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PURPOSE of the REPORT:

To provide a discussion paper on the approach to develop Primary Care
Plus with the focus on setting the principles and defining the key
attributes to support new models of primary care. Together with this, it
proposes an outline of a specification to support transformation
change in Primary Care including
 Better management of the high risk elderly patients;
 Case finding and case management of patients with long term
condition under age 75
 Driving up quality in primary care through protected time
around education and training
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An item of business that requires the Board to take a formal decision
An item of business where the Board is required to ratify the action(s) taken on behalf of
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The Board, for example, by a formal committee established by the Board
To discuss
An item of business that requires discussion by the Board prior to agreement of a formal
resolution or a general policy steer to the executive officers.
To consider
A report containing a positional statement relating to the delivery of the CCG’s functions
for which the Board has a corporate responsibility but is not explicitly required to make a
decision.
To note
An item of business for which the Board is required to give due regard to but
for which there is not expected to be discussion.
For information An item of information that is of general interest but is not of significance to the
Board’s corporate or operational activities.
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Primary Care –“A key enabler to deliver integrated care”
Discussion Paper
1. Background
1.1 Strong and effective primary care is acknowledged to be critical aspect of high-performing
health care system. This is predicated on the basis that high quality primary care improves
health outcomes and helps contain health care costs.
1.2 In recent years, there has been renewed interest in the nature of primary care service
delivery, and in particular what needs to be done from primary care to scale up to meet the
challenges of increasing demand from older and frail patients living with complex and
multiple chronic diseases, and other vulnerable groups such as those with mental health
problems, and families living poverty.
1.3 Primary Care is considered to be the bedrock of NHS care provision, which lies between
self-care and hospital (or specialist care) and fulfils a range of functions:
 Prevention and Screening
 Assessment of undifferentiated symptoms
 Triage and onward referral
 Care co-ordination for people with long term conditions
 Treatment of episodic illness
 Provision of palliative care
2. Why Change is necessary?
2.1 The NHS policy over the last decade has focused largely on improvements in hospital care
and developments of payments, quality and performance systems linked to this.
2.2 The financial constraints on the public services has revealed the vulnerability of a large
hospital-focused approach due to high cost infrastructure.
2.3 Delivering care upstream and community based services, particularly for the frail patients
and those with long term conditions, is an essential part of meeting this challenge.
2.4 Closer integration of health and social care has been a pervasive and recurrent theme of
public policy with primary care at the centre of transformation. The recently published
national framework document, Integrated Care and Support, and the associated call for
‘pioneers’ clearly signal the Government’s commitment to integrated care and the
willingness of national organisations to work together to ensure that the policy and
regulatory levers work together.
2.5 General practice across the country is under significant strain, facing pressures from a
range of supply, demand and health service factors.
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Figure 1 illustrates some of the challenges/pressures on Primary Care.
Information
Technology including
system intelligence
Rising Patient
Expectations

Constrained
Funding Growth

Workforce
pressures

Competition &
Procurement

Key challenges
faced by Primary
Care

Ageing Population

Rising prevalence of
Long Term
Conditions

2.6 Key points to consider
 The rising prevalence of chronic disease due to population aging is focusing attention
on unhealthy lifestyle behaviours (prevention)
 Poor communication between professionals involved in care of the patient often results
in fragmentation of care, low quality patient experience and sub-optimal outcomes
 Other factors that are creating a need for a change in primary care include development
of technology and innovative drug treatments which enables more community and
home-based care together with rising expectations from patients about access to care
and the range of services that should be available to them
 Developments in primary care workforce also create new opportunities for example
through extension of nursing roles in management of long term condition management,
minor injury etc.
 Unwarranted variation in primary care is a significant issue for the CCGs and is at the
heart of the conflict inherent in the NHS reforms
 Current payment mechanisms do not necessarily incentivise innovation and change in
behaviour which lead to improved outcomes
2.7 All of the above challenges resonate with the challenges outlined in the CCG Clinical
Strategy.
2.8 The Kings Fund paper on “Transforming our Health Care System” (April 2013) and
“Improving the Quality in General Practice” (April 2011) identifies a number of priorities for
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action to transform primary care. There are common themes across the priorities which the
CCG will need to drive through:
 A more systematic and proactive approach to the management of chronic disease –
this will improve health outcomes, reduce inappropriate use of hospital and have
significant impact of health inequalities;
 The empowerment of patients – patients are arguably the greatest untapped
resource within the NHS;
 A population based approach to commissioning – a key challenge for
commissioners is to direct resources to the patients with the greatest need and
redress the “inverse care law” – hence shift to focus from patients that present most
frequently in their practice to the wider population they service geographically;
 More integrated/joined models of care – from development of networks to improved
co-ordination, joint working with other health and social care providers, to wrapping
services around groups practices, to virtual integration, pooled budgets and where
appropriate organisation integration;
 Improve core primary care by driving change through the use of data sharing for
benchmarking and peer review (supported by mechanisms/frameworks to enable
sharing);
 Improving primary care infrastructure to support change required to deliver the
agenda
3. Local Narrative
Our Vision: “We want people to experience services that are truly seamless, with
effective signposting, co-ordination of care and exchange of information supporting
every patient’s journey”
3.1 Transforming primary care is at the heart of delivering the objectives of Herts Valleys CCGs
as primary community services is a key enabler to deliver integrated care.
3.2 Herts Valleys has a history of collaboration between health and social care, with integrated
services supporting people with mental health problems, learning difficulties and physical
disabilities.
3.3 More recently, the implementation of Home First has underlined the mutual interdependence of all organisations involved and a shared commitment to develop integrated
solutions that deliver more appropriate and effective care, whilst enabling costs to be
reduced.
3.4 The population profile of our population is changing dramatically, in the next 20 years there
will be:

23% population increase

68% increase in over 65s – that is 58,000 people, the equivalent of a new town almost
the size of St Albans
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More people living with complex health conditions

Rising numbers of children and young people in some localities

Growing cultural diversity
3.5 Although generally less deprived than most of the country, there are some significant
health inequalities across West Hertfordshire and these are not narrowing. There is a tenyear difference in life expectancy between the most and the least deprived wards, and also
the mortality rates across localities in respiratory and circulatory disorders.
3.6 Although it is recognised that the other clients groups could benefit from integrated care
solutions, it was agreed that principal focus in phase 1 should be older people, with
development of phase 2 around prevention, case management of patients with long term
conditions under 75 years of age.
Table 1: Herts Valleys Age Profile based on registered population
Over
Over
75yrs
80yrs
12520
7703
57125
(7.8%) (5%)
Dacorum
38500
52877
8681
5475
35212
(8.5%) (5%)
Hertsmere
24329
34286
10991
6663
St
Albans
and
50802
(7.3%) (4%)
Harpenden
37958
50197
14563
8880
Watford and Three
65651
(7.2%) (4%)
Rivers
49188
72800
46755
28721
Total
149975 210160 208790
NOTE: There is NOT a significant difference across each locality.
Locality

Under
19s

2044yrs

45 to
74yrs

Sum of
TOTAL
161022
102508
149948
202202
615680

3.7 All recent risk stratification tools use the Combined Predictive Model (CPM). This includes
Mede Analytics which is a tool used locally. Through this tool we can identify individuals
who are most at risk of hospitalisation – and to ensure they receive targeted support. At
present this is only based on hospital activity and hence identifies the patients at
risk of re-admission.
3.8 Based on the above the risk profile for older people over 75s and over 80s.
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Table 2: Over 80s
Number of Patients over 80

% Risk of Readmission

61-100

Locality

Number of Patients
131
(1.7%)
324
5921
135
(2.5%)
352
4621
114
(1.7%)
305
4983
233
(2.6%)
465
6740

Dacorum
Hertsmere
St Albans and Harpenden
Watford and Three Rivers

41-60

0-40

Total
number of
patients
Practice
with
a Registered
Risk
Population
score*
Over 80s

6376

7703

5108

5475

5402

6663

7438

8880

28721
613
1446
22265 24324
Key: * This clearly shows there are a number of patients who are registered who have not
been into hospital and hence not been picked up via Mede Analytics Risk Stratification Tool
with a risk score.
Table 3: Over 75
Number of Patients over 75
Total
number of
patients
with a Risk
score*

Practice
Registered
Population
Over 75s

61100
41-60
0-40
Number of Patients
170
416
Dacorum
10262
12520
(1.4%) (3.3%) 9676
173
435
Hertsmere
7609
8681
(2%)
(5.0%) 7001
157
385
St Albans and Harpenden
8727
10991
(1.4%) (3.5%) 8185
314
624
Watford and Three Rivers
14563
(2.2%) (4.3%) 10971 11909
46755
814
1860
35833 38507
Key: * This clearly shows there are a number of patients who are registered who have not
been into hospital and hence not been picked up via Mede Analytics Risk Stratification Tool
with a risk score.
% Risk of Readmission
Locality
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3.9 Meet Mrs Herts (illustrative example only)

4. Development of Primary Care Plus
4.1 To meet the challenges above, there is a need to redesign Primary Community
Services Model.
4.2 “Do Nothing is No More an Option” if we are to rise above the challenges and deliver
a person-centred, population oriented, accessible, joined up high quality service with
improved outcomes.
4.3 Opportunities to commission Primary Care Plus contracts are outlined in the national
document, Improving General Practice – A Call for Action (August 2013). It is recognised
that Primary Care needs to transform to meet the challenges which does not mean closing
smaller practices but provides opportunities of groups of practices coming together to share
resources. Some examples of where practices have come together to share resources
such as sharing of back office functions which has led to savings in stationery including
printer cartridges, training of front line staff, providing cover or examples where there are
shared nursing staff which can provide a sustainable workforce.
4.4 Primary Care Plus will also provide opportunities for groups of practices coming together
ideally around a defined geographical area with community, social care and specialist input
where appropriate wrapped around it, providing personalised centred outcome based care
for that defined population.
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4.5 In order to develop this it is necessary not to impose a particular type of model but to
provide direction and principles which will support the development of primary care plus
model from grass roots.
4.6 The approach proposed is as follows

Stage 1 -Identify the
principles
Stage 2 - Develop
Specificity
Stage 3 - Create
Contractual Mechanism
Stage 4 -Develop
Models

•Development of "I" Statements locally
•Define the attributes for primary care
•Refine these through grass roots engagement
•Enough specificity to be applied but also leaving
room for local creativity

•Define outcome which are measurable
•Define rules of behaviour that foster evolution and
manage risk
•Models developed should create some tension in
the system in order to promote innovation and
change

4.7 Identify the Principles – Key attributes required to redesign current primary care model

Access
&Continuity

Early access to
expertise for e.g
Dr First Triage

Patients &
Populations

Personalised Goal
Oriented Care

Information &
Outcomes
Management
&
Accountability

Shared
informaion
Organisation &
Management

Tailored
encounters
around the
person with min
no. of separate
consultations
Multidisciplinary
working
Quality and
Outcomes
defined and
measurable
Contract for
Value and not
just activity

Accessible
diagnostics
Anticipatory care
and population
health
Use of Communit
Assests such as
Voluntary Care
Organisation etc.

Continuity, Coordination and
Joined Up
Generalism and
specialism

The attributes will be tested with a range of stakeholders including patients, grass root
general practitioners, community service providers in order to refine and agree them.

10

Primary Care Plus

4.8 Develop Specificity
4.8.1 Based on the patient profile of Herts Valleys, it is proposed to develop a Primary Care
Plus Specification for a targeted population of over 75s together with under proposed
markers which will improve the infrastructure in Primary Care. This will be above and
beyond the care provided under the national contracts.
4.8.2 Key changes to the National Contract – 2014/15 need to be taken into consideration.
1.
From April 2014, all elderly patients will be assigned a named GP to co-ordinate their
care, while practices will draw up detailed care plans for the most vulnerable/high risk
patients.
2.
Most practices this will not change responsibilities as most practices have a name GP
allocated to every patient, to whom all letter of communication are sent to which
provides personalised and continuing healthcare.
3.
The second change will have far more impact on workload for general practice which is
the development of the Directed Enhanced Service (DES) for Unplanned Admissions
and proactive management of vulnerable people.
4.
The targeted group for this DES includes vulnerable adults, including high risk patients
and patients needing end of life care and those at risk of unplanned admissions to
hospital
5.
Key areas under the DES include:

Use of risk stratification to identify a minimum of 2% of the practices most
vulnerable patients who are at risk of hospital admission

Based on the table 3 above, the approximate number of patients over 75 years of
age at risk of hospital readmissions who would meet the specification of the
potential DES (2% at risk of the vulnerable group) for 2014/15 is outlined below in
Table 4 below:
Table 4: 2% at risk group under the DES
Number of Patients over 75
2% of At
Practice
Risk for
Registered
% Risk of Readmission
0-40
Total DES
Population
Locality
Number of Patients
1026
Dacorum
2
205
12520
170
416
9676
Hertsmere
7609
152
8681
173
435
7001
St Albans and Harpenden
8727
175
10991
157
385
8185
1190
1097
Watford and Three Rivers
9
238
14563
314
624
1
3850
3583
7
770
46755
814 1860
3
 However the data above does not taken into account the number of patients out of the 2%
(770 patients across Herts Valleys in yellow shaded column) that are from nursing,
residential home or assisted living type of accommodation.
61100

4160
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 It is estimated that under the DES an average practice would receive approximately £22k
(approximately £3 per registered patient), however further detail on specification and
funding is yet to be published.
 Care planning is at the centre of this DES with the named GP responsible for co-ordinating
the patient’s care and providing continuity.
 It is proposed that for the purpose of the national DES, the practice will identify at risk
population (with a risk score between 41-100) from patients over 75s NOT living in care
home – such as nursing, residential and assisted living as management of these is being
proposed under the CCG initiative of Primary Care Plus.
4.8.5.2 Proposed CCG Primary Care Plus (PC+) Specification
It is essential for the CCG to ensure that the proposed local “Primary Care Plus”
specification complements and dovetails the national DES.
A. Aims:
The overarching aims are to:
 Improve the overall patient experience and improve outcomes for patients
 Improve the quality of clinical patient centred care in General Practice with
emphasis on multidisciplinary approach to the care and management of the patient
 Reduce the inappropriate use of expensive secondary care resources
 Develop partnerships with multidisciplinary teams in the management of the patient
/care as well as the community assets.
B. Draft Outline of Proposed Components of the Specification:
Level 1: Prerequisites/must do’s
Level 2A: All patients over 75s (not included in the DES) with a risk score of 41-100 and not
in care home setting
Level 2B: All patients over 75s in a care home setting which includes – nursing, residential,
assisted living
Level 3: End of Life/Last years of Life
Level 4: At Risk under 75s (45-74) with Long Term Condition
Level 5: Protected time for Education and Learning in the Practice
NOTE: Approximate reimbursements have been assigned to each level, however
these will be under discussion and will only be finalised once all the levels have
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been defined further with clear outcome measures following further discussion with
clinical leads. This is to give an indication on the proposed level of investment.

Level
1
1a
1b

1c

Proposed DRAFT Markers for Discussion
Pre requisites
Practice to have signed up to the national DES
Validate and define the target population at beginning of the financial year and
share with the CCG
 Validate the at risk population over 75s with a risk score of 41 and over to
detail number of patients identified in a care home setting and patients
already known to the community such as DN/Community Matron and other
initiatives such as home first.
 Validate the at risk population under 75 with at least one or more long term
condition
Sign up to Information Sharing
 Practice to obtain consent from each patient identified in the target group for
both DES and Primary Care plus
Reason for consent is twofold:
 To enable sharing of information across social care as health is a
given to most patients
 With the constraints on information governance, this will enable the
CCG to link various data sets for this target population to enable the
CCG to conduct a robust evaluation of this service.

Level
2

Level 2A: All patients over 75s with a risk score of 41-100 and NOT in care
home setting – nursing residential or assisted living and NOT in DES target
population
AND
Level 2B: All patients over 75s in a care home setting which includes –
nursing, residential, assisted living
Patients identified in level 2A or 2B will carry out the following:
 Comprehensive geriatric assessment including goal setting care plans
shared with all involved in the care of the patient ( Example of assessment
from British Geriatric Society is included in Appendix 1- however this is all
for discussion)
 Goals should be reviewed at least quarterly
Note: goal setting need not be done only by the GP in the practice – it can
be done by a practice nurse too.
 MDT team meeting to discuss patients on a quarterly basis
 Medical reviews 6 monthly in patients with 4 more medicines
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Level
3
Level
4

 Screening for falls, bone health etc.(to be defined)
 Appropriate referrals into services provided by voluntary care organisations
or through the locality navigators (navigators is being proposed under the
Better Care Fund to support integration)
 Identification of appropriate patients in their last years of life and appropriate
Advance Care Planning
 Obtained consent as defined above
End of Life /Last years of Life
 After Death Analysis Audit and action plan and implementation
Under 75s (45-74 years) with a Long term Condition (LTC):
 Closing the prevalence gap through case finding of long term conditions
 Measuring patient’s/carer’s confidence and ability to manage their own
condition across all patients under 75 with a long term condition using a
validated tool EQ-5D or LTC6
 Patient centred goal setting and care management of at risk patients under 75

Level
5

Protected time for Education and Training
Based on average 20 hours per year for an average practice with a list size of
5900, practices to receive protected education and learning time in the practice
Practices to choose from a number of training as required to deliver this
specification
a. Motivational Interviewing for all clinicians in the practice
b. Goal setting, care planning process
c. Adult safeguarding
d. Mencap charter
e. LTC specialist training
Please note the training component will be for all staff in the practice
Based on the above the approximate cost of the contracts across all 70 General
practices

Details under each component require further work and discussion. Appendix 2
gives some detail at practice level based on the draft specification of patients at risk
over 75 years
Further discussion need to be held on contractual payments and if a percentage of
payments needs to be based on outcomes.
4.9 The Clinical Commissioning Group wants to ensure there is equitable access of services
and all patients registered with a practice identified in the target population benefit from the
services that are required under the specification. To ensure that this happens all practices
must select one of the following options:
1.
Sign up as a practice to provide the service
2.
Agree with another practice to provide this services jointly under the specification
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3.

Nominate another practice to provide the service on their behalf

If the provider signs up but in the reasonable opinion of the Commissioner is not delivering a
reasonable level of activity especially around level 2,3 and 4, and not achieving the KPI, the
commissioners reserves the right to commissioner another provider to step in ad provide the
services on behalf of the original provider.
4.10
1.

Contractual Mechanism –
Based on the above draft indicators of the specification, potential measurable outcomes
include

1.1
1.2
1.3
1.4
2.1
2.2
2.3
3.1
3.2
3.3
3.4
3.5

Impact
Patients reported an increased level of support to manage their long
term condition
Patients identified as End of Life have agreed their preferred choice
of death
Development of patient centred goals in care plans
Increase in patients living independently at home
Improvement in goal based outcomes
Reduction in safeguarding issues
Improved achievement of QOF clinical indicators (review exception
reporting)
Reduction in the Non Elective admissions and A&E attendances
Reduction in LAS call outs from nursing residential homes
Reduction in the length of stay for this targeted population
Reduction in the number of deaths in hospital
Number of Care Packages/reduction in care homes

Further work on development of Key Performance Indicators following agreeing
the key components
4.11
Development of Models – As described earlier in order to progress further with
development of models in primary care it is essential to develop this working collaboratively
with grass roots and with the staged approach.
4.12
Further discussion underway with community and council providers to shape
Primary Care Plus with wrapping a number of community and social care services around
the 4 localities to support better coordinated care with third sector and specialist input
4.13
To support the development of models in primary community setting, a number of
services are currently being reviewed. One of the key services to be reviewed is
Community Nursing which will begin in March 2014. Community Diabetes and Podiatry
services are currently being reviewed at present.
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5. How would Mrs Herts be with the implementation of the enhanced care very much
lead by Primary Care

6. Next Steps
6.1 To initiate the work on the development of Primary Community Strategy
6.2 To refine the specification and key outcome measures and develop a business case
bringing all elements of primary care plus including how it impacts on potential initiatives
such as home first – rapid response and virtual ward to ensure it complements the whole
system approach.
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Appendix 1: Comprehensive Assessment of the Frail Older Patient - British Geriatrician
Society
Components of Comprehensive Geriatric Assessment
The domains were specified in the DH guidance on the SAP, but the details differ in various
specialised tools designed for particular purposes. The table indicates the likely content.
Domains

Items to be assessed (further detail on each areas to be
worked through locally)

Medical

Co-morbid conditions and disease severity
Medication Review
Nutritional status
Problem list

Mental Health

Cognition
Mood and anxiety
Fears

Functional capacity

Basic activities of daily living
Gait and balance
Activity/exercise status
Instrumental activities of daily living

Social circumstances Informal support available from family or friends
Social network such a visitors or daytime activities
Eligibility for being offered care resources
Environment

Home comfort, facilities and safety
Use or potential use of telehealth technology etc
Transport facilities
Accessibility to local resources
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