inform the future estate landscape.
12.2 The review process and any estate development will naturally be driven by the
service delivery model, the expectation being through a hub and spoke model within
each of the 4 localities. Initially the review will consider all community estate assets
including all Primary Care Centres and surgeries and link with the Community Asset
review being undertaken by Blackburn with Darwen Borough Council.
12.3 The review will focus on current provision across all organisations and to identify the
future requirements in determining the required space and location. This approach
will facilitate linkage of estate strategies across partner organisations to ensure that
investment and disinvestment in the estate is tied to future service delivery. This
approach also allows identification of opportunities for future sharing of property
along with potential of estate rationalisation, and achieving the benefit of freeing up
resources for reinvestment.
12.4 Integrated electronic care records will enable improved, safer care across the system
and better communication between services. Social media and other forms of
electronic communication will play an increasing role in educating and caring for
people in convenient and accessible formats. Tele health / Telemedicine will facilitate
consultations and monitoring of patients, with tele care increasingly supporting
peoples' independence.

13.

Finance and Resources

13.1 From the Five Year Forward View – ‘the foundation of the NHS will remain list –
based primary care. Over the next five years the NHS will invest more in primary
care, whilst stabilising core funding for general practice nationally over the next two
years. CCGs have the option of more control over the wider NHS budget, enabling a
shift in investment from acute to primary and community services’.
13.2 The NHSE Local Area Team are currently responsible for administrating the
payments for the national and local negotiated contracts. With the advent of Primary
Care Co-Commissioning from 2015/16, the CCG is working with NHS England to
strengthen GP commissioning and the underpinning payment system. Core contract
activities will be remunerated in line with national agreements.
13.3 Under Primary Care Co-Commissioning, the primary care budgets for GP services
will be delegated to the CCG by NHS England. The CCG will be required to manage
these budgets within NHSE Business rules ie making a 1% surplus. A review of
PMS premiums and Minimum Practice Income Guarantee (MPIG) has been carried
over by NHS England and over seven years, the release of the PMS premium will aid
the financial impact of investments in primary care.
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13.4 The CCG will support investment in primary care from the national funding schemes
such as the Challenge Fund and the New Deal for Primary Care (to improve
premises and infrastructure) supporting new ways of working and improved access to
services.

14.

Conclusion

14.1 There is an opportunity now for General Practice in Blackburn with Darwen to
redefine primary and community care delivery for the benefit of patients and the local
population. The approach suggested within in this paper is to support provider
development and ownership, enabling clinical provider led transformation and
innovation. This will ensure the future of General Practice and Primary Care is on a
firm and sustainable footing to deliver high quality service to the local population
maintaining the health, wellbeing and independence of people within a community
setting

Peter Sellars
April 2015
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Appen
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Data so
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