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Executive Summary
1. Introduction
This document is a system-change plan which responds to the
challenge set out by Better Care Together of a ‘left-shift’ from acute
care to out-of-hospital care, and responds to the key principles
established by an extensive engagement process with clinicians,
stakeholders and patient representatives. The CCG builds on a strong
base of achievement, but recognises that it must pay special attention
to governance, systems for managing conflict of interest, funding,
workforce issues and effectively managing the ‘left-shift’ so that it
sees a genuine movement of resources and activity.
2. Case for Change
West Leicestershire CCG covers about half the area and population of
Leicestershire County. From a primary care perspective, key issues are
an ageing population, rising demand, increased prevalence of long
term conditions, and clinical quality concerns in specific areas.
Additionally, an ageing GP and practice workforce will lose 1/3 of its
numbers to retirement in the next fifteen years. There are substantial
issues with premises which must be addressed. The health economy
as a whole faces a 21% funding gap within five years. However,
working through the Better Care Together partnership and with other
partners and stakeholders, the CCG is actively participating in a
programme to manage these issues, in which this plan plays a key
role.
3. Our Ambition
The CCG’s promise to the patient is Consistently High Quality
which is Responsive and Accessible, Integrated, Sustainable and
Preventative. Currently we have not fully realised the potential of
general practice and too often patients receive care in hospital that
could be safely provided in the community, coordinated through their
general practice, supported by the wider health and social care teams.
We have a clear vision for the future of primary care in our CCG in
which general practice is the foundation of a strong, vibrant and
joined up health and social care system.
We believe that the vast majority of health problems in the
population — including mental health — could be dealt with by
primary and community care. To achieve this, the changes we envision
will mean that primary medical care will in five years’ time be more
integrated and federated, with patients co-designing services and
taking increased responsibility for their own health. This new system is
patient centred, and provides accessible high-quality, safe, needsbased care. This is achieved through expanded — but integrated —
primary and community health care teams, offering a wider range of
services in the community with increased access to rapid diagnostic
assessment and co-located specialists. This will require a shift of
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resources from the acute sector, investment in facilities, and a greater
role for nurses, pharmacists and healthcare assistants.
4. Model
Over the next five years our new model for general practice will be
realised - the practice and the primary healthcare team will remain the
basic unit of care, with the individual practice patient list retained as
the foundation of that care. However, whilst a large proportion of
care will remain within a patient’s own practice, an increasingly
significant proportion will be provided by practices coming together
to collaborate in federations, using their expertise, sharing premises,
staff and resources to deliver care for and on behalf of each other. In
this way, it will be possible to improve access and provide an extended
range of services to our patients at scale.
The benefits of this model have been carefully analysed in terms of
the challenge laid down by Better Care Together and the principles set
down through the engagement process.
5. Enablers
A number of enabling strategies are necessary for us to achieve this
system change. These include the development of Federations which
will support practices to thrive and in time take a greater role in codelivering services. Opportunities offered by Co Commissioning
enhance our ability to co-ordinate and integrate care and improve
current administrative processes. The level of system changes required
to implement the plan will require funding. This will require using
existing resources to work differently and more efficiently supported
by one off sources of funding to support transition.
6. Plan
A high level set of actions with time scales, measures and who is
responsible to complete them has been developed which will take the
CCG from its current model of care to the new model of care by
2018.
7. Resources
We have established the base-line of overall resource needs to achieve
system change, along with the benefits accruing. These resources are
financial, material, staffing and equipment.
8. Governance
West Leicestershire CCG has established robust mechanisms of
governance, and is supporting the federations to develop equivalent
mechanisms. A programme of monitoring, evaluation and
improvements will be put in place, and the whole will be supported
by effective communications. A number of risks to the plan have been
identified, and mechanisms developed to manage them.
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9. Conclusion
The primary medical care plan sets out the system change required to
transform out of hospital care and the pivotal role of general practice
in this context. Care will be commissioned for the individual which is
right for their needs, good value to the public purse, and which
contributes to the ongoing renewal of the services. Supplemented
with the enabling strategies, this will allow the CCG to support a
thriving and resurgent General Practice which is attractive to new
entrants to the profession, and attractive to colleagues in other parts
of the country considering relocation. The result will be the reestablishment of the Practice at the heart of the community, and a
strengthening of GP-patient confidence. We will provide a better
service which reflects the changing needs and aspirations of West
Leicestershire people.
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1. Introduction
Our journey so far

Purpose of this document

This plan continues the work that we started three years ago
with our mission ‘Patients, practices and partners working
together to create the best value healthcare for the population
of West Leicestershire’.

The Primary Medical Care Plan is a
system-change plan which sits between
the Leicester, Leicestershire and Rutland
Better Care Together 5 Year
Strategic Plan, and the CCG’s own
Operational Plan.

Our commissioning intentions and planning process have been
informed and influenced by the people of West Leicestershire and our
clinical leaders, as well as by national and local priorities. This ensures
that it is driven by the needs of our local population, and is owned
locally. Aligned with our Operational Plan, it gives us a solid
foundation on which to proceed.
Running through our Operational Plan is a commitment to five areas:
• First, we are determined to support our hard-working 50 GP
member practices so that they continue to respond to patients’
needs by further improving the quality of primary medical care
services.
•

Second, we want to transform the management of long term
conditions such as diabetes and chronic obstructive pulmonary
diseases (COPD) as well as the proactive management of frail
older patients with multiple morbidity who frequently experience
a medical crisis. To this end we will develop a range of
intermediate care services such as ‘step up’ to ensure rapid
assessment of ill patients in the community without the need to
go to hospital.

Better Care Together sets out what
will be required for the whole health
economy to be sustainable over the
next five years, in the face of an
increasing funding/expenditure gap.
This includes requirements for primary
care to take on work currently
conducted in acute hospitals.
The Operational Plan sets out the
programme by which the CCG’s own
vision and mission are being
accomplished.
This Primary Medical Care Plan sets
out how the system change required by
Better Care Together will be achieved,
in the context of the work already
taking place in the CCG, of which the
critical component, as set out in the
Operational Plan, is working in
federations.

Better Care Together
LLR 5 Year Strategic Plan

•

•

•

Third, we want to take public and patient involvement to the next
level to ensure that we understand and capture the current and
desired experiences of patients, carers and healthcare
professionals, and what matters most to them, particularly in the
planning of federations and within the CCG planning of health
and social care.
Fourth, we want to ensure that our patients receive the best
possible care wherever they are treated in CCG-commissioned
services — be that in hospital, community services, or out of
hours (OOH). This means exercising our influence and leadership
to manage provider performance, and forging strong partnerships
with our local authority colleagues at Leicestershire County
Council.
Finally, to do all this, we need to develop our CCG as an
organisation so that we can continue to innovate to deliver real
improvements for the people of West Leicestershire.

Primary Care Plan
System Change CCG level

Operational Plan
CCG Operation & Management

Above:
The Primary Medical Care Plan meets
the needs established in the LLR 5 Year
Strategic Plan by introducing system
change based on the Federation
approach to CCGs developed in the
Operational Plan.
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Below:
The Practice Survey, showing strongly
agree, largely agree, neutral, largely
disagree, strongly disagree, sets out key
areas of concern for our GPs.
We need to explore ways to help
practices function and thrive and reduce
the overall workload to maintain and
improve quality.

General Practice is at full capacity in its
present form.

We need to support investment in
practice premises and invest where it is
most needed.
We recognise that meeting and also
controlling patient demand is an
important factor in the success of our
vision. We will work to create and agree
realistic expectations of General Practice
by our patients.

Our Primary Medical Care Plan builds on our commitments in these
five areas and sets out how — working with patients, practices and
partners — we will move forward.
Local progress
Over the last three years we have made solid progress working with
our member practices to get the basics right in primary and
community care in order to create the platform for more significant
transformational change.
Our focus was on:
• Enhancing the resources in the community, such as virtual wards,
to support primary medical care in order to improve the
management of long-term conditions and move activity in those
areas from urgent episodes to planned interventions: this we
termed ‘Proactive Care’.
•

Supporting people who were not known to local health services
through the use of a risk stratification tool with services that were
also based in the community. Those services would be designed to
avoid unnecessary emergency admissions to hospital, and to allow
people to return home as soon as they were medically fit to do so.

•

Expanding community urgent care response services to reduce
pressure on emergency services.

•

Integrating discharge and reablement support to maximise
recovery and independence.

We need to work together to make West
Leicestershire CCG GP practices attractive
to work, increasing the number and
calibre of people applying for positions.

We need to reduce the bureaucratic
burden via shared back office functions,
simplified payments systems and
appropriate QoF and QIPP outcomes.

We need to greater utilise the skills of our
wider community teams and the
voluntary sector.

These challenges are too great for
individual practices to respond to
effectively.

We need to have effective IT
communication and move to one GP
system.

We need to share our skills across
practices to benefit our patients,
capitalising on specialist knowledge and
skills.

General Practice needs to respond to the
challenges affecting the wider health and
social economy.

We understand that the local health
economy is heading for a £400 million
deficit over the next five years, if we do
not radically rethink how care is delivered.

We need to explore how the recently
formed Federations can contribute to
help General Practice thrive.

A potential solution is collective
co-operative working between practices.

Strong and effective primary medical care is a critical aspect of an
effective and high performing health care system. The challenges of
increasing demand from elderly and frail patients living with multiple
and complex chronic diseases are placing an increasing strain on
practices. How our practices respond over the next two years will be
crucial to the delivery of our future plans.
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How we have gone about producing this plan
In developing the Primary Medical Care Plan, we have worked hard to
ensure that the views of our member practices, patients and
stakeholders have informed it.
This process has been driven by a Steering Group, made up of clinical
representation from our four localities (GP Board members and 4
locality GPs), public health, Local Medical Committee, Public Health
NHS England and CCG managers. The group has co-ordinated:
•

Two large engagement events, attracting over 250 representatives
from among GPs, practice managers, admin staff, practice nurses,
PPG members and our local partners.

•

Harnessing of our monthly locality meetings in August and
September to shape and develop the plan.

•

Sharing of progress and refining actions at a Board Development
session.

Findings of the Engagement Process
Additionally, through the engagement process, clinicians, partners
and public put forward a coherent set of requirements as to how the
CCG should go about meeting the challenges. These have been
grouped under the following headings:
•

Federations making general practice thrive

•

Better collaboration and reducing bureaucracy

•

Helping practices to be attractive places to work

•

Investment in practice premises

•

Exploiting technology

•

Listening to, engaging and increasing participation of patients

•

Improving quality and patient outcomes by integrated
working

At the conclusion of the section outlining our model of care, we will
analyse what it achieves in terms of these ‘how’ criteria, before going
on to consider the enabling strategies which are required by the
model, and those which must be introduced in order to fully meet
these requirements.

Improving
Quality
Engaging
patients

Making
General
Practice
Thrive

Reducing
bureaucracy

Exploiting
technology

Investment
in premises

Practices
attractive
to work

Above:
Principal issues identified by the
engagement process.
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Key considerations
In meeting the challenges laid down by Better Care Together and by
the findings of the engagement process, there are five areas which
we see as requiring special attention.
Governance
The governance arrangements for Federations must be completed
and tested in order for them to effectively function as required by the
plan. Furthermore, in seeking co-commissioning powers, the CCG will
need to demonstrate enhanced governance which is sufficiently
robust for a Legislative Order to hand over co-commissioning and
delegation powers from NHS England so that the CCG can work at
the pace necessary and with appropriate alignment to manage, for
example, investment in premises development necessary for
implementation.
Conflict of Interest
GPs and practices are currently involved in a range of commissioning
and provision activities, the fruit of the changing arrangements over
the last fifteen years of primary care. To proceed, it is essential that we
put in place robust arrangements for the management of conflict of
interest, to give freedom for CCG members on the one hand to make
appropriate and ambitious decisions, and on the other to exclude
themselves from particular discussions when necessary.
Funding
The NHS in Leicestershire is facing a 21% funding gap within five
years. This plan, responding to the overarching Leicester,
Leicestershire and Rutland strategy of Better Care Together, creates
mechanisms by which this can be substantially alleviated. However,
this system change itself requires funding, both for the changes
themselves and also for the inevitable double-running costs while
community based services are ramped up and acute services tapered.
Workforce
In common with the rest of the NHS, West Leicestershire has a
significant proportion — one third — of GPs due to retire in the next
fifteen years, with similar trajectories among other practice staffgroups. However, in order to achieve the changes put forward in this
plan, West Leicestershire must go significantly beyond this in
attracting staff who can work in integrated services to be organised
by Federations.
Out-of-hospital Care
There is a widespread acceptance across the NHS that a ‘left-shift’
from acute care to non-acute is necessary both from the point of view
of clinical benefit and from the perspective of managing care within
the funding available. However, a number of trial and pilot projects
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across the NHS over the last ten years have demonstrated that the
benefits of left-shift are only realised when the programme operates
at a population scale, and when it involves the decommissioning of
work in the acute sector, with the corollary of reduction in staffing
numbers and repurposing, transfer or withdrawal of premises.
Engagement
Insights from patients, carers and health professionals have informed
us this far in defining what primary medical care will look like in five
years time. However, the insights have been limited by the fact that
participants to date have been self-selecting and may not be
representative of the whole community. West Leicestershire needs to
implement a methodology that reaches out to a broader range of
patients, carers and stakeholders ensuring that services are codesigned based on insights which are demographically representative
of the whole population including seldom heard groups.
contacts the CRISIS team but they are
busy and cannot offer to see the patient
Current Situation
A 30 year old lady comes to the GP with within 24 hours and advise sending her
to casualty. This is difficult for the
a combination of relationship
patient as she has no transport, but
breakdown problems and financial
eventually a friend is found that can
difficulties leading to depression. After
an assessment the GP offers a referral to take her. Once there she is assessed by
the liaison psychiatrist who decides she
the IAPT ( Improving Access to
is not an immediate risk and arranges
Psychological Therapies) service and
for review by the CRISIS team the next
prescribes antidepressants. He advises
day. The CRISIS team support the patient
the patient to make an appointment
with the Citizens Advice Bureau (CAB) in for a few weeks and she is then taken
over by the outpatient team to whom
the local town. The earliest IAPT
she was originally referred.
appointment is in six weeks time. The
patient’s condition deteriorates and 1
month later the GP feels he needs to
refer her to the local psychiatrist, but
there is at least a month’s wait for an
appointment. The patient deteriorates
further and appears suicidal. The GP

Mental Health

The New Way
In the future, the Local GP Federation
has secured the presence of the CAB in
local surgeries so that financial advice is
available and the patient can book an
appointment there and then when first
seen. The IAPT service is also working
more closely with the local GP
federation to ensure waiting times are
not affected by absent workers or
referral differences between practices,
so the patient can be seen more
promptly. If there is a deterioration, the
Federation has access to a Specialised
Community Psychiatric nurse who can
assess patients in need of referral and
triage them both to the correct service
and in a timely manner, so that more
urgent cases are seen before they reach
a crisis.
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Map

Castle Donington

GP Practice

Kegworth

Branch Surgery

Isley Walton

Wilson

Diseworth
Long Whatton

Wymeswold

Breedon on the Hill
Hoton

Hathern
Belton

Worthington
Lount

LOUGHBOROUGH

SHEPSHED

Osgathorpe

Prestwold
Burton on the Wolds
Walton on the Wolds

Newbold

Blackfordby
Norris Hill

Cotes

Thorpe Acre

Coleorton

Thringstone

ASHBY-DE-LA-ZOUCH

Woodthorpe

Nanpantan

Swannington

Barrow upon Soar

Quorn (Quorndon)

Moira
Woodhouse
Packington
Oakthorpe

COALVILLE

Normanton le Heath

Rothley

Ellistown

Cropston

Heather
Appleby Magna
Snarestone
Newton Burgoland
Appleby Parva

Stanton under Bardon

Congerstone

Twycross

Wanlip
Birstall

Anstey

Thurmaston

Bagworth
Thornton

Nailstone

Shackerstone

Thurcaston
Newtown Linford

Field Head

Odstone
Norton-Juxta-Twycross

Cossington

Swithland

Bardon

Chilcote

Rearsby
East Goscote

Mountsorrel

Ravenstone

Stretton en le Field

Thrussington
Sileby

Woodhouse Eaves

Donisthorpe

Seagrave

Groby
Ratby

Barlestone

Carlton

Osbaston

Orton-on-the-Hill

Market Bosworth

Botcheston
Newtown Unthank
Newbold Verdon
Desford

The four localities of West
Leicestershire:

Wellsborough
Sheepy Parva
Sheepy Magna Sibson

Sutton Cheney

Shenton
Ratcliffe Culey

North West Leicestershire
North Charnwood
South Charnwood
Hinckley and Bosworth

Kirkby Mallory

Upton
Thurlaston

Stapleton
Witherley
Fenny Drayton

Dadlington
Stoke Golding

Earl Shilton

Huncote

Barwell
Croft

Higham on the Hill

Stoney Stanton

HINCKLEY
Burbage

Sapcote
Aston Flamville

Primethorpe
Broughton Astley

Sharnford

Footnote:
The precise geographical centre of
England is located between Fenny
Drayton and Higham on the Hill

Area:

Population:

North West Leicestershire: 326 km2
North Charnwood:
76 km2
South Charnwood:
197 km2
Hinckley and Bosworth:
374 km2

North West Leicestershire:
North Charnwood:
South Charnwood:
Hinckley and Bosworth:

99,611
76,991
75,792
121,783

ONS Mid-year estimates 2012, LSOAs
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2. Case for Change
General Practice is at full capacity in its current form, and the
local health economy is facing a £400 million deficit over the
next five years if we do not radically rethink how care is
delivered. The challenges are too great for individual practices
to meet, with rising patient demand, an increasing population
and a predicted 19% growth in the 60-84s over the next eight
years. If there are no changes to the model of care or to
funding, the NHS across Leicester, Leicestershire and Rutland
will face an income-expenditure gap of £398 million by
2018/19, which is an additional 21% on its income.

Above:
The CCG covers about half of the
Leicestershire County Council area.

The Local Environment

Below:

West Leicestershire CCG is made up of four localities: North West
Leicestershire, North Charnwood, South Charnwood, and Hinckley
and Bosworth. North West Leicestershire covers an area approximately
the same as North West Leicestershire District Council, with the
addition of the area around Stanton under Barton and Field Head.
North Charnwood covers Shepshed, Loughborough, Nanpantan and
Hathern, while South Charnwood covers most of the rest of the
Charnwood District Council area, excluding the areas of Syston,
Barkby, Beeby, Quenisborough and South Croxton. Hinckley and
Bosworth covers the entire area of Hinckley and Bosworth District
Council, excluding the Stanton under Bardon and Field Head elements
which are in North West Leicestershire, and takes in Primethorpe and
Broughton Astley which come under Harborough District Council, as
well as Elmesthorpe and the surrounding villages as far north as
Thurlaston which come under Blaby District Council. All localities fall
under Leicestershire County Council.
The CCG area is generally prosperous, but with pockets of high
deprivation around Coalville and Loughborough. Loughborough is a
university town.
West Leicestershire 2011 mid-year
Males: 183,838

by Age and Sex
Sex Ratio (m/f): 0.986

The CCG covers the districts of North
West Leicestershire, Charnwood, and
Hinckley & Bosworth, and overlaps
some areas of Blaby and Harborough.

North West Charnwood
Leicestershire
Hinckley
& Bosworth

Blaby
Harborough

Below:
Left: population pyramid 2011 midyear
Middle: over sixty fives by quartile, per
LSOA (ONS)
Right: Indices of multiple deprivation by
quintile.

Females: 186,406

0.20%

90+

0.56%

0.53%

85-89

0.97%

1.03%

80-84

1.43%

1.47%

75-79

1.71%

1.96%

70-74

2.02%

2.67%

65-69

2.75%

3.40%

60-64

3.40%

3.12%

55-59

3.10%

3.35%

50-54

3.37%

3.80%

45-49

3.80%

3.73%

40-44

3.84%

3.15%

35-39

3.20%

30-34

2.81%

22.4% or more

16
1
MD 16.9+
IMD

2.75%

25-29

2.87%

19.2%-22.4%

11.8--16.9

2.74%
3.78%

20-24

3.36%

15.4%-19.2%

3.43%

15-19

3.08%

2.91%

10-14

2.73%

2.76%

5-9

2.60%

2.86%

0-4

2.74%

7.1
10.7
Scale (x 1,000)

14.2

3.6

0

0

3.6

7.1

10.7

Total Population: 370,244
ONS mid 2011 by CCG

14.2

SHEPSHED

LOUGHBOROUGH

ASHBY-DE-LA-ZOUCH

D
ED
SHED
H SHE
HE
SH
SHEPS

COALVILLE

V
LVILLE
VI
OALV
OA
COA
C
CO

11.8
1.8-1
8.6
5.9-8

Below 15.4%
HINCKLEY

UG
O GHBOROUGH
LLOUGH
LO

H
O CH
ZOUCH
LA
AZ
E-LAE
-DE
BY-DE-LA-Z
HB
ASHB
A
AS

EY
CKLE
IN
NCK
HIN

o below
5.9 or
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CCG Comparator Group

The Office of National
Statistics has placed West
Leicestershire in the
‘Prospering’ group, with ten
other comparator CCGs.

Ageing in detail
In 2010 there were approximately
85,500 people aged over 60 in West
Leicestershire CCG, and 16,400 aged
over 80. The CCG’s over 60 population
is estimated to increase by around
60% by 2030.
In 2007-09 life expectancy for men at
age 65 in West Leicestershire is 18.4
years. However, the 2001 Census
estimated that healthy life
expectancy at 65 was 12.9 years. This
was higher than the England average
(12.5 years).

NHS VALE OF YORK CCG

NHS LINCOLNSHIRE WEST CCG

NHS SOUTH CHESHIRE CCG
NHS NORTH STAFFORDSHIRE CCG
NHS SOUTHERN DERBYSHIRE CCG
NHS WEST LEICESTERSHIRE CCG
NHS EAST LEICESTERSHIRE AND RUTLAND CCG
NHS NORTH EAST ESSEX CCG
NHS MID ESSEX CCG

In 2007-09 life expectancy for
women at age 65 in West
Leicestershire is 21 years. However, the
Census 2001 estimated that healthy
life expectancy at age 65 was 14.8
years. This was higher than the
England average (14.5 years).

NHS SOUTH WORCESTERSHIRE CCG

NHS GUILDFORD AND WAVERLEY CCG

Around 14,300 people aged over 75 in
West Leicestershire lived alone in 2010,
and this number is predicted to rise to
26,400 by 2030 (85% increase).
In 2010 there were around 28,740
people in West Leicestershire over the
age of 65 with a limiting long term
illness. By 2030 this is estimated to rise
to around 48,330, an increase of
68.2%.

Compared to England as a whole, the area sees higher rates of
hypertension, asthma, heart failure, atrial fibrillation and chronic
kidney disease, and substantially higher rates of depression. Overall,
the CCG is in the Prospering UK cluster, with substantially fewer
potential years of life lost (PYLL) from causes amenable to healthcare.
However, proportionately fewer people report that they are supported
to manage their own conditions.

Leicestershire County and Rutland
ONS 2008 based Sub-National Population Projections

Ageing
The population is projected to grow by 10% over the next eight
years, with 60-84s growing by 19% and the over 85s growing by
42%. This will bring associated increases in complex and multiple
long-term conditions (LTCs) such as dementia, cardiovascular disease
and Alzheimer’s, often compounded by frailty.

90+
85-89
80-84
75-79
70-74
65-69
60-64
55-59
50-54
45-49
40-44
35-39
30-34
25-29
20-24
15-19
10-14
5-9
0-4
4%

3%

2%

1%

0

2030 Male
2010 Male

0

1%

2%

3%

2030 Female
2010 Female

Above:
Sub-national projections for
Leicestershire County and Rutland,
2010 and 2030.
Ageing data: JSNA

4%

Care homes
The characteristics of care home residents have been changing for
some time, with many older people making the decision – or having it
made for them – to move into care homes later in life, frequently with
more complex health needs. At a national level this has led to an
increase in the number of nursing home places provided by private
and voluntary sector organisations which has risen from 20,300 in
1970 to not far short of 200,000 in 2010 (Laing & Buisson).
In West Leicestershire there are currently 22 nursing homes; 77
residential homes; 2 combined nursing /residential homes and 3
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learning disability homes. Together they provide care to over 1500
people. With multiple co-morbidities and multiple medication use,
patients in care homes are often the most complex group of patients
in the community. Improving care for these complex patients places
an increased demand on general practices. Practices have moved to a
“one practice, one home” model and the CCG has commissioned a
range of services to support patients in care homes including specialist
nursing support services, medicines management optimisation and
reviews and a Community Based Service and Specification for Care
Homes for general practice.
Housing developments
The Leicester and Leicestershire Housing Developments Study 2011
estimates 3,500-4,500 new homes per annum for 2006-2031. Based
on previous allocations, this would be expected to be 790 in
Charnwood, 450 in Hinckley & Bosworth, and 510 in North West
Leicestershire, mainly in Coalville, or something in the region of 1750
new dwellings per annum over the 25 year period, of which
approximately half would need to be affordable housing. The need
for housing is driven partly by ageing and fertility, and partly by net
migration, which for Charnwood, Hinckley & Bosworth and North
West Leicestershire averages 1800 per annum (1999-2009). Housing
developments clearly place pressure on General Practice, but they also
unlock S106 monies, discussed below (Section, Enablers).

“The trend based projection, after a
reduction in projected international
migration, gives rise to a higher level of
household growth than any other part
of the region. Although local economic
development strategies propose the
creation of more jobs than trend based
economic forecasts suggest, levels of
net in-migration are expected to be
consistent with labour requirements at
the level of housing provision
proposed.”
Regional Spatial Strategy RSS8,
Appendix 8, Regional Housing
Provision, Leicestershire

Increasing demand
The CCG has lower than typical admissions and prescribing rates, but
is nonetheless facing pressures of rising demand and increasing cost.
•

The CCG has a lower than average non-elective admissions rate,
with has a historic growth (2007-2011) of 1.4% annually, above
the national average of 1.2% but below the comparator group’s
median of 1.8%.

•

The CCG has an exceptionally low rate of outpatient attendances
following a GP referral, with 122 per 1,000 population compared
to 179 comparator group median and 188 national average.
Furthermore, this rate fell at an annual rate of 0.6% from 2007 to
2011, compared to a comparator rise of 4.1% and an England
average rise of 4.6%.

•

Elective admission rates are low at 109 per 1,000 population in
2011, but rising at a rate of 3.7%. Although this is still lower than
the comparator median of 4.8% and the England average of
4.4%, it is, in absolute terms, a cumulative increase of 44% if this
trend continues over a ten year period.

<15.1
15.1-17.1
17.1-19
19-20.9
20.9-23

•

The CCG’s prescribing spend rate was £73 per person compared
to a comparator median of £78 and an England average of £79.
This was falling by an annual 0.5% from 2007 to 2011.

23.25.2
25.2-27.6
27.6-30.7

Above:

30.7-35.3
>35.3

Modelled smoking prevalence 2003-05
(ONS) by decile.
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Long-term conditions
We have a high number of people who are smokers, are subject to
alcohol-related harm or to obesity. These contribute to our higher
rates of cancer, heart failure and atrial fibrillation, cardio-respiratory
conditions, stroke and cardio-vascular disease. Despite being in the
overall ‘prospering CCGs’ ONS cluster, we have pockets of deprivation
in Greenhill and Agar Nook, Coalville, and Hastings and Shelthorpe,
Loughborough, as well as invisible inequalities among ethnic
minorities, travellers and those in rural poverty.
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End of life care
Current situation
A 65 year old man is diagnosed with
metastatic lung cancer. He is also a
poorly controlled diabetic on insulin. He
lives with his wife who is the main care
giver. He is called back to hospital on a
fairly regular basis for follow up and
different regimes of therapy which do
not appear to be helping. He requires
transport for these appointments and
they end up taking the whole day and
making him exhausted. He is becoming
increasingly depressed and anxious. His
wife is finding it increasingly difficult to
cope. He is becoming frailer and now
requests GP visits on most days of the
week to deal with symptoms of
breathlessness and cough. He accesses
the out of hours service on a regular
basis with the same symptoms. On
several occasions he has been sent to
A&E as the wait to see the out of hours
doctor was too long. He has an end of
life care plan in place agreed with his GP
and wishes to die at home but
unfortunately following a further
deterioration in his condition he is again
admitted and dies in hospital.
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The New Way
The man is diagnosed with metastatic
lung cancer at the local hospital. His
own family doctor, a single handed GP,
receives an electronic clinic letter the
same day and flags his records to discuss
his ongoing care with the local
intermediate care team. This team is
headed by a local GP in the Federation
with a special interest and dedicated
time. After a telephone discussion, and
consent from the patient to access his
medical records, this doctor arranges to
see him at home. He visits within the
week and undertakes a comprehensive
assessment of both the man’s and his
wife’s concerns and needs, and starts to
put in place an end of life care plan. In
view of the multiple health problems
and the strain on his wife, the GP
organises a community MultiDisciplinary Team meeting at the
Federation office. He brings in members
of the community team and, via
teleconference, the oncology consultant.
A treatment plan is agreed and his care
plan is updated to reflect what has been
agreed.
The man continues to deteriorate and

aá~ÄÉíÉë=

ec=

bli=

his breathlessness becomes his most
worrying symptom. He becomes bedbound and has an increased package of
care. He is still determined to stay at
home and is well supported by the
community teams. As his night-time
symptoms increase the Federation GP
accesses the night sitting service which
is made up of volunteers and trained
nursing staff.
One night the man dies peacefully in his
sleep with the night sitter and his wife
at his side.
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The External Environment

Partners in Better Care
Together

Partners

Better Care Together is the principal
commissioning partnership for the
Leicester, Leicestershire and Rutland
health economy.

The CCG recognises that it operates as a part of the wider
health and social care system of Leicester, Leicestershire and
Rutland, and all parts of that system must achieve financial
stability, in a time of financial constraint.
West Leicestershire CCG works closely with its district councils and
the county council, particularly through the Health and Wellbeing
Board, and across Leicester, Leicestershire and Rutland with other NHS
commissioners through Better Care Together. Its other key local
commissioning partner is NHS England, supported by Public Health
England.
UHL and Leicestershire Partnership NHS Trust are its key acute and
community health providers, respectively. Subsidiary providers are
George Eliot, Burton and Derby acute hospitals, and East Midlands
Ambulance Service. Non-NHS providers include DHU, CNCS, Arriva
and a variety of voluntary sector providers.

DHU
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The partners in Better Care Together
are as follows:
•

NHS Leicester City Clinical
Commissioning Group (LCCCG)

•

Leicester City Council

•

NHS West Leicestershire Clinical
Commissioning Group (WLCCG)

•

Leicestershire County Council

•

NHS East Leicestershire and
Rutland Clinical Commissioning
Group (ELRCCG)

•

Rutland County Council

•

University Hospitals of Leicester
NHS Trust (UHL)

•

Leicestershire Partnership Trust
NHS Trust (LPT)

•

Leicester City Health and
Wellbeing Board

•

Leicestershire Health and
Wellbeing Board

•

Rutland Health and Wellbeing
Board

•

Healthwatch (across LLR)

•

NHS England Local Area Team.

ar
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CNCS
Arriva
Better care together

Voluntary
Sector

George Eliot

Right:

England

Burton

Public
Health
England

Derby
EMAS
UHL

Leicestershire
Partnership
NHS Trust

Non-NHS Commissioners in green.
NHS Commissioning partners in blue.
NHS providers in pink.
Non-NHS providers in yellow.
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2500

£millions

Financial situation and local performance
2000

Leicester, Leicestershire and Rutland (LLR) faces a 21% funding gap
between income and expenditure by 2018/19 if the current model of
care continues and there are no radical changes to allocation. This is
in keeping with a wider NHS funding gap of £30 billion by 2020/21,
or 22% of projected costs.

1500

1000

500

0
14/15

15/16

16/17

17/18

18/19

Above:
For the entire health economy, the
predicted gap between expenditure
(red) and funding (blue) will be £398
million by 2018/19, 21% more than
the total available budget.

The Health Economy
Perspective
The case for change – value for
money
“All health and social care
organisations in LLR need to achieve
financial sustainability, in a time of
financial constraint.
Commissioners will need to make
phased savings to deliver investments
in the models of care that will provide
the highest quality and best outcomes
for patients and citizens.
The scale of the financial challenge
facing LLR can only be addressed
through a fundamental redesign of
services coupled with provider cost
improvement programmes.
Strengthen primary, community and
voluntary sector care, to deliver
integrated care, maximising the use of
physical assets, supporting self-care,
exploiting IM&T, ensuring care is
provided in appropriate cost effective
settings, reducing duplication and
eliminating waste in the system.”
From the Better Care Together strategy,
p 34.

This health economy is one of eleven “financially challenged”
economies identified by NHS England. Financial pressures manifest
themselves particularly clearly in a deficit at University Hospitals of
Leicester NHS Trust (UHL). The health economy also faces challenges
in key operational measures such as referral to treatment times and
the 4 hour wait in A&E which do not meet national standards.
Local authorities in the LLR system face significant financial pressures
resulting from the continued reduction in funding allocations. By
2018/19 Leicestershire County Council faces a savings requirement of
£110m.
The CCG as commissioner will need to make phased savings to deliver
investments in the model of care described in this plan. The scale of
the financial challenge facing LLR can only be addressed through a
fundamental redesign of services coupled with provider cost
improvement programmes.
Better Care Together has identified a basket of programmes to bring
the health economy into balance. However, this work relies on the
ability of primary care to accept a ‘left-shift’ of activity from the acute
sector, and relies on the ability of commissioners to effectively
manage the decommissioning of those same services in secondary
and tertiary care.
It is therefore essential to strengthen primary medical care, together
with community and voluntary sector providers to deliver integrated
care, maximise the use of physical assets, support self-care and ensure
care is provided in appropriate, cost-effective settings.
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Primary Care Perspective
Quality of Primary Medical Care in
West Leicestershire
General Practice in West Leicestershire has a strong history of
delivering high quality care to its patients and a track record of
working collaboratively at locality level. Our practices have access to
comparative real time data through our Individual Practice profiles and
national sources to enable them to benchmark the quality of care
their patients receive.
External to the organisation the Primary Care Web Tool which is
monitored by NHS England currently demonstrates that none of the
practices within West Leicestershire CCG are outliers in six or more of
the indicators and therefore do not require a contractual visit.
Helping Recovery

Long Term
Conditions

Rate of avoidable
emergency admissions for
acute conditions

Emergency admission rate
for children with lower
respiratory tract infections

In the best 25% of CCGs
(874.2 admissions per
100,000 people)

In the best 25% of CCGs
(260.6 admissions per
100,000 people)

Unplanned hospitalisation
for chronic ambulatory
care sensitive conditions

Unplanned hospitalisation
for asthma, diabetes and
epilepsy in under 19s

In the best 25% of CCGs
(587.6 admissions per
100,000 people)

In the best 25% of CCGs
(168.7 admissions per
100,000 people)

Left and Below:
Strong and effective primary medical
care is acknowledged to be a critical
aspect of an effective and high
performing health care system. The
CCG is accountable for continually
improving the quality of our primary
medical care services, and this is a
responsibility that the CCG takes very
seriously. Our practice appraisal process
demonstrates year-on-year the high
calibre of the vast majority of our
practices, but within that, there
remains variation in clinical thresholds
and patient experience. As a practice
membership organisation, our
approach is to support the capacity and
capability of our practices to enable
consistency in the care given.
NHS England has a systematic approach
to quality improvement and publishes a
wide range of data both for patients
and commissioning organizations. The
following data is taken from the
Clinical Commissioning Group
Outcomes Indicator Set (CCG OIS) and
provides an overview of the CCG’s
performance in a range of national
outcome areas.

Preventing Early Death
Potential years of
life lost to
treatable diseases
(Females)

Potential years of
life lost to
treatable diseases
(Males)

Under 75
mortality rates
from
cardiovascular
disease

Under 75
mortality rates
from respiratory
disease

Under 75
Emergency
mortality rates
admission rate
from liver disease alcohol related
liver disease

Under 75
mortality rates
from cancer

In the best 25%
of CCGs (1466.3
potential years of
life lost per
100,000 females)

In the middle
range (2113.4
potential years of
life lost per
100,000 males)

In the middle
range (66.19
deaths per
100,000 people)

In the middle
range (21.43
deaths per
100,000 people)

In the best 25%
of CCGs (11.88
deaths per
100,000 people)

In the middle
range (111.31
deaths per
100,000 people)

In the middle
range (18
admissions per
100,000 people)
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6.5 or higher
6.0-6.5

Workforce
GP Workforce
The GP census lists 262 GPs Full Time Equivalent (FTE), including
salaried, part time and long term locums, in the CCG area, at an
average list size per practice of 7,400. Calculated on a like-for-like
basis (figures, HSISC), the CCG is in the band of 6.0-6.5 GPs per
10,000 head of population. This is a better than average number of
GPs than for England as a whole. The median for our comparator
group is the 5.5-6.0 band. However, 18% of our GPs are 55 or over,
and 32% are over 50.

5.5-6.0
5.0-5.5

Practice Workforce
Of a total practice workforce of 970, 250 (26%) are aged 55 or over.
Above:
The CCG is above the median GPs per
10,000 patients for its comparator
group.

Below:
18% of our GPs are 55 or over; 32%
are over 50.

Premises
In Leicestershire as in many areas of the country there has been
limited investment in primary care premises since 2004. Work by the
BMA, ‘The Future of GP Practices’, identified the following issues
across England:
•

Three in five practices say their doctors have to share consulting
rooms, and of these, half say this restricts treatment.

•

More than two thirds believe their premises limit the GP services
and community services they can provide.

•

More than half of respondents have not seen significant
refurbishment to their premises since 2004.

Bottom:
26% of all practice staff are over 55.
15
12
9

In Leicestershire the last strategic premises review was completed in
2009 and prioritised projects according to need. Subsequently a
number of the projects identified have been completed although a
significant number remain incomplete.

6
3
0
50

55

60

65

The case for change — conclusion
350
GP Partners
300
Salaried GPs
250
Nurses
200
HCAs / Phlebotomist
150
Practice Management
100
Clerical Staff
50
Receptionists
0

20-30

31-45

46-54

55+

Primary medical care in West Leicestershire is performing strongly,
both by comparison with the national average and within its own
comparator group. However, with an ageing workforce, underinvestment in premises, and very significant challenges ahead
resulting from demographic change, rising costs of healthcare and
increasing demand, it is clear that the situation is not sustainable over
the next five years. In the long term, it is absolutely clear that a
substantial change of model is required, rather than merely an
efficiency drive. Furthermore, as the case studies scattered through
this document show, patient experience of their care pathway is often
poor, and there are opportunities for improvement. In the next section
we will articulate our ambition for a 21st Century health system in
West Leicestershire, and, subsequently, our means to achieve it.
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3. Our Ambition
Primary care is the foundation of a high performing healthcare
system. Our ambition is for a health system in West
Leicestershire that everyone can be confident of — public,
patients, clinicians, NHS leaders, stakeholders and partners —
where primary care plays a strengthened role responding to
the health needs of the population, particularly the ageing
population and those with long term conditions.
Historically general practice, primary and community health teams
have developed piecemeal. Funding streams and national initiatives
have been introduced at various times and this has resulted in services
that sometimes overlap, sometimes leave gaps, but rarely work
together in a co-ordinated manner.
Currently too many people use emergency acute services because
primary care is perceived as inaccessible where and when they need it.
60 to 70% of emergency admissions are of people with long term
conditions or frailty. These patients are known to the system and
particularly to general practice. Active care planning ought to prevent
unnecessary admissions, and expedite discharge whenever a hospital
stay cannot be avoided.
Our ambition is to correct this situation and apply measures and
pathways that make primary care the first choice for people.
We do not believe that the status quo will enable GPs to deliver
everything that our patients need in the 21st Century. A new model
of health and social care is required that builds on the needs of
patients and the strengths and values of general practice.
We believe that the vast majority of health problems — including
mental health issues — could be dealt with by primary and
community care. We have not yet fully realised the potential of
general practice, so too often patients receive care in hospital that
could be safely provided in the community, coordinated through their
general practice, and supported by the wider health and social care
teams.
We will redress this imbalance and make out-of-hospital care a
much larger part of what the NHS in West Leicestershire provides. Our
overarching philosophy is that admission to secondary care should
only take place when it is clinically unavoidable, and that discharge
home from acute care should be achieved as quickly and efficiently as
possible. In our model we will increase the proportion of care patients
receive close to home through effective, timely interventions. This will
require increasing access to seven day — and, where appropriate, 24
hour — care management, developing flexible models that enable
care to be provided in both a scheduled and unscheduled manner to
meet the clinical needs of patients.
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Right:
Our ambition is to shift the care system
so that the bulk of work is done
through scheduled care, as opposed to
the current situation where it is in
urgent care.

Planned
care

Urgent
care

Scheduled
care
Unscheduled
care

The role of the acute hospital is for short term referral for more
serious clinical problems, specialist interventions, care and procedures.
We have a clear vision for the future of primary care in our CCG in
which general practice is the foundation of a strong, vibrant, joined
up health and social care system. This new system is patient centred,
engaging local people who use services as equal partners in planning
and commissioning, which results in the provision of accessible highquality, safe, needs-based care. This is achieved through expanded —
but integrated — primary and community health care teams, offering
a wider range of services in the community with increased access to
rapid diagnostic assessment and, crucially, patients taking increased
responsibility for their own health and well-being.
Over the next five years our new model for general practice will be
realised. The practice and the primary healthcare team will remain the
basic unit of care, with the individual practice patient list retained as
the foundation of that care. However, whilst a large proportion of
care will remain within a patient’s own practice thereby recognising
the importance of the therapeutic doctor-patient relationship, an
increasingly significant proportion will be provided by practices
coming together to collaborate in federations, using their expertise,
sharing premises, staff and resources to deliver care for and on behalf
of each other. In this way, it will be possible to improve access and
provide an extended range of services to our patients at scale.
Our model is based on the GP as expert clinical generalist working in
the community, with general practice being the locus of control,
ensuring the effective co-ordination of care. The GP has a pivotal role
in tackling co-morbidity and health inequalities but increasingly they
will work with specialists co-located in primary and community
settings, supported by community providers and social care to create
integrated out of hospital care. For general practice to be optimised
there is an increasing need for non-admssion pathways with
immediate access to diagnosis and specialist opinion, and ambulatory
emergency care with immediate access to diagnosis and interventions.
Our ambition recognizes that our emerging federations provide the
opportunity for general practice to be delivered at population scale
providing many of the tests, investigations, minor injuries and minor
surgery currently only provided within the hospital setting.
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The federations, though in their infancy, have the ambition to
•

shift a significant amount of outpatient consultations and
ambulatory care to out of hospital settings

•

employ secondary care specialist on a sessional basis to support
the expansion of clinic based care

•

lead community hospitals jointly with the teams that currently run
them

•

coordinate locally out of hours provision particularly for patients
with long-term conditions and those at end of life

•

further develop models of in reach care to our 22 care homes and
77 residential homes building on our practice/one home approach

•

exploit technology to enable the safe sharing of patient care
plans.

In order to achieve our ambition, we need to shift investment from
acute sector to primary and community care, as we will discuss later
in the Resources section of our plan. It is recognised nationally that
primary care services have been under-resourced compared to
hospitals and funding needs to be stabilised to enable primary care to
grow.
Left: Federations
North Charnwood GP Community
Network Ltd
Hinckley and Bosworth Medical
Alliance
North West Leicestershire GP Ltd
South Charnwood GP Network Ltd
Population by locality:
North West Leicestershire:
North Charnwood:
South Charnwood:
Hinckley and Bosworth:

99,611
76,991
75,792
121,783

While practices work with list sizes of
6,000 to 15,000, Federations work
with practice-based populations of
75,000 to 122,000 co-terminus with
their localities. Federations, which will
deliver services as Multi-Specialty
Community Providers, are
commissioned by the CCG.
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Our commitment to the patient
Consistently High Quality
•

Wherever you live in West Leicestershire, you can expect to have
easy access, on-line or in person, to information, advice and
support. This will be through national programmes such as 111
and local services.

•

You will be confident that the advice and care provided by your
primary care professional is consistent with best practice.

•

Variation in the delivery of primary care will be identified through
national data, and the commissioners will work together to
support practices to provide core standards of care.

•

You will be seen and treated by highly trained healthcare
professionals who are committed to delivering the best quality
care to the patient.

•

You will be treated as an individual by professionals and respected
at all times.

•

This will link with all other services when you need continued,
consistent care to keep you at home.

Responsive and Accessible
•

The way you are able to access information and be directed to
appropriate services will be transformed through the use of new
technology and social media.

•

You will be able to access primary care services at weekends in
access points not currently available. This may not necessarily
mean seeing a GP or nurse in the traditional way.

•

You will be able to have access to a primary care professional
within 24 hours whenever you feel your primary care need is
urgent.

•

You will not have to wait more than five days for a routine
appointment with a GP.

•

You will have access to high level quality indicators for General
Practice, so that you can make an informed choice of GP practice.
You will be able to change practice easily if you wish.
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Integrated
•

You will find that services are working seamlessly together with
you to co-ordinate your care and deliver the support you need to
manage your condition. Holistic care will be delivered that
addresses people’s physical, mental health and social care needs
together and not separately. There will be no duplication.

•

The voluntary sector, pharmacists, nurses and social care will be
more involved in providing your care.

•

The way health services and local authorities work will change
radically. Services will align more closely, which will mean that
primary care and social care deliver a seamless service.

•

We expect to see a range of initiatives that unite health and social
care such as respite prescriptions for carers.

Sustainable
•

You will be confident that Primary Medical Care in Leicestershire is
financially well-run, and that the system has been designed to
deliver the right care in a way which is affordable to the NHS and
the tax-payer for the foreseeable future.

•

You can be confident that decisions made about the way care is
provided will be made because they benefit patients the most,
within available resources.

Preventative
•

Primary Care Professionals will act as community leaders who
provide your health care.

•

You will be actively involved in the management of your own
health and care.

•

You will receive more information on maintaining your health and
we need you to use this information to prevent ill-health that can
be avoided.

•

Underpinning this is the need for services to be innovative and
continuously evolve and learn.

Care Homes
Current Situation
Mrs S is a frail 86 year old lady in a Care
Home. She has a Do Not Attempt
Resuscitation (DNAR) in place and has
expressed the view she would like to die
at the home. She is demented but the
staff have noticed that her urine has an
offensive smell and she is febrile and is
more agitated than usual. She was
admitted with a UTI 6 months ago and
they feel she has a recurrence. They ring

the Out of Hours Service (OOH) as they
want a GP to visit — it is 2pm on a
Saturday — and provide antibiotics.
Unfortunately the OOH does not have a
GP available to visit immediately and
advises a visit may not be possible for six
hours. The relatives rightly think this is
unacceptable. The home rings the 999
ambulance service, and the patient is
admitted to hospital.

The New Way
Through the ‘one practice one home
scheme’, the local general practice has
documented a care plan for Mrs S, and
all the care home staff are aware of it.
Through the Acute Visiting Service, the
care home refers directly to a localitybased emergency care practitioner
whom they know. They visit, and
through their extended scope, prescribe
antibiotics and follow up the patient the
next day to check on progress.
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What Primary Medical Care will look
like five years from now
If this plan is fully implemented, we envisage General Practice in West
Leicestershire looking like this:
•

Practices will work collaboratively, and there will be full
integration with community and social care services, and with
acute services.

•

Community nurses and other health and social care professionals
employed by Federations working at practice, virtual ward level
and in locality/federation level initiatives.

•

Stronger Federations will have improved efficiency in member
practices through more effective use of existing resources, e.g.
centralised Human Resources, Payroll.

•

Local healthcare professionals and specialists will provide locality
based services to meet the needs of patients.

•

We will listen to patients and help them access appropriate care,
taking greater responsibility for their own health and well-being.

•

Greater numbers of nurses will support ward and locality services.

Implications of this approach:
•

Primary care providers will work at a larger scale building on our
current model, including federations and virtual wards.

•

Further integration of services with a wider range of partners
including social care.

•

Services will be provided, where appropriate, seven days a week,
with local primary care solutions to support care in the out-ofhours period.

•

Federations, localities and patients will play a greater role shaping
how primary care is provided to patients.

•

Based on patient needs, primary care will be provided in different
ways to patients. This will initially focus on changing how care is
provided to patients with long-term conditions and, in time,
extend to other areas such as mental health.

•

To support this there will be a shift of resources and work from
acute hospital settings to primary care.

•

We will seek to improve primary care facilities and the utilisation
of community-based facilities in localities.

•

The primary care workforce will change with a greater role for
nurses, pharmacists and healthcare assistants. Where practical this
will be driven at a locality level.

195
27 | Primary Medical Care Plan West Leicestershire | 2.0

4. Model
The challenge of Better Care Together is that we create a
system which can accept movement of care from the acute
sector to primary care at a population level, while retaining
primary care’s efficiencies. Furthermore, commissioners must
have effective tools allowing them to commission care in the
setting most appropriate to complexity and condition. To
achieve this, our model constructs a new layer of communitydelivered care, with integrated services organised, managed
and contract-funded by the CCG’s established Federations.

Safety, Effectiveness, Patient
Experience
The safety of patients is always our
highest priority. Within that, we want
our care for them to be effective in
bringing about the health outcomes
that matter to them most. When there
are choices between different ways of
offering safe, effective care, the
patient’s experience is the deciding
factor.

The model outlines the central role of the GP as part of a wider
community response, identifying where the GP can add most clinical
value and how the wider practice and community teams actively
support the delivery of care.
Our model places the patient and their General Practice at the centre
of care provision. We have a strong sense of locality within the CCG
and promote the concept of neighbourhood commissioning. Through
this we are shaping services with our practices, patients and
communities that are coordinated and integrated at a locality level to
meet their needs.
Our four localities are the geographical unit at which care is
commissioned, coordinated and provided. Through our established
proactive care approach, our community teams are aligned with each
locality, then subdivided into virtual wards which support each
practice within a locality. We are now working with our social care

366,000
Patients

50
Practices

10
Virtual
Wards
footprints

‘Left shift’ from acute and
secondary care
4
Federations
Delivering
Services
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Right:
The commissioning decision is at each
point to treat the patient in a setting
which matches their risk and
complexity.

Self-care

Core
Primary
Care

Enhanced
Primary
Care

Integrated
primary and
community
specialised care

Emergency
and/or
specialised
Greater
risk and complexity

What is integrated care?
Integrated care combines a range of
disciplines across the NHS, social
services and voluntary organisations to
create person-centred care, rather than
condition-centred or patient-centred
care.
•

Condition-centred care, the
original model in the 1948 NHS,
treated individual conditions, but
took no account of complex comorbidities. Nonetheless, it was a
significant advance on what was
previously available.

•

Patient-centred care, originating in
the 1990s, was a move to treat
the whole patient, taking account
of the impact of multiple
conditions.

•

Person-centred care recognises
that an individual is best placed to
make decisions about their own
life-style, and the level and
location of treatment they are
prepared to undertake. Personcentred care was first pioneered in
palliative care, for example
through the Gold Standards
Framework.

Integrated care involves a significant
range of NHS, local authority, private
sector and voluntary sector inputs,
including acute care. However, where it
is successful, integrated, personcentred care will tend to keep a person
in their own home for as long as
possible, and focus on proactive
prevention strongly led by the person’s
desires and wishes, with a broad
spectrum of choice.
Virtual Wards and Federation-delivered
services are both examples of
integrated care, but, properly speaking,
it is our entire suite from self-care to
acute care which is integrated.

Patient
Practice

Locality
(Multispecialty
Community
Provider)

Acute

partners to align social care provision across the same geographical
footprint. This will enable the full integration of our practices with our
community and social care teams to support out of hospital care.
Fully implementing our model will require a joint focus on the delivery
of care that meets the needs of the local population, with teams
which share priorities and goals. Federated General Practice will
provide leadership for integrated population-level health including the
optimal organisation of urgent care services — both in- and out-ofhours, and long-term condition management. This is central to the
development of multi-specialty community providers.
We will build on current structures to achieve this and establish
forums led by our federations where community and social care
providers regularly come together to review and enhance local service
provision. Over the past two years we have developed a range of new
services within the community but as yet they are not fully utilised or
sufficiently coordinated.

Delivery of Model and Levels of Care
In our model, our 366,000 patients are empowered to greater levels
of self-care, aided by informational and educational programmes and
community pharmacies. Our fifty primary medical practices remain
their first point of contact with the NHS. For those requiring ongoing
care, either diagnosed through the surgery or by pro-active screening,
our ten virtual wards enable the patient to remain at home while receiving integrated care to manage long-term conditions and prevent
escalation. For more complex co-morbidities, the four federations will
provide more specialist care, integrating a wider range of clinicians, allied health professionals and social care workers.
Acute and other secondary and tertiary care is therefore freed to
focus on emergency and specialised care, as well as routine surgery
such as hip operations.

197
29 | Primary Medical Care Plan West Leicestershire | 2.0

Left: ideal model
In the ideal model, need, setting of care
and intervention are matched in a four
tiered approach.
Level 3:
Specialist
Intervention

At Level 3, complex, high-risk or unsafe
conditions are managed through
specialist interventions in specially
equipped units.

Level 2:
Case Management

At Level 2, patients benefit from longer
term case management of their
condition.

Level 1:
Point of Access:
Disease Management

At Level 1, patients access primary care
as their key initial point for disease
management.
At Level 0, population-wide prevention
and self-care is self-organised by
members of the public.

Level 0:
Population-wide Prevention and Self-Care

Below left: today’s situation

Below right: our new model

The situation in real life is more complicated. Care is provided
as planned care and as urgent care, and, in urgent care, there
is often a mismatch between need, setting and provision of
service. People are admitted inappropriately to A&E, or
admitted for a condition which need not have deteriorated to
the point of needing emergency care if it had been proactively
managed earlier. For this reason, a greater than necessary
proportion of activity and cost is in urgent care, with much of
the provision at Level 4 being for conditions which might
better have been treated elsewhere.

In our new model, strengthening of the lower tiers and
greater attention to proactive care management mean that we
can invest to a much greater extent in scheduled care, with a
substantial reduction in inappropriate or unnecessary
emergency attendance and/or admission. Resources expand
for the lower tiers, along with capacity created by our MultiSpecialty Community Providers (Federations), which create a
virtuous spiral, since the cost of interventions is lower and so
more patients can be supported at the most appropriate level.

Urgent Care

Scheduled
Care
Unscheduled
Care

Planned
Care
Elective
Admission
LTC management
Admit
for
surgery
or LTC
management

Exercise

Federated localities
Enhanced primary care
inter practice
referrals / scale

Admit

Case
MDT
Management management
Routine GP
contacts

Emergency
Admission

Emergency
Attendance/
Admission

Self management

Prevention

Crisis support

Urgent GP contacts

Immunisation

Routine
primary care contacts
(skill mixed)

Exercise

GPled
crisis
management
Self-management
with telehealth

Prevention

MDT
Rapid
Access
Risk based
primary care
contact

Immunisation
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Benefits of this approach
The key to this approach is that care should be commissioned for the
setting which matches the risk and complexity of the patient’s need.
By creating two settings of care between the primary medical practice
and acute, we now have a range of options for commissioning
appropriate care which are more likely to help a patient maintain or
improve their health without the disruption of a spell in hospital, or
the need to attend the emergency department.
The benefits:

Planned Care
Current Situation
A 49-year-old woman presents with
recurrent bouts of abdominal pain in the
right upper quadrant. The GP suspects
gallstones and requests an abdominal
ultrasound, which is done after nine
weeks. This confirms gallstones and the
patient is referred to general surgery.
After a wait of 13 weeks the patient is
put on a waiting list for laparoscopic
cholecystectomy. In the interim she has
presented on two further occasions with
similar pain to the accident & emergency
unit of the local hospital where she has
brief admissions. She has the operation
six months later. She is discharged,
develops a fever and presents to her GP.
The practice has not received a
discharge summary. Later in the out of
hours period, the patient is admitted
once again to hospital with sepsis.

•

less disruption for the patient

•

care closer to home

•

long term care for long term conditions

•

acute is freed to focus on complex and specialist cases

•

overall cost reduction to the NHS

•

monies are released for further development of services, creating
a virtuous spiral of increasing capacity and decreasing cost.

The New Way
A 49-year-old woman presents with
recurrent bouts of abdominal pain in the
right upper quadrant. She sees her
named GP in her practice and has onsite, same-day liver function tests and an
ultrasound is arranged for the same
week at a local practice that has the
facilities in the federation. This confirms
the diagnosis of gallstones and an email
is sent to her named GP. The patient can
access the results on-line and schedules
a virtual Skype consultation. Her GP
discussed information about providers
and surgeons, the patient elects to
choose her hospital and is directly
booked under a care pathway
arrangement for a laparoscopic
cholecystectomy.
A patient adviser gives support and
information of what to expect and

consent is obtained using shared
decision making. On discharge, a
summary is delivered electronically
within 6 hours copied to the patient. An
after care discharge matron working for
the federated locality arranges a
proactive review. 5 days later the patient
develops a fever and is expertly assessed
at an 8-8 primary care centre run by
local GPs who have full access to all the
records. A simple post-operative UTI is
diagnosed and the patient is easily
managed with a successful outcome.
She automatically receives a text based
questionnaire to determine her
satisfaction and outcomes which is
collected directly by the commissioning
organisation.
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5. Enablers
Federated Localities – making general
practice thrive
Our four localities in West Leicestershire have a strong and positive
history of collaborative working. The practices recognised the
opportunity to exploit this, and in 2014 each locality has formed a
legally constituted federation, established as companies limited by
guarantee.
Our practices recognised the local and national challenges facing
them and the impact on the long-term sustainability and viability of
general practice in its current form, particularly with regard to the
pressure to deliver more services despite decreases in funding and the
impact of an ageing population on consulting times and demand.
The federated model enables practices to form, in the first instance,
small-scale flexible alliances that can adapt as the needs of patients
change over time. It retains individual practice autonomy whilst
capitalising on the benefits of working in a federated way:
•

By increasing the opportunity to develop a wider range of
community services whilst making more effective use of resources,
including staff and premises

•

By using their collective strength to enable practices to offer
Commissioners services that cater for larger patient cohorts over a
wider geographical area.

As the federations develop they aspire to progress from being the
coordinator of community services for their given population, to
coordinating and co-delivering services through a contract funding
and employment mechanism. This is currently being tested through
our 7 day services pilots where our federated localities are in effect
employing GPs on a sessional basis to deliver targeted support to
identified patients at weekends across the locality. Ultimately this may
lead to federations becoming a focal point for a wider range of care
needed by their registered population, fully delivering integrated
services as a multi-specialty community provider (MSCP), taking on
the employment and direct management of other services.
The CCG wants federated localities to thrive, and will commit both
managerial and financial resources to support their development.
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Better Collaboration and Reducing
Bureaucracy
There is widespread agreement amongst GPs, practice managers and
the CCG that the level of bureaucracy at practice level needs to be
drastically reduced freeing up valuable clinical time in the process.
There is a sense that reducing bureaucracy should be a principle in
everything that is done, “cutting out” administrative tasks that add
little or no value to patient care. There are a number of ways this can
be achieved:
•

Back-office functions could be moved to the federated locality
level in order to reduce the burden on individual practices,
increase efficiency and make practice-work more attractive. This
could include centralisation of administrative processes, HR and
payroll services for member practices, and procurement of primary
care support services such as telephony

•

Streamlining the reporting and audit requirements of local
schemes and payment processes. Currently practices have three
pay masters: the CCG, the NHS England area team, and Local
Authority, all with differing reporting and audit requirements
which need to be rationalised and streamlined.

Key actions (see Section 6 Plan) for this year include scoping of which
functions would generate the greatest benefit if conducted at the
federation level.

Co-commissioning of Primary Medical Care
In the light of newly announced flexibilities, the CCG is seeking to
take onfull delegated responsibility for the General Practice contract
from April 2015. This is currently the responsibility of the Area Teams.
This will give the CCG a more direct role in the commissioning and
contractual arrangements for practices, helping create a joined=up,
clinically-led system that delivers seamless, integrated out-of-hospital
services based around the needs of the local people. Our governing
body considers this an exciting opportunity to improve outcomes for
our patients by providing the system leadership to transform primary
care at scale and at pace. This will enable us to:
•

Improve services and outcomes for our patients

•

Enhance our ability to coordinate and integrate care

•

Give greater opportunity to commission new, more integrated
models of out of hospital care to support “left shift” and improve
patient outcomes

•

Build upon our work to date with our member practices to
support capacity and capability at practice level and thereby
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improve quality and reduce unwarranted variation
•

Improve efficiency of current administrative processes, thereby
releasing capacity at practice level

•

Provide greater influence on system enablers (e.g. estates and
workforce development)

•

Provide the potential to deliver better value for money from
existing spend.

Helping Practices Be Attractive Places
to Work
Our workforce
General Practice will not be sustainable or fit for purpose for the next
decade without change and crucially without support to grow its
workforce. A competent and skilled workforce is a key enabler in
implementing the plan to support out of hospital care to the scale
required. We cannot address the current GP shortage in isolation:
increasing the capacity and capability of practice nurses, practice
managers and other health care professionals is crucial if we are to
address the increased demand on primary care.
Workforce planning and modelling assumptions in primary care need
to incorporate new, emerging and more sustainable models of
primary care. We need to develop a primary care workforce which is
fit for purpose now and in the future rather than merely increasing
numbers.
The development of our local workforce will be based on an
assessment of local need, taking into account our new model of
delivery – practices working in federated localities, integrated with
wider primary and community teams.

Primary Care

mixed picture of tendon injury with
some impingement and capsulitis. The
Current Situation
A 56 year old gardener presents with a patient is sent an outpatient
appointment for a further four weeks,
fairly acute onset of pain in his right
when the shoulder is injected. The
shoulder which has started to interfere
patient is then referred to physiotherapy
with his work. Examination of the
shoulder is clearly abnormal but shows a which starts six weeks later. The
shoulder slowly settles and the patient
fairly complex series of findings.
returns to work after a total of six
months absence but the family are
The patient is referred to Orthopaedic
out-patients where he is seen after eight unable to have a holiday that year.
weeks, during which time he is unable
The New Way
to work and the shoulder becomes
The GP rings a local Federation GP with
rather stiffer. The consultant arranges
a special interest (GPWsi) who decides
an ultrasound scan which takes place
he can manage the problem. The
three weeks later. The scan shows a

patient sees the GPWsi who works from
a local practice (not his own) where
there is ultrasound scanning on site.
The scan is done on the same day and
the GPWsi receives the scan report a
couple of days later. He is satisfied that
the shoulder can be injected and the
patient makes an appointment with one
of the four local GPs trained to inject
shoulders. Physiotherapy is carried out in
one of the local practices with provision
in the surgery. The patient loses three
weeks from work and there is relatively
little economic impact on the family.

202
2.0 | Primary Medical Care Plan West Leicestershire | 34

Developing primary care services that span different professional
perspectives and work across the traditional primary care/secondary
care interface is vital. The findings of our engagement programme to
date indicate that we must:
•

Target the existing primary care workforce to improve recruitment
and retention but equally important to identify new capabilities,
competencies, skills and behaviours required to make an
enhanced primary care offer.

•

Identify new roles/capabilities in new staff groups — There is an
urgent need to focus on alternative professional roles that support
integration, increase capacity and reduce admissions by freeing up
GPs time to manage increasing complexity. Such roles include
primary care physicians’ assistants.

•

Identify roles and competencies currently that sit outside of
primary care that will be required to support the left shift. Such
roles include primary care paramedical staff, community
pharmacists, emergency care practitioners, and specialists roles
such as geriatricians.

•

Actively support undergraduate medical training and GP training
at a federated level to promote our practices as positive places to
work to aid recruitment and retention.

To this end we will work with our federated localities, our
neighbouring CCGs, local universities and Health Education East
Midlands (HEEM) to undertake a workforce survey to identify current
skills and extended skills that could benefit more patients and gaps.

The working environment
The environment in which GPs, practice staff and wider community
teams work needs to change. Currently, many of our surgeries require
investment and expansion and are not designed in a positive or
ergonomic way that encourages wellness to visitors or is attractive
and practical for staff. Furthermore, many primary care premises are
not physically capable of offering the range of services that will need
to be developed to support out of hospital care (see Investment in
Practices, below).

Investment in Practices
It is anticipated that significant additional funding will be required,
both recurrently and non-recurrently, to enable the transformation in
primary care which is planned. The non-recurrent elements of this are
being worked through in further detail but are likely to be broken
down into:
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Short to medium-term non-recurrent funding
During the period where capacity is increasing in primary care,
additional non-recurrent funding will be required as new services
develop and new staff are trained. This funding will cover the
following categories:
•

Clinical time to deliver new models of care for a ‘double running
period’ whilst other services are stepped down

•

Education and training

•

IM&T improvements and alignment to support development of
hubs

•

Management costs, including legal expertise

•

New equipment.

Broad estimates have been made on the overall level of non-recurrent
funding required to support this shift, on the assumption that the left
shift will require a similar level of support for primary care as in other
care settings.

Practice Infrastructure
Data and information are at the heart of any drive to improve quality
and patient outcomes. Across West Leicestershire there is a need to
align GP systems. Having all practices, community services and urgent
care centres on the same system would enable clear information
sharing and ability to manage patients appropriately first time without
any delay. West Leicestershire CCG estimates that it will cost £500k to
move all practices to one IT system.

Estates
Investment in primary care premises is crucial to the successful
implementation of this plan. Investment is needed both in terms of
bringing existing primary medical facilities up to date, addressing the
growth in the number of new homes and associated population, and
in ensuring there are appropriate facilities to support the wider health
economy transformation. In order to make this a reality where
possible we will explore with our partners options for utilising existing
facilities more effectively. However there is still a clear need for capital
investment in primary medical estate to support primary medical care
to work at a greater scale as outlined in the Better Care Together 5
Year Strategy.
In West Leicestershire it is estimated that £8.5m is required to support
the redevelopment and expansion of practices previously identified in
the 2009 premises audit as requiring improvement. The CCG is
committed to carrying out a review of all practice premises to gain an
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up to date understanding which will support the federated localities
in the development of their local improvement plans.
IMPORTANT: The source of funding required is not confirmed. This
will be subject to the acceptance of the Better Care Together Strategic
Outline Case (SOC) and national decisions regarding available funds.
However, the CCG is committed to supporting out of hospital care
and the central role of primary care, and would therefore need to
identify local resource if external funds were unavailable. While this
would impact on the achievable scale of transformation, the strategic
direction would remain.

Using Contractual levers
The CCG will work with our federated localities to ensure that as
work transfers into primary care appropriate controls are put in place
to ensure that transfer of funding occurs alongside. Currently the
Alliance Contract provides one such mechanism, enabling the transfer
of resources for planned care activity into primary care from
secondary care as work is undertaken. Further innovative contractual
forms will need to be developed to support the scale of
transformation required.

S106 monies for premises improvement
There are currently 34 premises improvement schemes identified as
necessary or already in progress. A key mechanism for premises
improvement is S106 monies, where property developers agree to
contribute towards the cost of upgrading health premises in line with
the increased demand expected from their developments. These are
being brokered by the NHS England Local Area Team and the relevant
local authorities.
Monies so far secured, by district council area and relating to the
CCG’s practices, are:
Hinckley and Bosworth Borough Council
North West Leicestershire District Council
Charnwood Borough Council

£302,000
£752,000
£1,240,000

These monies are held by the relevant local authority, and drawn
down when expenditure against a project is due.
Changes to regulations mean that all requests for Planning
Obligations in future will be judged against the three tests set out in
the NPPF and the CIL regulations. The tests are as follows:
(a) necessary to make the development acceptable in planning terms;
(b) directly related to the development; and
(c) fairly and reasonably related in scale and kind to the development.
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Feedback from our practices that the current process of accessing
S106 monies is time consuming, bureaucratic and the release of any
funds is lengthy. The CCG is committed to working with our local
authority partners to ensure housing development plans are shared at
an early stage to enable federations and individual practices to
consider the impact on the services they provide and secure any S106
resource that becomes available.

Exploiting Technology
Continuity of care
As patients increasingly receive care from more than one provider
timely communication of relevant information between and within
care providers and with patients and carers is critical. Good
communication and co-ordination is needed, both within and
between professionals, teams, care systems and institutions. General
practice is leading the development of individualised care plans for
patients with multiple long term conditions and frailty. Whilst this is
positive from a patient and carer perspective, enabling them to
manage and understand their disease better, the information
contained within the care plan needs to be readily accessible to all
clinicians treating the patient outside the patient’s own practice.
Through Better Care Together our local health economy is working on
an IT solution that will better support the sharing of information
across health and social care providers within Leicestershire. The Key
benefits of this approach are outlined below:
•

Increased clinical data available within urgent care settings,
community care settings, acute and mental health services

•

Greater patient safety — key clinical data available to clinicians
treating the patient when they need it.

•

Patient Empowerment — patients have a greater say in who has
access to their information

•

Replacing paper-centric processes reliant on faxes, etc., for the
transfer of patient information on both internal and external
organisation bases

•

Reduction in the ad-hoc, unstructured communications and
administration overhead of requesting information between
primary and Secondary Care

•

Empowering Health and Social Care professionals to make the
right decisions for patient care by having rich data available for
that patient.

206
2.0 | Primary Medical Care Plan West Leicestershire | 38

100
%

Figures: ONS

80

60

Telephone triage

40

16-24 25-34 35-44 45-54 55-64

65 +

Use the internet at least weekly, 2013,
by household.
40
35
30
25
20
15
10
5
0

Skype virtual consultation

Online consultations and use of new technologies

20

0

Test results online

Growth of internet usage among 65+,
individuals

2011 Q1

2012 Q1

2013 Q1

2014 Q1

GP Practices are technologically equipped for a wide range of
potential services, and these have been trialled both locally and
nationally. However, uptake of internet usage is lowest among the
65+ age group, despite a 13% increase over the last four years. In
introducing new technology to patients, we are aware of the ‘early
adopter’ curve, which shows that key groups of people embrace
technology enthusiastically, while other groups are late adopters. For
this reason, we expect to see relatively rapid take-up of telephonebased interventions, such as telephone triage, a slower uptake of
online services, such as receiving test results online, and the slowest
uptake, both by patients and by practices, of virtual consultations
using Skype or other video-conferencing technology.
Uptake of video-conferencing is also subject to availability of superfast broadband. By 2016, it is expected that 96% our patients will be
in super-fast broadband areas. Leicestershire County Council is
currently working to secure further coverage.

Fast broadband
availability by
spring 2016

Listening to and increasing the
participation of patients
Local communities across the West Leicestershire Clinical
Commissioning Group (CCG) area need to understand the rationale
for change outlined in the Primary Medical Care Plan for West
Leicestershire; why practices working collaboratively and being
federated will help local communities improve their healthcare – and
how the community needs to change the way it engages with and
uses general practice to contribute to sustainability.
We have ensured during the production of the Primary Medical Care
Plan that we engaged with GPs, practice managers, administrative
staff, practice nurses, Patient Participation Group (PPG) members and
other local partners. We also engaged the community in a
conversation about primary care in March 2014, and more recently,
through the Experience Led Commissioning (ELC) approach, which
the CCG has adopted to co-design change in communities, in
developing a case for change in Hinckley. However, more work must
be done in understanding how to involve the wider community and
service users.
We need to build on existing community assets, agreeing a shared
purpose and common values so that we can co-producte improved
outcomes with people and families who use primary care.
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By taking this approach from the start we will maximise our chances
of the community supporting change now and in the future, even
where decisions might be controversial.
For West Leicestershire, we already have an archive of insights into
what matters to people. By supporting a cohort of people to
understand how to apply these insights, member practices and the
CCG can ensure that the patient voice impacts on the development
and delivery of primary care services and that what we know matters
to people resonates through everything we do. This will also provide
the challenge needed before plans are implemented.
This group of community champions could also provide additional
capacity supporting practices to engage the community, also using an
Experienced Led Commissioning approach to gather further insights.

Benefits of this approach
•

Build a group of ‘community leaders with lived experiences’ to
work with those leading federations and other change developers
to ensure that federations in West Leicestershire have a relentless
focus on building person-centred primary care services that
respond to what people and families tell us matter

•

Act as champions for change and lead engagement and
communication with local people to explain the rationale for a
new way of delivering primary care

•

Act as group to test thinking and ideas for service development

•

Create community experts in community experience who can use
West Leicestershire’s insights and advocate change that aligns
with what matters to local people

•

Build capability and capacity so that community leaders can
contribute to delivery and facilitation of the co-design element of
future Experience Led Commissioning programmes, often
reaching out to hard to reach communities

•

Act as vehicle to transmit messages to friends, family, colleagues,
neighbours and their wider communities and raise awareness.

Improving Quality and Patient
Outcomes by Integrated Working
The CCG strongly believes that the formation of federations of
practices will make it easier to align the work of health and social care
teams to the needs of the population they serve. Ian Sturgess, in his
October 2014 review of the urgent care system across Leicestershire,
Leicester and Rutland stated that, ”The development of skill mix
within this much expanded team of GPs, practice nurses, specialist
nurses, planned and unplanned teams and social care teams has the

208
2.0 | Primary Medical Care Plan West Leicestershire | 40

potential to extend the capacity of the local system to manage the
streams of patients presenting to primary care as well as the
opportunity for coordinated health promotion and prevention.”
General practice is well positioned to take a population health
approach because the registered GP list provides GPs with a stable
cohort of patients who live in a defined geographical area, both at
individual practice and locality level. Equally important, GPs and their
teams are an integral part of their local communities and use this
knowledge to access and develop local services that meet the needs
of their patents.
We will support our four federated localities to lead the integration of
teams at local level and the development of services that support the
avoidance of admissions to, and facilitate early discharge from,
secondary care.

Investing in integrated working
A key component of the CCG operational plan has been to secure
investment in local integrated services. To date we have developed
and commissioned community teams through our Proactive Care
approach that work alongside our practices at locality level. Through
the Better Care fund we want to transform and improve the
integration of local health and care services. The first draft submission
of the BCF plan was approved by the Health and Wellbeing Board in
February 2014. The four central themes of the BCF are as follows:
•

Unified Prevention Offer for Leicestershire’s Communities

•

Integrated, Proactive Care for those with Long Term Conditions

•

Integrated Urgent Response

•

Hospital Discharge and Reablement

The Better Care Fund mechanism manages monies from the baselines
of each CCG, and leverages a further £4 million direct financial
benefit to West Leicestershire as a result of integration. This funding is
directly supporting access to seven-day primary and community
services across our localities.
Elderly Care
The current situation
A 92 year old lady lives alone in her
terraced house in Loughborough. Her
children live away and she suffers from a
multitude of chronic conditions
including, anxiety and depression with
all over body pain, recurrent bouts of
undiagnosed (but fully investigated)
illness. Over the last year, despite having
hand held records which never seem to
be adequately updated, she has had
multiple admissions to UHL for various

pains and for which she calls 999 in the
early hours.
The New Way
The 92 year old lady is a lot less isolated
as she has regular visits from the local
befriending service. She has a regular
appointment with her Primary Care
Nurse who is able to advise and reassure
her on her long term conditions and is
also able to visit as necessary (District
and GP nurses have been amalgamated
into Primary care nurses and are based
in Practice where they are part of the

Primary Health Care Team which
includes a Federation employed social
worker).The patient has a care plan
detailing her treatment regime.
Technology improvements mean that
Emergency Care Practioners, Out of
hours Doctors and the ambulance
service can access her care plan, GP and
hospital notes immediately. They are also
able to contact geriatricians for Skype
advice, preventing recurrent admissions.
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6. Plan
Code Name

1

Federations
making general
practice thrive

1.1

Governance

1.2

1.3

1.4

Resources

2

Better
collaboration
and reducing
bureacracy

2.1

Collaboration

2.2

Description

Measurable Result

Start

Finish

Oct14

Apr-15 Legal CCG
cost tbc

Dec14

Apr-15 n/a

CCG/
Federated
Localities

OctReview the current engagement More effective
14
processes with practices to reflect engagement with
localities and Federations
the role of federated localities

Apr-15 n/a

CCG/
Federated
Localities

CCG to identify resources to
support the development of
Federations.

Jan-15 see re- CCG
sources
chapter

CCG to review constitution with CCG Board Structures
particular reference to
revised in line with
governance and internal
development of
structures to reflect the impact of federations and co
federated localities and the
commissioning
accountability for the
commissioning of general
practice.
Develop a concordat between the Concordat agreed and
CCG and Federated localities to formally approved by the
outline respective roles,
CCG Board and Federated
accoutabilities and responsibilities Locality Boards

Agreed plan to support
development of
Federations

Federated localities to develop a Identified priorities with
strategic plan and supporting
reinvestment of resource
business case to identify actions in primary medical care
to share skills/expertise and back
office functions to improve
efficiency and effectiveness.

Oct14

Cost

Jun-15 Mar-15 tbc

Establish task group to review the Revised Q QIPP proposal DecQuality QIPP programme and
agreed by CCG Board and 14
develop commissioning intentions implemented from April
to allocate the spend to
2015
federated localities.

Who is
responsible

Federated
Localities

Mar-15 £1.7m CCG

210
2.0 | Primary Medical Care Plan West Leicestershire | 42

Code Name

2.3

Co commissioning

3

Helping
practices to be
attractive places
to work

3.1

3.2

Description
Federated localities to develop
proposals and supporting
business case to access QIPP
investment.

Who is
responsible
Measurable Result
Start Finish Cost
Business cases produced Dec- Feb-15 as
Federated
and approved by the CCG 13
above Localities
Board

Streamline the reporting and
Agreed reporting and
audit requirements of local
audit requirements
schemes and payment processes. developed and
implemented

Jan-15 Jun-15 n/a

CCG/ NHS
England/Local
Authority

Explore oportunities offered by
co-commissioning to reduce
bureaucracy and improve
outcome through local QOF,
review of direct and community
based services.

Jan-15 Apr-16 tbc

CCG/ NHS
England/Local
Authority

Improved outcomes and
reduction in bureacracy

CCG and AT to agree scope, roles Agreed structure and
Dec-14Apr-15 tbc
and responsibilities for cogovernance for phased
commissioning of primary care
implementation of coand the transfer of AT resources commissioning of primary
to the CCG.
care

CCG / NHS
England

Workforce
development

To commission and complete a
workforce audit to identify
current and future workforce
requirements and inform the
development of CCG / federated
localities workforce plans.

Jan-14 Apr-15 tbc

Localities/
HEEM

Skill enhancement

To develop and implement local Co-ordinate support,
Jul-15 Mar-16 tbc
workforce plans targetting,
training and investment
locality medical student teaching across localities in WLCCG.
programmes, salaried GP, practice
manager nurse / HCA
development programmes.

CCG /
Localities,
HEEM

Local workforce gaps
identified and used to
inform training
programme
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Code Name
3.3

4

Investment in
practices

4.1

Premises Strategy

4.2

Premises investment

5

Exploiting
technology

Description
To develop skill mix and
multidisciplinary working within
practices and across the locality

Measurable Result
Start Finish Cost
Improved skill mix to
Sep-15 Mar-17 TBC
support development of
new services and existing
services delivered in a
different way

Commission a primary medical
Identified investment
care premises audit to inform the priorities
development of CCG and locality
based premises strategy.

Jan-15 Aug-15 25k

Alignment of all practices and
community services onto one IT
system

Improved integrated and Apr-16 Mar-19 500k
collaborative working at
both practice and locality
level and reduced
administration associated
with monitoring.

Work with Local Authority
partners to increase awareness of
and access to S106 monies to
support practice developments.

Process for accessing S106 Jun-15 Mar-16 n/a
funds improved and
increased funding secured
by practices.

Secure capital funding and
notional rent to implement
primary medical care premises
strategy

Investment plan agreed

Who is
responsible
CCG/Federat
ed localities

CCG

CCG

CCG/
Federated
localities/
Local
Authority
Apr-15 Mar-19 9.25 m CCG/ NHS
England

5.1

Nov-14Mar-16 60k per CCG /
Support the further development Improved adherence to
annum Federations
and implementation of PRISM in agreed pathways and
all practices
greater awareness of out
of hospital services
through directory of
services

5.2

Implement the agreed IT solution Initially care plans and
Dec-14Apr-16 BCT
CCG /
for sharing information
then wider patient
funded Federations/
particularly for care plans across information shared across
BCT
health and social care providers to organisations to ensure
improve the continuity of patient continuity and safety of
care
care.
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Code Name
5.3

Description
Explore and agree plan to use
new technology to improve on
line and virtual consultations

Measurable Result
Start Finish Cost
Agreed plan in place to
Apr-15 Mar-17 150k
increase use of technology
to support care closer to
home.

6

Listening to
and increasing
participation of
patients

6.1

Jan-15 Nov-15 TBC
Co-designing Services To support each federated locality Community champions
identified and trained from
to broker a new conversation
between people who use services each locality.
and those who provide them, by Communication and
developing and implementing a Engagment strategy
communications and engagement developed, approved and
strategy that helps to recruit and implemented.
mobilise a representative army of
people who are ready and willing
to work with them to improve
services.

6.2

Develop a set of agreed
expectations between our
patients, carers, stakeholders and
our practices.

Apr-15 Sep-15

Who is
responsible
CCG, GEM,
Federations

CCG/
Federated
Localities/PPG

CCG/
Federated
Localities/PPG

7

Improving
quality and
patient
outcomes by
integrated
working

7.1

Care Closer to Home. Identify opportunities at locality Agreed locality approach Apr-15 annual see re- CCG, NHS
level to develop out of hospital
review sources England,
services exploiting locality
chapter Federations
premises and skills to support care
closer to home.

7.2

Through collaborative working
with community, social care and
voluntary sector colleagues
further develop the integrated
team approach to patient care
within each federated locality.

Agreed locality approach Apr-15 annual see re- CCG, NHS
with new community
review sources England,
based services in place
chapter Federations
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7. Resources
At a time when the CCG and wider health economy is facing
enormous financial challenges our Primary Medical Care Plan
needs to be both realistic and clear about the level of resource
available and where funds may come from.
It is important to recognise that the level of system change required to
implement the plan will require funding, but that new resources in
order to do this will be substantially limited. Potentially greater
opportunities for resources to support the change required will come
from non-recurrent (one off) sources of funding and from redirecting
resources from other areas of spend rather than recurrent additional
investment. Equally important will be the ability to use existing
resources to work differently and more efficiently and to ensure that
any freed up resources are redirected/ reinvested into patient care.
Our Primary Medical Care Plan is an integral component of the Better
Care Together (BCT) 5 Year Strategy and sets out how the system
change required will be achieved. The partners engaged in BCT have
developed a Strategic Outline Case (SOC) to appraise whether the
BCT programme is the best way of addressing the local case for
change. In assessing the programme against a range of critical success
factors it finds that the path laid out in the five year strategy is the
only viable way of achieving clinical and financial sustainability in LLR.
The SOC makes the case for the external funding that will be
collectively required through the transition period from 2014/152018/19. The SOC includes non-recurrent capital and revenue
investment for primary medical care but as previously stated this
funding has not been confirmed and is subject to national decisions
regarding available funds.

Capital Support Assumptions
Investment is needed both in terms of bringing existing primary
medical facilities up to date, addressing the growth in the number of
new homes and associated population, and in ensuring there are
appropriate facilities to support the wider health economy
transformation. In order to make this a reality we will explore where
possible with our partners options for utilising existing facilities more
effectively. However there is still a clear need for capital investment in
primary medical estate to support our ambitions.
In West Leicestershire it is estimated that £9.25m is required to both
update and expand a number of high risk premises and to utilise
existing estate better. Funding requested reflects the findings of
previous primary care estates surveys together with more recent local
knowledge of the requirements in each locality.
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Capital Investment Requested as part of Better Care Together
Strategic Outline Case
2015/16

2016/17

2017/18

2018/19

£k

£k

£k

£k

249

749

749

749

203

610

610

610

North West
Leicestershire

222

666

666

666

Hinckley and
Bosworth

249

749

749

749

North
Charnwood
South
Charnwood

Non Recurrent Revenue Support Assumptions
Our CCG is aiming to increase recurrent spend in primary care services
over the next 4 years as part of the move to increase out of hospital
capacity and treat more people in their communities and homes.
During the initial period where capacity is increasing in primary care,
additional non-recurrent funding will be required as new services
develop and new staff are trained. This funding will cover the
following categories:
•

Education and training

•

IM&T improvements and alignment to support development of
hubs

•

Management costs, including legal

•

New equipment

•

Clinical care costs during a period of “double running” where
new services are set up before resources are withdrawn from
existing services.

Non Recurrent Investment Requested as part of Better Care
Together Strategic Outline Case
2015/16

2016/17

2017/18

2018/19

£k

£k

£k

£k

200

200

-

-

Premises Audit £25
IM&T (GPSoC)

-

100

IM&T Virtual
Consultations

75

75

Managerial &
Clinical
Leadership

450

450

Primary Medical
Care Double
Running Costs
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2015/16

2016/17

2017/18

2018/19

£k

£k

£k

£k

(including
education and
training)
450

700

400

400

Double Running
Costs Integrated
Community
Services

675

400

400

Better Care Together Primary Medical Care
Phasing of Transformation
An increase in recurrent expenditure is expected to take place during
2016/17 and 2017/18, with a period of double running in 2015/16
and 2016/17 to support expansion during the phase when new
services are being set up. The recurrent increases in funding will need
to be sourced through a reduction in activity and cost taking place in
other settings of care. The table below sets out the time lines that
support the areas where transitional (non-recurrent) funding is
required.

OMNQLNR=

OMNRLNS=

bëí~íÉ=~ìÇáí=

OMNSLNT=

OMNTLNU=

OMNULNV=

bëí~íÉë=L=fjCq=ÇÉîÉäçéãÉåí=ïçêâ=

j~å~ÖÉêá~ä=C=`äáåáÅ~ä=
iÉ~ÇÉêëÜáé=

mêáã~êó==jÉÇáÅ~ä=`~êÉ=açìÄäÉ=êìååáåÖ=éÉêáçÇ=

kÉï=Åçåíê~ÅíáåÖ=
ãçÇÉäë=

açìÄäÉ=êìååáåÖ=Åçëíë=áåíÉÖê~íÉÇ=
Åçããìåáíó=Ä~ëÉÇ=ëÉêîáÅÉë=

Continuation of CCG Investment
The CCG currently invests in primary medical care through a range of
initiatives including £5 per head of population £1.7m Quality QIPP,
Community Based Services £2.8m, seven day services £500k and
Acute Visiting Service £533k. We are committed to continuing to
invest in these areas and we will seek to utilise this funding to
continue the implementation of the primary medical plan.
As outlined previously, the CCG is seeking to take full delegated
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responsibility for the co-commissioning of primary medical care from
April 2015. This will present further opportunities to use resources
differently to support the implementation of the primary medical care
plan and will require the development of a comprehensive financial
investment and savings plan. The absence of a clear long term
financial plan (for recurrent expenditure) at this point is a clear
omission which will need to be resolved as the co-commissioning
agenda progresses and the CCG is able to take ownership of Primary
Care budgets from the NHS England area team in their entirety.

Improving the efficiency of Primary Medical Care
Within our plan we have identified the need to use existing resources
to work differently and more efficiently and to ensure that any freed
up or new resources are redirected/ reinvested into patient care.
Although more work is required in this area we think that significant
clinical time could be saved through better organisation and a
redesign of the general practice model:
•

It may be possible to stop up to 10% of GP contacts by
organising better and improving access to other health
professionals, allowing GPs to focus their time on those patients
who need them the most.

•

A significantly greater number of patients could be empowered to
self-care by an increasing focus on well-being and prevention.

•

The model of funding and delivering primary care is complex with
Core, DES, Local investment and Community-Based services all
paying for elements of the service provided. Any changes will
enable simplification and scale, reducing duplication and nonclinical staffing requirements. This will create an opportunity for
re-investment into new or differently skilled clinical staff to
support the practices / federated localities.

•

The new model will require a broader range of clinical skills both
within general practice and in the ancillary services. Within
general practice there will need to be more highly trained nurses
and GPs with broader skills for both scheduled and unscheduled
care. This will potentially require new investment alongside the
reinvestment of any efficiencies.

•

Delivering the same GP system across all practices, community
services and urgent care centres across the CCG will enable clear
information sharing and ability to manage patients appropriately
first time without any delay.

217
49 | Primary Medical Care Plan West Leicestershire | 2.0

Criteria for Investment decisions
In further developing the financial elements of the primary care plan
the following criteria for investment will be used to ensure value for
money and improved patient outcomes.
1

Investments will be made to support Primary Care to realise
efficiencies for reinvestment.
E.g. investment to support the work required to move to sharing some
functions across practices, given that this will in turn release some
efficiency for reinvestment.

2

Investments will need to recognise efficiencies generated in primary
medical care.
This links into the point above – efficiencies generated should be shown
explicitly within any investment plans to ensure that the full scale of
investment can contribute towards improved patient care.

3

Investments will support more efficient models of care for patients
(and therefore the CCG)
It may be easier to find resources to support investments which contribute
to delivery of CCG QIPP savings targets.

4

Investments will be made into more effective clinical models of care.
This means that investments should not be made which do not have a clear
beneficial impact on patient care.

5

Investments made into community services/primary care should be
integrated to achieve maximum benefits
This means that it will be important to consider primary care and other
community investments collectively and ensure they are joined up and
considered as one.

6

Investments will include reinvestment of efficiency savings into
service provision
We will need to recognise the efficiency being generated by primary care
and how that is increasing value for money and service provision.

7

Investment decisions will be made with reference to alignment with
other parts of the system strategy and patient needs
E.g. JSNA, CCG Goals, Better Care Together Strategic Direction, etc.

8

Investments will need to demonstrate Value for Money
As all CCG investments.

9

Investments will be subject to overall CCG affordability
Emphasises the limitations of our ability to invest based solely on the above
criteria. The key to maximising investments within primary care (like any
other area) will be based on the CCG’s ability to deliver significant
efficiencies each year.

It will be important to ensure that these criteria are used;
(a) As a basis for making investments into Primary Care where
required, which can be evidenced when set against other
organisational priorities.
(b) For some protection for the CCG Board in making the decisions
from any (perceived or real) conflicts of interests.
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8. Governance
West Leicestershire CCG
West Leicestershire CCG has robust systems of governance in
place, with three sub-groups and two formal committees
supporting the Board’s work, and regular development
sessions to ensure that the CCG continues to improve its
corporate life.
WLCCG Board

Finance
sub-group

Planning and
Delivery
sub-group

Board
Development
Sessions

Quality and
Performance
sub-group

Remuneration
committee

Primary Care
Contract
sub Group

Primary
Medical Care
Implementation
Group

The Board has in place robust decision making arrangements to
enable it to establish and implement joint strategies with the other
Leicester, Leicestershire and Rutland CCGs, via the Commissioning
Collaborative Board, and to manage any conflicts of interest which
may arise.
To support and drive the implementation of the plan the CCG will
establish a Primary Medical Care Plan (PMCP) Implementation Group.
The group will be a sub-group and report on progress directly to the
Planning and Delivery Board sub-committee.
Terms of reference have been agreed and members of the task group
that have supported the initial development of this plan will form its
core membership. This will enable each locality and federation to be
represented together with lay, LMC, public health and Area Team
involvement. The CCG will provide managerial support with the Chief
Operating Officer acting as the SRO supported by colleagues from
Operations and Delivery, Finance, Quality and Communications.
The PMCP Implementation Group will be responsible for:
•

Establishing a framework to provide direction, scope and
oversight of the programme

•

Ensuring expert clinical advice and stakeholder engagement

•

Providing challenge, and coordination of initiatives

•

Performance managing delivery through the project task groups.

Audit
committee
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Monitoring, Evaluation, Improvements
The implementation programme will be underpinned by a robust
performance and governance process, through the established
Programme Management Office (PMO). Through the PMO the CCG
has well established processes including Business Case Development,
Project Initiation Documentation, performance management
dashboards and risk registers, all of which will support effective
programme delivery.
In order to ensure effective monitoring of the programme and any
individual task groups that are established a clear reporting
methodology will be instigated enabling a monthly progress report to
be provided to the Planning and Delivery Group for review. This report
will be an exception report, RAG rated and will detail missed
milestones or deliverables together with requests to review the scope
of the programme/task groups if required.
Elements of the plan will be implemented in a phased way, in order to
deliver quality benefits as soon as possible. The implementation is
planned in five phases:
•

Phase 1: July 2014 – October 2014. The initial phase has
supported the development of the draft plan informed by
members, partners and local stakeholders.

•

Phase 2: October 2014 – December 2014. The second phase
allows us to engage more widely with stakeholders and to further
develop the plan.

•

Phase 3: January 2015 – March 2015. This phase will enable the
implementation group to be formally established, supporting
programme management structures to be put in place. Markers of
success are to be agreed.

•

Phase 4: April 2015 – March 2017. This phase will commence
tangible change programmes laying the foundations for
realisation of the plan.

•

Phase 5: April 2015 – March 2019. This phase will consolidate
and embed change programmes into main stream activity.

Transformed primary medical care will demonstrate a number of
markers of success which will be quantifiable and perceptible to
patients — performance trajectories and projected improvements in
performance as a result of this transformational programme will be
agreed and established in phase one of the programme.
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Federated Localities, Co-Commissioning, and Management of
Conflict of Interest
We recognise the importance in making decisions about the services
we commission in a way that does not call into question the motives
behind which the decisions have been made. Our Constitution sets
out how conflicts of interest are to be managed so that we
commission services in a manner that is open, transparent, nondiscriminatory and fair to all potential providers.
In recent governing body meetings it has become increasingly
apparent that our Board GPs, through their practices’ membership of
the four legally constituted locality federated localities, are likely at
times to be conflicted when conducting particular aspects of the
business of the CCG, particularly in respect of procurement and
award of contract decisions.
Furthermore co-commissioning, where the CCG will assume greater
responsibility and accountability for the commissioning of primary
medical care, reinforces the need to review our governance
arrangements to ensure they remain fit for purpose.

Urgent Care
Current Situation
An 87 year old lady with a history of
hypertension and mild depression suffers
from episodes of mild confusion but
manages to live alone with the help of
friendly neighbours. Following a viral
urinary tract infection she develops a
productive cough, becomes a little more
confused and trips and falls injuring her
right wrist.
The visiting GP finds some signs of chest
infection and in view of the wrist injury
sends the patient to A&E. At A&E the
wrist X-ray does not show a fracture,
although the patient is unable to use her

wrist fully. Chest X-ray shows a little
hazy shadowing and electrolytes a
degree of hyponatremia. In view of the
combination of problems, the patient is
admitted. Following admission the new
surroundings increase the degree of
confusion to the extent that the patient
is eventually discharged to temporary
nursing home placement. This change
again increases the degree of confusion
and she becomes permanently placed in
the home.
The New Way
The GP uses the local Urgent Care
Centre/X-ray pathway to send the
patient to X-ray with the X-rays
reviewed in the Urgent Care Centre. The

test show the hyponatremia. The Urgent
Care Centre immobilises the wrist, and
in view of the hyponatremia and
confusion seeks advice from the Frail
Older Persons Unit up the corridor. The
consultant there stops the citalopram
and bendroflumethiazide.
Arrangements are made to discharge
the patient with the overnight sitting
service and follow up with the intensive
nurse support. The patient responds to
antibiotics and changes in medication
while remaining in her own home.
Longer term management includes the
production of a care plan which includes
social support from voluntary services.
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Risks
Currently identified risks to the plan are set out below. These risks are
being actively managed, and will be monitored through the
governance processes above.

5 Catastrophic

Failure to
sufficiently engage
patients with selfmanagement

4
Major

Lack of resources to
support out of
hospital care and
the implementation
of the plan
Lack of clarity with
regard to the cocommissioning
responsibilities and
accountabilities of
the CCG and AT
Lack of ownership
by practices of the
need to change
Lack of robust
processes to
manage conflicts of
interest – including
reviewing the
constitution of the
CCG

3
Moderate

Federations
developing at
different rates in
each locality with
varying degrees of
engagement from
their member
practices and
leadership

2
Minor
1
Negligible

Impact /
Likelihood

1
Rare

2
Unlikely

3
Possible

4
Likely

5
Almost Certain
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9. Conclusion
The Primary Medical Care Plan has two underlying tenets:
sustainability, and transformation.
In the ‘Case for Change’, we set out the issues facing the CCG: our
health economy is facing a deficit of 21% within 5 years, General
Practice is already working at capacity and cannot in its current form
accommodate a ‘left-shift’ from the acute sector to increase out-ofhospital care, population is rising, with over 65s a particularly fast
rising group, and, despite overall reductions in ill-health, demand for
services continues to grow.
It is always tempting to address the problem of the deficit head-on,
taking whatever action is necessary to manage it. However, this
merely throws the problem onwards by five years. We cannot
accurately predict the future, but we can be confident that the future
will see more disruptive change, new patterns of need and access, a
changing demographic and new pharmaceutical and technological
approaches to currently intractable conditions.
We have therefore pursued a ‘virtuous spiral’ approach. Resources
released by moving care from acute will be re-invested, expertise
developed in implementing the plan will be reapplied, the governance
structures we are creating will be agile to identify changing aspiration
and need at an early stage, and the organisational momentum will
make further change easier to instigate and manage.
This is the reason why we conducted an engagement process with
clinicians, stakeholders, patients and partners, and why its seven
outputs have played a key role in forming this plan. In setting out to
meet these aspirations, and in clearly setting our ambition for Primary
Medical Care in five years time, we have designed our system-change
around a ‘best health system’ approach, rather than ‘cover the deficit
at all costs’.
Our measurable results will be in terms of monies saved, clinical
standards met, quantity of care delivered and meeting the
requirements placed on us by other partners. However, the less
tangible rewards are likely to have far more impact. We expect
General Practice in West Leicestershire to become steadily more
attractive to medical students and to clinicians relocating from
elsewhere. Practices will become desirable places of work, known for
their community atmosphere, common goals and shared values.
Patients will feel substantially more confident of their ability to
manage their own conditions, more knowledgeable about how to
access care appropriately, and more certain that the care programme
they receive is designed around their lives, rather than vice versa.
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