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Why have we developed a primary care strategy? 

Our Vision   

To deliver integrated physical, mental health and social care in the community, which 

meets patients’ needs in the most appropriate setting.   

 

Primary Care and its component parts are pivotal to sustaining the health economy 

and must be at the centre of the development of local services.  

  

 

 

 

 

 

 

 

 

Together with our partners, our strategy will create a patient-centred, sustainable 

primary care system which addresses east and north Hertfordshire’s challenges.   

We recognise that each of our six localities faces different challenges and will 

sometimes need to achieve the same goals in different ways.  Irrespective of how 

healthcare is delivered, we will ensure that all patients living in east and north 

Hertfordshire receive the highest quality care which is easy to access and have the 

best possible outcomes.  
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What is Primary Care? 

This strategy looks at Primary Care as all healthcare delivered outside of the acute hospital 

setting and within this context we particularly focus on general practice improvement for East 

and North Hertfordshire. The CCG commissions community services, community mental 

health services and through co-commissioning, general practice services. A small number of 

services are commissioned from Community Pharmacy contractors. The strategy focuses 

predominantly on these services for which the CCG has planning responsibility.  

Commissioning responsibility for the standard community pharmacy, dentistry and optometry 

services currently rest with NHS England and are not included in co-commissioning 

arrangements.  It is recognised however that these providers play a very important role in the 

primary care system and will be included in future healthcare planning through working with 

NHS England as part of the evolving co-commissioning developments. 

Ambitions and outcomes 

We have two key ambitions - high quality primary care and resilient primary care. 

1. High quality primary care provision: 

• Increase the number of patients dying in their preferred location from the 

current rate of 66%. 

• Reduce 0-2 day emergency admissions to hospital for over 75s 

• Earlier diagnosis of cancer to improve survival rates 

• Better cancer screening rates 

• Good dementia diagnosis – to achieve 67% in east and north 

Hertfordshire 

• Ensure patients requiring IAPT are referred – achieving a 15% referral 

rate. 

2. Resilient primary care: 

• Practices will meet - or exceed - the NHS England Central Midlands GP 

patient survey average for: ease of telephone access; overall 

experience of making an appointment; overall experience of GP surgery; 

whether  patients would recommend the GP surgery to someone who 

has just moved to the local area 

• Reduction in primary care workforce vacancy rates  

• New ways of working – integration and primary care at scale  

• Fit for purpose health and social care premises. 
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1. Executive Summary 

General practice is the foundation of the National Health Service.  Around 90% of all 

patients’ contacts with the NHS take place in GP surgeries, pharmacies dental practices, and 

in opticians.  However the main focus of this strategy relates to GP services. At present, 

general practice receives around 9% of the total NHS budget. Getting primary healthcare 

right in our local communities should prevent ill health occurring, ensure long-term conditions 

are managed effectively and improve the health and wellbeing of the population.      

 

Our strengths 

We are proud of our general practice services, which are recognised as being of a high 

standard.  Since April 2013, we have commissioned a range of innovative new primary care 

services.  

The hospital-at-home scheme ‘HomeFirst’, the acute in-hours GP home visiting service and 

support for patients in nursing and care homes all focus on enhancing the quality of patient 

care and improving recovery rates.   

Results from early evaluation of these new care models are very encouraging.  In some 

areas, these initiatives are already delivering better experiences for patients, improving 

patients’ health and making the most effective use of the resources available.  

 

Our challenges 

Despite these early successes, there are still some areas where we need to do even better 

in order to ensure that primary care services consistently meet the needs and expectations 

of our local population. There are some limitations to the current model of primary care being 

able to deliver these improvements and so we need to make changes to the way we provide 

services.  

The following challenges have been identified in east and north Hertfordshire:   

• The population is a growing and ageing one.  More people are living with multiple 

long-term physical and mental health conditions which place increasing demands 

on general practice and community services. There are also ever-increasing 

demands on hospital emergency departments and unscheduled admissions 

• There has been an increase in the 0-17 age group becoming significant service 

users 
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• One in four of the population will need treatment for mental health problems at 

some point in their lifetime and the majority of these will be managed in general 

practice 

• A variety of information and technology systems used across health and social 

care services do not connect with each other meaning delivery of care is not as 

efficient, effective and safe as it could be  

• Some premises are not fit for purpose and do not meet the minimum standards 

that all patients should expect in 2016.  Patients are frequently left frustrated as it 

is often difficult to get appointments when needed   

• There is a shortage of staff in general practice and recruitment is difficult.  This 

affects the ability to provide consistently high quality care and access to services  

• There are variations across east and north Hertfordshire in areas such as access 

to general practice services, A&E attendances, hospital admissions, outpatients’ 

appointments, long-term conditions management and cancer screening and 

outcomes.  

These issues are not unique to east and north Hertfordshire.   Publications such as NHS 

England’s ‘A Call to Action’, the Kings Fund’s ‘Commissioning & Funding General Practice’ 

and Department of Health’s ‘Transforming Primary Care’ have all outlined aspects of the 

challenges that general practice is facing at a national level. 

Our strategy supports the objectives of our five-year strategic commissioning plan and the 

NHS Five Year Forward View which stresses the importance of a radical upgrade in 

prevention and public health.  

Our primary care strategy describes how we will work with school children and new parents 

to stay well and safely self-care.  It also talks about giving patients greater control of their 

own care, and sets out a commitment to supporting carers and making best use of voluntary 

organisations. 

Removing barriers in how care is provided by different health and social care professionals is 

important and this is echoed in our strategy. We will consider new options for healthcare 

delivery including models where GPs combine with nurses, hospital and mental health 

specialists, and other primary care providers.  

The redesign of urgent and emergency care services to create integration between A&E 

departments, GP out-of-hours services, urgent care centres, NHS 111 and ambulance 

services is a fundamental change for the NHS. Our ambition locally is aligned with these 

plans, having one point of access for all healthcare needs and to consider integration of the 

Acute In-Hours Visiting Service (AIHVS) with other urgent care services. 
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In developing our primary care strategy, we have worked with stakeholders and patients to 

understand their views on existing services, the problems they encounter and the changes 

necessary to make things better.     

 

General practice and primary care that is fit for the future 

Our vision and priorities support five key functions of integrated primary care services 

working in partnership to deliver: 

• Improved population health, particularly among those at greatest risk of illness 

or injury 

• Managing short-term non-urgent episodes of minor illness or injury 

• Managing and co-ordinating the health and care of those with long-term 

conditions 

• Managing urgent episodes of illness or injury 

• Managing and co-ordinating care for those who are nearing the end of their 

lives. 

 

How we will deliver our vision 

We have identified a range of enablers available to localities; 

• An interoperable new electronic patient record – a single system wherever 

possible, which supports safe, effective, ‘joined-up’ patient care across health and 

social care organisations 

• New access models, for example, a single point of access to better integrated 

primary care services, signposting patients to the most appropriate service to meet 

their needs 

• Primary care premises fit for purpose as our population increases and ages, and 

open and accessible to patients when they are needed 

• A well-trained, supported and motivated workforce of employees and volunteers 

who pull together to provide high quality patient care  

• Consistently good practice across general practice, with providers learning from 

each other. Involving patients in their own care, improving cancer screening and 

treatment, managing long-term health conditions, reducing A&E attendances and 

hospital admissions and offering timely outpatients’ appointments 

• A robust, flexible marketplace of provider organisations that can meet the needs of 

our patients 
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• Promotion of seamless co-ordinated care across  primary/secondary care; working 

constructively with secondary care colleagues to provide integrated care 

 

• Modern general practice services that retain the original qualities that are so 

important to people. 

 

We understand that changes to the way primary care is delivered will at times create anxiety. 

We will only make changes that deliver better quality care and are in the best interests of our 

local population. We will continue to be open and transparent at all times in our planning of 

new services and ways of working.  Everyone who is affected by our strategy will have the 

opportunity to contribute to its development and implementation. 

 

2. Delivering the strategy and next steps 

A key role for the East and North Hertfordshire CCG is to enable practices and their localities 

to fully understand and address local issues and concerns in primary care. This strategy 

identifies a range of potential enablers which are expected to help deliver the necessary 

transformational change.  This is not a ‘one size fits all’ solution as each locality will develop 

its own priorities under the overarching CCG primary care strategy. This will be achieved 

through the further development of locality road maps (appendix 3) and locality 

commissioning plans and form part of the CCG’s operational and Five Year 2016/17 – 

2020/21 Sustainability and Transformation Plans. It is important that the CCG’s future 

Strategic Estates Plan and Digital Road Map support and drive the necessary changes 

required in estates and technology. 

GPs and their teams are innovative and resilient and they understand that standing still is not 

an option.  

We know that we need to work differently, but we also want to retain the social heritage and 

unique qualities of general practice. We know that patients and GPs value the trusting 

relationship and role of general practice in the community. 

The health service will continue to see many challenges in the next five years. Delivery of 

this strategy provides a great opportunity to improve services for patients and ensure primary 

care is well-resourced, sustainable, a good place to work and fit for the demographic 

changes ahead.  

We will ensure that all key stakeholders including service users and the local representative 

committees are fully engaged in the development and delivery of the locality operational 

plans. These plans will translate strategic ambition into tangible changes to service delivery. 
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This vision is aligned with the nine CCG ambitions 
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Primary Care Strategy enablers  
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3. Vision for the future: 24 hour integrated community care that’s easy 

to access 

Integration of primary, community and social care, wrapped around the patient  

We will build a system to deliver 8am – 8pm, 7-day services that are clinically appropriate to 

local health and care needs in line with the Five Year Forward View. 

In addition to being more joined up, we will also ensure new services have fewer entry points 

and are much easier for patients to access. 

This new model of care will require collaborative working between GP practices and other 

providers, including the voluntary sector, to deliver locality based healthcare at greater scale. 

Acute In-Hours Visiting Service (AIHVS) provides additional home-visit support during 

normal GP practice hours, allowing practice staff to focus on more complex patients, such as 

those with long-term conditions. Following a successful pilot, this is now a permanent 

service, with scope to become part of the new integrated community care models. 

East and North Hertfordshire Integrated Care Programme Board is a collaboration of health 

and care providers working together to improve delivery of integrated, person centred and 

co-ordinated care. The aim is to improve the care and independence of over 65-year-olds 

with complex needs and long-term chronic physical and mental health conditions.  

The programme is focused on three areas and is closely aligned with the Vanguard care 

home programme. 

Improving access – to simplify how services are delivered through an improvement in the co-

ordination and quality of access and assessment. 

Ensuring seamless transitions of care – to improve quality and minimise numbers of care 

transfers between providers  

Integrating care in the community  - to improve the number of people having care closer to 

home through a focus on transforming the approach to proactive care planning by integrated 

teams  

The HomeFirst service is an example of an integrated service in two localities. An integrated 

health and social care team delivers care for vulnerable patients at home, preventing 

avoidable hospital admission. It is achieved by providing a rapid response service in the 

community and a case management service to plan patients’ care and is proving both 

successful and popular with patients. The Rapid Response component of the scheme is now 

being rolled out more widely across east and north Hertfordshire led by the Integrated Care 

Programme Board.  
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Future adaptations of the model in localities will be further developed and could involve 

greater integration of additional services, to meet local needs, and systems to ensure 

enhanced discharge pathways from hospitals.  

Children and families are another important sector of the community that require seamless 

holistic care from a range of agencies. We will work to strengthen frameworks to support 

children and young families.   
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SUPPLEMENTARY INFORMATION  
 

Chapter 1 – Demographics 

People are living longer with multiple health issues. Lifestyle factors including obesity, 

alcohol consumption and smoking - and the diseases they contribute to - all place a 

significant burden on the health economy, and there are improvements in detection and 

management of long-term conditions. Over the coming 10 years the demand for 

appointments with general practitioners is forecast to possibly double.  

In east and north Hertfordshire there is substantial planned housing growth with 38,100 new 

dwellings expected by 2031. The impact of this is of concern particularly considering it is 

already an area with a slightly higher than average number of patients per square metre per 

general practice.  

 

East and north Hertfordshire is one of the least deprived areas in England based on the 

Index of Multiple Deprivation (IMD) report for 2015. The seven domains were combined 

using the following weights to produce the overall score.  

 

 

Despite being one of the least deprived areas in England, there are still challenges. 
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Several areas have higher than average deprivation scores (outlined in the diagram) 

including wards in Stevenage, Hatfield, Broxbourne, Sawbridgeworth, Letchworth Garden 

City and Hitchin: 

 

 

People in more socio-economically deprived situations tend to have greater health needs 

and worse health outcomes than the general population. This involves a number of factors 

including lifestyle or health behaviour risk factors such as smoking and poor diet. Poorer 

health, access to services, unemployment, lower levels of educational attainment and poor 

housing conditions are also prevalent. Patterns and overall levels of deprivation in east and 

north Hertfordshire are not expected to change in the next five years. 

 

Mortality 

A Hertfordshire woman can expect to live 84 years (compared to 83.1 years for England) 
and a Hertfordshire man 80.6 years (compared to 79.4 years for England). 
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In East and North Hertfordshire CCG, for both men and women, there is an association 
between higher levels of deprivation (IMD score) and higher premature mortality rates from: 
 

� All causes of premature mortality combined 

� Cancer 

� Heart disease and stroke 

� Lung disease 

� Liver disease. 

 

While the number of people overall who have unhealthy lifestyles such as smoking, 

excessive drinking, or poor diet has reduced, those from poorer backgrounds, and the most 

vulnerable, are more likely to have three or more behaviours which in turn can lead to an 

earlier onset of some of the major causes of early death. 

 

 

Ethnicity 

In 2011 approximately 89.8% of residents of East and North Hertfordshire CCG were White, 
2.3% Mixed, 4.6% Asian or Asian British, 2.8% Black or Black British and 0.6% Other (Table 
1.2).  
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East and North Hertfordshire CCG has a higher proportion of white residents than England 
generally, but a slightly lower proportion than the East of England. Approximately 200 
different languages are spoken by pupils living in the county of Hertfordshire. 
 
Table 1.2: Population estimates, persons, number* and percentage by ethnicity, NHS East & North Herts CCG, 2011 

 
 
*figures in this table may not add exactly because they have been rounded to the nearest 100 
Source: 2011 Census, ONS, July 2012 

 

Quality in primary care can be defined as: 

� Reducing avoidable mortality  
� Improving quality of life for people with long-term conditions  
� Providing swift and effective responses to acute illness or injury  
� Patient experience, including experience of access  
� Patient safety. 

 
These significant areas will be reviewed on a regular basis by the quality and safety 
committee. We will support those practices which deviate most greatly from the benchmark 
(known as an outlier) and share best practice through regular education and training events, 
networking and practice nurse workshops. We will also support initiatives to drive up patient 
experience and overall quality within general practice. This underpins our ambition to 
achieve consistency in the quality of care across our patient population. 
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Chapter 2 - Quality and reduction in inequalities 

Underpinning outcomes will drive up the quality of primary care to meet the health needs of 

the population. Quality should include: 

 

In addition we must achieve value for money while still delivering good quality care for 

patients. To do this we must measure services against standards set either nationally or 

locally and compare them. 

 

Clinical effectiveness  

An essential component of clinical governance is to improve and assure quality. As with all 
aspects of clinical governance, clinical effectiveness is about improving patients' total 
experience of their healthcare. Priorities include: 
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This is achieved by: 
 

� Timely access to healthcare services 
� Use of data intelligence i.e. Commissioning for Value and Locality Information Packs 
� Locality board assessment and agreement of local priorities 
� Effective use of GP leadership, to deliver through Long-term Conditions group, Mental 

Health Leaders Group, End of Life Forum, Respiratory network and Diabetes 
Management 

� GP educational events 
� Enhanced Commissioning Framework/ Consolidated Funding Framework. 

 
 
 
Patient experience  

 
It is important that we listen, understand and respond to our patients over their experiences 
of care.  
 
Good patient experience is essential to support improved outcomes and maintain effective 
doctor-patient relationships. Our practices understand the importance of continuity of care, 
although this has to be balanced against growing local and national workforce pressures. 
Stresses on the system are seasonal so we plan to continue to invest in our Winter 
Pressures Schemes.  
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Patient experience will be positively influenced by: 
 

� Practices signing up to extended opening hours throughout the year 
� Admin and reception staff development in the interest of customer service 
� IT investment into practices for self-check-in and improved telephony 
� Practice and locality PPGs network 
� Patient network for quality  
� Reduction in referral variation to ensure timely, quality referral letters to the right 

destination, supported by the use of Choose & Book with patient involvement in 
decision making. 
 

In order to hear our patients we are supported by our local patient engagement network 
based around practice PPGs and locality groups, as well as patients providing direct 
feedback into our quality teams via the Patient Network for Quality. 
  
 
Patient safety 
 
Most work around ensuring patient safety is covered by the requirements of the GMS 

contract and clinical appraisal process. There is an expectation that practices have robust 

complaints procedures and that clinicians share and learn from regular discussions of 

complaints and significant event analysis. Issues around prescribing variation will be tackled 

through local prescribing forums where we will support both local and national initiatives.  

 

Safeguarding of adults and children remains a high priority locally with clinical updates and 

rapid advice available through our locally commissioned safeguarding teams. 

 

We plan to work closely with regulatory bodies to support visits and their outcomes, along 

with proactive work in supporting practices identified as needing change or improvement.    

 

NHS England has developed the Primary Care Web Tool which highlights practice outliers 

from a variety of indicators. This information is fed into Locality Information Packs circulated 

to all practices to promote cross-challenge, support and ultimately improve services. Quality 

visits to those practices which are outliers in certain areas currently take place between 

NHSE and the CCG and will continue to wherever concerns about quality provision of 

general practice arise.  

 
Cancer profiles 

 

While these are nationally co-ordinated programmes, GPs have the potential to influence 

uptake and we are testing new ideas to help with this. These include making patients aware 

of the importance of screening during appointments and flu clinics, offering extended hours 

for cervical screening and writing to patients who have not responded to screening invites. 

The recent NICE guidance on the two week wait cancer pathway is a national driver for 

improving early diagnosis and screening. The map of medicine guidelines will also aid this 

process. 
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This Public Health England table summarises key cancer performance covering 2014/15 

across the main clinical outcomes. The key below shows where our CCG is lower, similar or 

higher than the national average. 

 

 

 

 
 

Further information on the cancer metrics can be found in Appendix 2.



 

21 

 

Chapter 3 - Premises and investment 

Across East and North Hertfordshire CCG there is variation in the standard of general 

practice premises. Some practices have insufficient space to deliver care that consistently 

improves outcomes for patients, including meeting regulatory core standards. Premises are 

also a limiting factor in plans to enable collaborative working, including extended hours and 

reducing reliance on secondary care services.  

NHS England Central Midlands Region premises team has worked consistently to identify 

those premises that are a priority for improvement. Localities have also been developing 

Locality Commissioning Plans which include the availability of suitable premises to 

accommodate integrated primary and community services. Limited capital was available 

from NHS England to make improvements to the general practice estate until January 2015. 

Practices were invited to submit bids for funding from a £1billion non-recurring Primary Care 

Infrastructure Fund (PCIF) in February 2015. 

In March 2015 a number of improvement grants were supported. Four premises schemes 

were approved in principal to go ahead and further develop business cases and enabling 

funding to support the work. The enabling funding was confirmed at the end of October 2015 

and one improvement grant scheme has gone ahead. New bids were invited to be submitted 

to the Primary Care Transformation Fund (PCTF) (previously the PCIF) via the CCG in April 

2016. 

It is essential for longer term sustainability that best use is made of existing available 

buildings. This needs to include consolidation of premises to improve service delivery and 

patient care whilst enabling them to be delivered more economically. Currently premises are 

used for approximately 30% of the week so there is potential to further utilise existing 

premises.  

 

Priorities for funding to underpin new ways of working must demonstrate that they meet one 

or more of the following criteria: 

 

• Improved access to meet the national mandate and constitution standards particularly 

with increased capacity for integrated primary care services out of hospital 

• Improved responsiveness to urgent care needs, with a commitment to a wider range 

of relevant services in line with commissioning intentions to reduce unplanned 

clinically inappropriate admissions to hospital 

• Improved seven day access to effective care within extended hours particularly for 

general practice at scale 

• Improved recruitment and retention and increased training capacity at CCG and 

locality level. 

 

Locality commissioning plans will consider primary care premises in the context of local 

population health needs, with premises being a key enabler to delivery. This will include 
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working with local health and social care providers to identify opportunities to make better 

use of all existing public sector estate and to co-locate and integrate care.  

 

Locality estates plans should also take into account:  

 

• Creation of locality health and social care hubs  

• Consolidation of general practice functions and co-operative working  

• Delivery of general practice at scale  

• Co-location and integration with other out-of-hospital services  

• Better use of technology including near patient testing, telehealth, self-monitoring and     

reporting, especially for patients with long-term care conditions and co-morbidity. 

 

Funding from PCTF will be prioritised for schemes which deliver new models of working 

across more than one practice. The expectation is that all providers in a locality will talk to 

each other to remodel the total local estate to maximise capacity and share costs and 

risks, providing value for money for the public sector.  

 

East and North Hertfordshire has been asked to develop a local estates strategy which 

includes primary care premises priorities. Work on the strategy will be complete by the 

end of March 2016 and the data collected in each locality will inform locality estate plans.  
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Chapter 4 - Workforce: recruitment, retention, training and education  

Recruitment of general practitioners and practice nurses in East and North Hertfordshire 

CCG is reported via local GPs and the Local Medical Committee to be significantly 

challenging. 

This reflects what is now recognised as a national crisis. Some practices report that they are 

simply unable to recruit following months of advertising, and retention of newly appointed 

staff is also a problem. 

Recruitment into the traditional partnership model of general practice is becoming less 

attractive to newly qualified GPs. Reasons include ever-increasing workload, poor morale, 

financial commitment and risk, lack of career development and lack of flexibility in working 

patterns.  

We know the concept of a ‘portfolio career’ is becoming more popular and there are 

examples of GPs working within east and north Hertfordshire pursuing this career structure.   

Retention of staff at other levels is a problem for both health and social care providers.  

‘General up-skilling in reception duties, would enable me to offer a service I feel I am 

more than capable of providing. But ‘restrictions’ on who can do what means staff 

capability is under used’ - receptionist Welwyn Hatfield 

The market for home care is starting to be developed, but additional capacity and attractive 

career opportunities in caring roles needs to be supported. Providers are currently employing 

health and social care staff from the same pool.  

Career opportunities need to be better developed to avoid staff being lost to the health and 

care sector ‘Poor development opportunities/lack of prospects of increased 

earning/decrease in job satisfaction/high stress levels’ - practice manager, Upper Lea 

Valley 

The current retirement ‘bulge’ looming in general practice and practice nursing makes 

addressing the existing recruitment, retention and growth issues an urgent priority. Without 

action, the situation will deteriorate further. Some member practices have described the 

current situation as critical and ‘the perfect storm’. 

  

To build capacity and enhance patient care we will continue to commission different models 

of primary care from external providers, such as Acute In-Hours Visiting Service (AIHVS).  

This will likely require up-skilling of the primary care workforce and adaption of the skill mix. 

These new services provide flexibility for health professionals and offer a variety of roles for 

younger GPs who may not find traditional general practice attractive. We are mindful that 

providers of these new services are currently seeking employees from a diminishing pool 

and are competing with practices for staff. 
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Capacity around home care and community nursing needs to be expanded if we are to meet 

likely future needs of keeping people independent and in their own home for as long as 

possible. 

NHS England Primary Care Public Health Profile for NHS England Central Midlands 

(previously Herts and South Midlands Area Team) Sept 2013 stated a national average rate 

of one GP per 1,351 registered population. The rate in East and North Hertfordshire CCG is 

significantly lower at one GP per 1,538 patients). East and North Hertfordshire CCG is also 

significantly lower than NHS England – Midlands & East (Central Midlands) rate of one GP 

per 1,434 registered population.  

Based on these figures, we would need approximately 50 more GPs in east and north 

Hertfordshire to meet the national average of GPs per 1,000 patients.  

 

 

 

 

 

 

 

 

 

 

There is also considerable variation between practices with some significantly below the 

CCG rate. There may be a range of reasons for the variation. 

A strong commitment to providing training and education for primary care staff helps recruit 

and retain a highly skilled workforce and we have developed a new network to support and 

oversee this important programme.  
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Primary care workforce, planning and education network 

Development of primary care is underpinned by the need for a comprehensive framework for 

education, training and research and we are establishing a targeted network to achieve this. 

The network covers all staff working in primary care including all aspects of general practice 

and the objectives will be to: 

• develop an education and training strategy to include consistent use of 

TARGET (Time for Audit, Research, Guidelines, Education and Training) 

events and supporting education for the whole practice team 

• critically assess the value and outcomes of TARGET and other educational 

meetings across all four participant groups  and to share outcomes across 

localities and member practices 

• ensure future general practice staffing needs are fed into the work of the LETB 

(Beds and Herts Workforce Partnership) 

• work with other stakeholders such as community and acute trusts 

• work with other primary care providers 

• work with the University of Hertfordshire and other educational institutions 

(HEIs) 

• ensure all general practice staff have the necessary training and education to 
be competent in delivering high quality healthcare, including mental health 

• develop and establish innovative posts in general practice 

• increase student nurse pre-registration placements in general practice 

• introduce a practice nurse and HCA development programme 

• develop integrated practice/community nursing          

• increase practice awareness and engagement in research 

• introduce a dedicated sustainable budget for education and training 

• encourage employers to ensure that all general practice staff have an annual 

good quality appraisal and a PDP, and to share information to help shape 

locality, federation and CCG development plans 

• ensure co-ordination of multi-professional educational work streams, especially 

across CCG priority clinical pathways. 

The network will also be involved in workforce planning. Due to increasing workload driven 

by demographic changes, complexity of long-term conditions and increasing community 

care, workforce development is essential. This does not just mean more GPs, but requires 

reviewing the skill mix of primary care as part of a more flexible integrated team. This is 

essential as we introduce new ways of working in line with the Five Year Forward View.  

At present there is no clear career framework for practice nurses, there is a lack of pre-

registration placements in general practice and no clear career path after registration. 

Practice nursing has a poor image and so we must highlight the appeal of a nursing career in 

general practice. We will re-establish the role of primary care nurse tutors, and develop 

primary care nurse training. 
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An East and North Hertfordshire CCG-wide practice nurse network is being established as a 

sub-group of the Long-terms Conditions Group. This will help to meet training and education 

needs of local practice nurses and provide peer support. 

We have a thriving GP training scheme but must create a general practice environment 

where they want to stay and develop their careers. This will involve the introduction of post 

specialist training GP fellowship schemes. A practice staff survey asked all staff to identify 

their top three training needs and this information will be used to help develop training plans. 

We will work vigorously to strengthen our relationship with the Beds and Herts Workforce 

Partnership/LETB ensuring the CCG is clearly linked into the LETB with clinical input. We will 

encourage the rapid collection of enhanced workforce data for analysis. The initial focus will 

be on general practice, but with the intention of extending this to primary care more broadly. 

We will take forward our concerns, which will include lobbying for increased resources to 

improve capacity, career progression and professional fulfilment. 

 

Developing the workforce within community pharmacy  

Strategy for Pharmacy Services 2016: 

Mission statement  

We would like to see recognition and integration of community pharmacy services into care 

pathways and service redesign.  

 

We support pharmacists working more clinically to improve patient outcomes and it is key 

that we do all we can to develop a culture of prevention and self-reliance through public 

health, health promotion and self-care.  

 

It is vital that we increase the capacity and capability of primary care to manage patients with 

complex health needs and long-term conditions. We need to deliver medicines optimisation 

priorities so patients gain optimal benefits from medicines. We need to improve the transition 

of medicines use across care boundaries by improving links between community pharmacies 

and hospital pharmacy services as well as GP practices 

 

Patient benefits will include improved medicines safety, better patient experience, improved 

transfer of care and reduced reliance on GP services and more support to be cared for at 

home. 

 

We would like community pharmacy to be the first port of call for self-care in the community; 

to be a first line option from NHS 111 to avoid inappropriate use of A&E and out of hours 

services. (e.g. Community Pharmacy Emergency Supply Service CPESS). 
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Pharmacists’ roles in NHS 111 can also be developed. We will support the establishment of 

clinical pharmacists working in GP practices who are able to prescribe and work alongside 

GPs. 

 

We will continue to develop the benefits of clinical pharmacists in care homes and 

multidisciplinary teams by exploring independent prescribing roles. We will establish a team 

of “in practice pharmacists” to support medicines optimisation at practice level, as well as 

developing pharmacist support to the expanding HomeFirst service. 

 

We will further promote better use of established services e.g MURs and NMS. 

 

We will also explore how pharmacists can support those with minor illness and injuries. 

 

We want pharmacists to support patients to make the most of their medicines, promote 

health and provide advice on how to live better, harnessing the skills of the wider pharmacy 

team to support and deliver high quality patient centred health and care. 

 

Key priority areas: 

 

• To support any skill mix reviews across the workforce 

• To support the roll out of SCR to community pharmacies 

• To review and evaluate CPESS 

• To support development of the pharmacy workforce to meet future challenges – 

potentially including pharmacists as prescribers within care pathways, where 

appropriate. 

• To explore how to make best use of the community pharmacy network 

 

Enablers: 

These include good engagement with the LPC, pharmacy contractors, LPN, and local 

authority; collaborative working with local schools of pharmacy, LETBs, AHSNs and 

workforce development teams; a robust and comprehensive Pharmaceutical Needs 

Assessment (PNA) to inform local commissioning, and an integrated programme board 

pharmacy work stream. 

 

Challenges: 

• Lack of understanding by commissioners of the opportunities and potential of the 

existing community pharmacy workforce 

• Insufficient pharmacists with advanced clinical expertise 

• Lack of evidence to demonstrate effectiveness/efficiency of new services provided by 

pharmacies   

• Potential upheaval within the community pharmacy infrastructure as DH proposals are 

negotiated and implemented. 
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Chapter 5 - Technology and information sharing  

Current information sharing across health and social care services is suboptimal.  This leads 

to inefficiencies, wasted resources and increased clinical risk. The diverse numbers of 

clinical systems in use do not integrate effectively, adding risk and frustration for all 

concerned. Patients in particular, often have to repeat their story unnecessarily and 

experience fragmented care. 

 

The government has made a commitment that all patient and care records will be digitally 

interoperable and paperless by 2020 and CCGs are required to have a digital road map by 

the summer of 2016.  

 

A number of key technological enablers have been identified. Greater sharing of the 

electronic patient record across health and social care, is considered to be one of the most 

important, starting with GP practices and out of hospital services and then extending to acute 

hospital services, GP out-of-hours and social care.  

There is significant technology available to help make clinical care safer, easier to access 

more joined up, and efficient, thereby providing a better patient experience. Initiatives include 

the introduction of Map of Medicine (MoM) and utilising pseudoanonymised GP data 

extraction (where a patient’s NHS Number is scrambled so that it is not identifiable but it still 

allows records for the same patient to be linked across multiple data sources) to enhance 

risk stratification.  

A single electronic patient record system is the intention for general practice across east and 

north Hertfordshire, and support will be given to practices in the process of migration, as it 

can be time consuming and disruptive.   

  

Technology facilitating shared record access between different systems already exists and is 

constantly being developed.  A single system may not be preferable or realistic in all cases, 

but interoperability gateway solutions, which allow clinicians to securely share up-to-date 

patient data across systems, where appropriate, will be considered and investigated. To 

date, existing technology has not enabled the creation of a truly shared record that can be 

viewed and edited by multiple healthcare providers.  
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Chapter 6 - Co-commissioning of primary care services 

Background 

Co-commissioning is the formal involvement of CCGs in the planning and purchasing of 

primary healthcare services previously solely undertaken by NHS England.  East and North 

Hertfordshire CCG first started co-commissioning in 2015-16 – the first year the initiative was 

launched. 

Co-commissioning presents an important opportunity to break down some of the barriers to 

significant future transformational change - change that will ultimately deliver higher quality 

more sustainable services for the local population.   

We see co-commissioning as an enabler to: 

• Reduce variation and improve quality and clinical outcomes in general practice 

• Explore the potential for wider co-commissioning with local authorities, including 

public health 

• Commission enhanced pharmacy services  

• Promote the need for premises improvements both at local and national level. Co-

commissioning is the mechanism for the CCG to invest in on-going revenue 

funding for general practice premises’ development  

• Align enhanced funding to the CCG’s key strategic objectives of better patient 

outcomes 

• Achieving a well-trained and fully staffed primary care workforce that benefits from 

new clinical roles and integrated service models. 

 

East and North Hertfordshire CCG selected a joint co-commissioning model for 2015-16 and 

opted to remain in a joint co-commissioning model for 2016-17.  Member practices and 

service users were effectively engaged in the planning and decision-making process. The 

benefits to patient care were recognised through this consultation. Concerns were raised by 

governing body GPs and member practices about the increased conflict of interest that co-

commissioning creates. To help ensure that such conflicts are effectively managed the CCG 

lay membership has been increased from two to three roles and the CCG’s conflict of 

interest management policy has been updated.   

 

Co-commissioning of primary care - design principles for clinical care 

• A senior clinician capable of making decisions about the correct course of action is 

available to patients as early as possible in the process especially using telephone 

advice where appropriate 
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• Patients have the minimum number of separate visits and consultations that are 

necessary, with access to the quickest advice in appropriate locations underpinned by 

systematic use of latest secure electronic communications technology 

• Patients are offered continuity of relationship where this is important and access at 

the best times to support anticipated care management especially for those with long-

term conditions 

• Care is pro-active and population based where possible across practices and 

localities 

• Care for frail people with multi-morbidities is tailored to individual needs and shaped 

with them and their carers particularly in residential and nursing home settings 

• Where possible patients are supported to identify their own goals and take 

responsibility for self-care in managing their own condition and care. 

 

Work plan 

Co-commissioning will strengthen the development and delivery of CCG operational and 

five-year sustainability and transformation plans (STP) 2016/17 – 2020/21.  This is directly 

linked to the CCG locality commissioning plans and estates and technology strategies. 

As part of delivering strategic plans the CCG will, through co-commissioning arrangements, 

also need to have appropriate input and oversight of key contractual functions such as 

primary medical services procurement.  Clarity on responsibilities and professional 

boundaries is important to ensure the benefits of co-commissioning are realised, and this is 

an area for further development. 

 
 
Future developments 

 

It is expected that during 2016-17 CCGs will have the opportunity to reconsider and alter 

their level of involvement in co-commissioning for 2017-18.  Thorough preparation for any 

future transition to delegated co-commissioning (which is the likely direction of travel 

although no formal decisions have been made at this stage) is very important.  This will help 

ensure the CCG is adequately resourced to discharge its new responsibilities.  

 

Finance 

East and North Hertfordshire CCG’s allocation of funding in 2016/17, for the services it 

commissions is £715.8 million.  This does not include the cost of GPs, other practice staff or 

GP premises, which are commissioned by NHS England.  This represents an increase of 

approximately 6% over the 2015/16 allocation - a higher increase than the national average.  

It is higher because the CCG’s funding is deemed to be below its target “fair share” based on 

population weighted for age and need.  NHS England has also published allocations for the 

following four years, 2017/18 to 2020/21, when growth reduces to 2.7%, 2.8%, 2.9%, 4.6% 

respectively, with the latter two years being indicative only. 
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Each year the CCG governing body agrees a balanced financial plan taking account of 

changes to tariff prices paid to NHS Trusts, other inflation, efficiency savings, investments, 

population growth and other growth. In 2016/17 the CCG is also required to deliver a 1% 

cumulative underspend, to set aside 1% of its allocation to be spent non-recurrently, and to 

set aside a contingency reserve of a minimum 0.5%. 

In 2015/16 the CCG’s spend is forecast as shown in the chart below:   

Acute services

Mental health/LD services

Community services

Continuing healthcare

Prescribing

Other Primary Care services

Running Costs

 

The total spend identified in the chart for Other Primary Care Services is £17.9m relates to 

services commissioned by the CCG only, (i.e. excludes services commissioned by NHS 

England).  Further detail is given in the table below: 

Primary Care Services £'000

Out of hours services 4,553

Acute in hours visiting service 1,567

Primary care IT 1,495

Enhanced services* 5,716

Over 75s enhanced service 2,936

Quality premium 849

Home oxygen 754

Total 17,870  

* Enhanced services includes funding of the consolidated fund framework, enhanced 

services provided to care homes, and a number of other services provided in GP practices. 
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Chapter 7 - Detection and prevention of disease  

We would like to put prevention of disease at the heart of our work streams. We will ensure 

that diseases and risk factors are identified early. This will help prevent the development of 

complications and therefore reduce A&E attendance and unplanned admissions. We will 

work to support public health teams in commissioning NHS health checks and also continue 

to develop new schemes such as the nursing home Vanguard project, where we are 

providing additional clinical support to care home staff and residents.  We will continue to 

work with Public Health England to try and increase the uptake of seasonal flu vaccines 

amongst those vulnerable and most at risk. 

All primary care services and healthcare workers have an important role to play in the 

prevention of disease and prevention of complications of disease.  We will work with NHS 

England to develop and align prevention strategy and interventions for community 

pharmacists, dentists and optometrists.    
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Chapter 8 - Collaborative working 

Experiences in other parts of England suggest there are patient experience, quality 

improvement outcomes and financial gains to be had from GP practices working together as 

either federations or collaborations. It is widely believed that new ways of working across 

general practice will be a key factor in ensuring a resilient service in the future. 

We firmly believe the development of collaborative working is essential. This will be of mutual 

benefit to our member practices and the CCG, as a commissioning organisation, because it 

will enable general practice to develop at scale around a registered population. A 

collaborative working model will also help general practice engage with the local integrated 

provider group to deliver true patient centred integrated care. 

 

Collaborative models of working either exist or are forming in all six localities. All areas will 

be offered support for transformational change, with the goal of delivering higher quality 

general practice services which meets the commissioning requirements of the CCG. This will 

be in collaboration with the LMC. 

We will also support the exploration of general practice and federations working more closely 

with other providers.   
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Chapter 9 – Research 

We want to encourage and promote research within general practice (as well as supporting 

opportunities in primary care more broadly) and will provide support for practices to develop 

their research expertise and workforce. There are two research related national funding 

streams which can help general practice to participate in research:  

• Research Site Initiative scheme (RSI) – financial support provided to practices that 

meet defined governance and quality standards for research.  

• National Institute for Health Research (NIHR) Research Capability Funding (RCF) is a 

recurrent funding stream designed to support research-active NHS organisations. Our 

priority will be for RCF to be reinvested in general practice in order to develop and 

promote the research portfolio. We will work in partnership with other organisations 

such as the University of Hertfordshire to ensure funding delivers the best 

developments in medicines and technology for patients.  
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Chapter 10 – Patient and carer support  

There is currently a culture of reliance by local people on GPs and general practice as the 

principal contact for healthcare needs. If general practice is to remain sustainable we must 

work in partnership with patients, their carers and relatives, our partners and stakeholders to 

make good health everyone’s responsibility.  

To ensure our local communities are engaged we will establish locality based patient and 

carer reference groups to contribute to and review development of our primary care 

development plans. 

In addition, working in partnership with patient participation groups, public health, social care 

and local authorities we will look to: 

- Utilise and develop our existing patient participation network to engage and 

communicate with the wider population on the appropriate use of healthcare services 

and self-care tools 

- Target appropriate identified representatives of community groups whose voice is less 

heard in healthcare, ensuring their needs are recognised and considered 

- Work proactively with new parents, children’s centres, nurseries and schools to 

provide information and raise confidence in undertaking appropriate self-care, and 

use of local services for children and young people 

- Use all appropriate communications channels to promote key health and wellbeing 

messages and appropriate services – particularly digital and social media, as well as 

local media. 

- Ensure all GP practices across east and north Hertfordshire have an up-to-date 

website containing relevant information that is easily accessible for their population 

- Work towards each practice having a lead for patient self-management, and 

motivational consultation techniques  

- Ensure patients have knowledge of, and can easily access, public health initiatives, 

e.g. – health walks  

- Ensure linkage to Better Care Fund plans. 

 

Supporting the role of the carer  

There are about 56,000 family carers in east and north Hertfordshire, which is around 10 per 

cent of our population, although this could be an underestimate.  

 

Supporting and identifying carers is a topic of particular importance to our patient and carer 

network. It currently contributes to a number of initiatives in partnership with GP practices 

and voluntary sector organisations, to help identify and provide support to carers in east and 

north Hertfordshire.  
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We are committed to; 

• Identifying carers of all ages and ensuring they have sufficient support to stay well 

and healthy 

• Working with the voluntary sector to ensure best use of available services  

• Continuing to consult and work in partnership with our patient and carer member 

network on carer support, and identifying initiatives 

• Commissioning services that ensure no carer goes unidentified through lack of 

awareness. 
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Chapter 11 – Consolidated Fund Framework (CFF) – proposals 2016-2020 

The governing body of the CCG has agreed to consolidate existing funding streams and add 

a small new resource from PMS review. This is to create financial stability for general 

practice to invest in the workforce and achieve our strategic ambitions. The two existing 

streams are for the enhanced care of over 75s, and the current commissioning framework 

focused on long term care conditions. 

The key change is that this money will be recurring for four years with 2016-17 being a 

shadow year to get systems, processes and incentives right. The following three years will 

see recruitment and retention of staff to support care management across general practice. 

In line with the priorities in this strategy, the overall objective is to allow general practice to 

lead and develop care management and care co-ordination for those with cancer and long-

term conditions. These patients are growing in numbers and are 60% of the urgent care 

system users. The aim is to increase the focus on prevention, anticipating care, and creating 

measurable improvements in outcomes for patients and population. 

 

Details of how the CFF will operate are being finalised for April 2016. The key headlines 

based on 2015-16 registered patient numbers would be a CFF of approximately £5.8m split 

20% across enabling funds and addressing financial balance and 80% for cancer and care 

management. This is against an agreed list of patients, some from risk stratification and 

some from local discretion, of those at risk of emergency admission. The CFF will enable 

GPs and practice staff to work with self-care patients and carers and shared-care patients 

with secondary care consultants.  
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APPENDICES 
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Appendix 1: Our stakeholders’ views 

“A joint approach between the CCG and patient participation groups at all levels is essential 

if the current challenges are to be addressed and new ways of delivering services with good 

outcomes are to be implemented.  Since the inception of the health service the GP has been 

the first point of contact and in order to deliver the transforming agenda required to meet the 

increasing demand on services and finite financial resources this will need to change.  

Patients in general will find this a difficult step to take and patient participation groups are in 

an ideal position to take forward the positive aspects of the change agenda and reassure 

other patients that this does not mean a decline in the services which they receive but an 

enhanced service, delivered in a different way, with patients being able to take a positive 

approach to influencing their own healthcare within a sustainable economy.  Patients will 

need to understand the totality of primary care and not see this just as their GP being 

available on demand.  Patient participation groups (both actual and virtual) are within the 

community, able to take forward these messages to friends and neighbours along with the 

local and national publicity.” 

Carol Taylor 

PPG Church Street Surgery, Ware, PCG Upper Lea Valley                                                                        

Primary Care Strategy Service User Reference Group 

 

“Herts LMC is pleased that East & North Herts CCG recognises the importance of strong and 

stable general practice to their whole commissioning strategy, while at the same time 

recognising the unprecedented challenges GPs are facing. We look forward to working with 

the CCG to ensure the sustainability and development of general practice which will result in 

continued improvements in quality, safety and diversity of services provided in the 

community for all of the population of East and North Hertfordshire.” 

Peter Graves Chief Executive  

Herts Local Medical Committee (LMC) 

 

“East and North Herts CCG is consulting with Hertfordshire Local Pharmaceutical Committee 

(LPC) on primary care development recognising community pharmacy as an integral part of 

primary care by investigating innovative ways to support general practice and others in 

providing coordinated care to patients. We hope that community pharmacy will continue to 

be involved and consulted at the beginning of new developments by the CCG to ensure that 

there is a coordinated and a whole system approach to patient care. We look forward to 

building on collaborative relationships with commissioners and other healthcare professions 

to ensure patients get the right care at the right place at the right time whilst helping them to 

be as healthy as they can throughout their life”. 

Helen Musson Executive Officer 

 Herts Local Pharmaceutical Committee (LPC)  
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“Although public health and primary care are often conceptualised, organised, and funded as 

two separate entities, strengthening primary care can support some public health functions 

and public health can in return enhance the provision of population-wide primary care.  

“Therefore a well-developed primary care system creates benefits in terms of population 

health, with the reduction of avoidable morbidities and mortality, and hospitalisations as 

recognised in the Hertfordshire Public Health Strategy 2013-2017.   

“We look forward to working with the CCG and general practices of east and north 

Hertfordshire to ensure the sustainability and development of primary care which will result in 

continued improvements in the population health of east and north Hertfordshire”. 

Dr V K Nagaraj, Consultant 

 Public Health 
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Appendix 2  

 

Emergency admissions with cancer (per 100,000 population)  
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Females, 25-64, attending cervical screening within target period (3.5 or 5.5 years) 

 

 
 

 

 
 

 

 



 

43 

 

Persons, 60-69, screened for bowel cancer in last 30 months (2.5 year coverage) 

 

 
 

 

 
 

 

 



 

44 

 

New cancer cases treated (Detection rate: % of which resulted from a two week wait 

referral) 

 

 
 

 

 

 



 

45 

 

Appendix 3: Locality roadmaps  
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4. Glossary 

 

ENHCCG East and North Hertfordshire Clinical 

Commissioning Group  

HCAs Healthcare Assistants  

NIHR National Institute for Health Research 

RCF Research Capability Funding 

MoM Map of Medicine  

GMS General Medical Services 

LMC Local Medical Committee  

LETB Local Education and Training Boards  

CPESS Community Pharmacy Emergency Supply 

Service 

SCR Summary Care Record 

AHSN Academic Health Science Record  

MUR Medicines Use Review 

NMR New Medicines Review 

LPC Local Pharmaceutical Committee 

AIHVC Acute In-Hours Visiting Service 

A&E  Accident and Emergency 

 

 

 

 


