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Welcome
Covid-19 has presented us all with challenges that in many cases we would not have
anticipated. For many the consequences have been serious and too often tragic. The
National Health Service (NHS) responded quickly and effectively to meet the issues
created by the pandemic highlighting the need to fulfil the objectives of greater
integration; and the real benefits for patients and professionals that can be harnessed
when working more collaboratively.
Across the East of England, there have been great examples of innovative working,
creating resolutions to some of the difficulties facing primary care in relation to long
standing capacity and workforce constraints, and more recently in response to the
impact of Covid-19. In order to showcase the examples of greater collaboration and
hopefully learn from our shared experiences we have drawn together this
compendium of case studies. We hope that these will prove helpful in quickly
identifying best practice and providing some food for thought when you are deciding
how to address your operational issues. With the permission of the contributors, we
have provided contact details for each of the case studies and we encourage you to
contact those who have tackled the issues you too are interested in solving.

Our Partners

Foreword
Rachel Webb
Regional Director of Primary Care and Public health
NHS England and NHS Improvement – East of England
Firstly, we would like to take this opportunity to thank all of you, not only for the work
highlighted here, but for your continued efforts to improve your primary care services
in line with the needs of your local populations and for the rapid pace at which you
have adapted your services in response to Covid-19.
The whole health and social care system has been hugely impacted by Covid-19,
and with waiting lists for secondary care continuing to grow, and a reduction in the
ability to deliver face to face care safely, we must evaluate how we can continue to
transform how we deliver care, and how we work with our partners in the wider
healthcare system to ensure our local populations have access to the services they
require.
We hope that by highlighting some areas of best practice that have improved quality
of care and patient experience you are inspired to review which of these initiatives
you could adopt and adapt, and how your services will continue to transform in the
post-covid era.
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Respiratory Oversight Group
MDT Working / Digital Utilisation
Background and Purpose
In Mid Essex, a collaboration between primary and secondary care respiratory physicians has been set up (the
respiratory oversight group) to support patients with respiratory issues to be managed closer to home. Prior to
Covid-19, there was already a need for more patients to be managed out of hospital where possible. As a way
to ensure their patient population was supported, Mid Essex GPs and secondary care respiratory clinicians
piloted a virtual MDT with a chronic obstructive pulmonary disease (COPD) focus. This is part of a suite of
other initiatives the respiratory oversight group are developing to support respiratory patients, such as local
respiratory services for spirometry, diagnostic hubs, pulmonary rehab, and digital support (myCOPD and
myAsthma Apps).

Key Aims
1. To ensure respiratory patients are receiving the appropriate treatment
2. To ensure GPs are supported to provide the best treatment plans for their patients
3. To a create a peer learning environment, that supports primary and secondary care to create the best
clinical value for their patients.

Implementation
 The respiratory oversight group is made up of: a
respiratory consultant, a GP, a respiratory nurse
specialist (community respiratory team) and a Mid
Essex CCG representative.
 The virtual respiratory MDT had been successfully
piloted prior to Covid-19 with a COPD focus.
During initial phases of Covid-19 the virtual MDT
was paused, resuming again on 22nd September
with a wider respiratory focus
 The virtual MDT allows more in depth verbal
discussion around such cases and therefore,
created a peer learning environment
 Allowing secondary care clinicians more insight
into the holistic factors impacting patients health
and wellbeing
 Providing primary care support to manage these
cases in the community
 Collaboration to ensure all patients are
supported appropriately

Results
 Improved relationships between primary and
secondary care colleagues.
 Collaborative development of pathways for
breathlessness and chronic cough to standardise
referrals to secondary care and support
management of patients within the community
 Increased understanding of ‘correct’ patient
pathways.
 Supporting GPs to manage more complex
respiratory patients in the community.

Next Steps
1. Continue to collaborate on patient pathway
developments
2. Continue to liaise with Improving access to
psychological therapies (IAPT) to see how they
can be involved in the care of patients with
chronic respiratory conditions

Key Contacts
Dr Ike Adiukwu
Sessional Clinical Chair – Primary Care
Mid Essex Clinical Commissioning Group and GP
iadiukwu@nhs.net

Dr Abi Moore
Respiratory Consultant
Broomfield Hospital
abigailleoni.moore@nhs.net

Expert Triage in Cambridgeshire
and Peterborough
Referral Management
Background and Purpose
During the Covid-19 period waiting lists grew, only urgent, two week wait (2WW) and rapid access services
remained open in secondary care. This required a redesign of referral pathways from primary care into
secondary care. Previously in Cambridge University Hospital Foundation Trust (CUHFT) and North West
Anglia Foundation Trust (NWAFT) outpatient appointments had been directly bookable, advice and guidance
services were not well utilised. It was estimated that approximately 14% of referrals to secondary care were
potentially unnecessary or could be managed in a non-acute setting. During the initial phases of Covid-19 the
ability to refer routine cases was paused and there was a need to redesign how primary and secondary care
could work together to transform how routine referrals were managed. A GP-led shared board between
primary and secondary care was established to co-design sustainable solutions and has been key to the
success of this model.

Key Aims
1. Implement a GP-led joint working group to find sustainable solutions
2. Reduce the number of referrals to secondary care
3. Expand advice and guidance service

Implementation
 During the initial phase of Covid-19 it was agreed
to direct all urgent referrals for advice and
guidance (A&G) to determine suitability (unless
2WW). As services begin to reopen, the model of
A&G plus clinical assessment service (CAS) or
referral assessment service (RAS) has been
implemented via the electronic referral service
(eRS) ensuring all referrals are triaged and
directed appropriately at the point of referral.
 At NWAFT all specialties moved onto RAS model
at once, CUHFT are in the process of moving all
services onto CAS model, currently ten services
live, with the remainder of services live by the end
of September
 Consultant job plans were changed to support this
 Diagnostic support is provided through community
based echocardiogram, ultrasound, endoscopy
and plain film services, where possible, to reduce
footfall through secondary care and streamline
patient pathways. Capacity in these services has
been increased during covid-19

Results
 Being able to meet virtually allowed the project to
progress at pace, easier for primary and
secondary care representatives to find time for
virtual meetings
 Use of A&G has doubled, with approximately 30%
of onward referrals are avoided through the use of
A&G through e-RS.
 Front loaded triage - decisions are made at start
of the patients pathway to avoid unnecessary
waiting, if referral is rejected it is sent back with a
management plan
 Successfully opened a drive through phlebotomy
service for adults to support new pathways and
meet demand for blood tests while reducing F2F
contact

Next Steps
1. Continue with co-design approach between
primary and secondary care
2. Increase community diagnostic capabilities
3. Explore Enhanced GP / GPwSI roles

Key Contact
Ros Campbell
Choice, NHS e-Referral and 111 DOS Manager - Cambridgeshire and Peterborough CCG
roscampbell@nhs.net

Drive through Phlebotomy in
Cambridgeshire
Diagnostics
Background and Purpose
During the outbreak of Covid-19, referral pathways from primary care into secondary care required adapting, to
avoid increases in patients waiting to be seen. Previously in Cambridge University Hospitals Foundation Trust
(CUHFT) and North West Anglia Foundation Trust (NWAFT), outpatient appointments had been directly
bookable, leading to some referrals ending up in secondary care prior to receiving appropriate communitybased tests. To support the new expert triage model, that had been implemented there was a need to ensure
that the appropriate community diagnostic services were available to direct patients to, while ensuring that this
increase in demand did not increase footfall in GP surgeries. Co-design between primary and secondary care
has been key to the success of this model.

Key Aims
1. Reduce unnecessary face to face (F2F) activity
2. Reduce routine diagnostic activity in secondary care
3. Streamline patient pathway

Implementation
 Community-based diagnostic support was already
in place for Echo, Ultrasound, Endoscopy and
plain film services where possible, to streamline
patient pathways.
 During the initial phases of Covid-19 it was
recognised that changes in practice were
impacting on the number and flow of patients able
to access existing phlebotomy services.
 As face to face contact was limited this may have
led to delays, or patients attending hospital for a
routine blood draw and having to re-attend for an
outpatient appointment once results were
available, resulting in increased traffic through
secondary care.
 A drive through Phlebotomy service was set up in
a park and ride in Cambridge and a collaborative
between a community phlebotomy service and the
GP federation was set up in Peterborough to allow
patients to have a blood sample taken for testing,
while minimising contact between patients and
staff and streamlining patient pathways
 Primary care clinicians and secondary care
consultants triaging referrals can access this
service.

Results
 Successfully opened a drive-through phlebotomy
service (for 16yrs and over) to support new
pathways and meet demand for blood tests
 Provided a safe model of care that reduces F2F
contact and risk of Covid-19 transmission for both
patients and staff
 Reduced footfall through primary and secondary
care for blood tests, reducing risk of transmission
for staff and patients that do require on-site
appointments
 Ensuring that patients have access to necessary
blood tests for any necessary onward referrals or
management plans in a timely way

Next Steps
1. Continue with co-design approach between
primary and secondary care
2. Increase community diagnostic capabilities across
Cambridgeshire and Peterborough

Key Contact
Ros Campbell, Choice, NHS e-Referral and 111 DOS Manager, Cambridgeshire and Peterborough CCG
roscampbell@nhs.net

Referral management – West
Hertfordshire ICP
Referral Management
Background and Purpose
Following initial trust Covid-19 incident management response, there was a need to jointly manage the large
volume of planned care referrals and reduce long waiting times for first outpatient appointments. Joint system
working was required, with a collaborative approach to re-instating referrals cancelled due to Covid-19 incident
management response and management of backlog and new referrals. There was agreement to implement an
improved and streamlined referral management process by developing specialty level referral assessment
services (RAS) utilising the electronic referral service platform (eRS)

Key Aims
1. Restart routine secondary care activity following Covid-19 incident management
2. Re-instate cancelled referrals as clinically appropriate
3. Implement a more streamlined joint primary, community and secondary care approach to managing
backlog and new referrals in a timely manner

Implementation

 Routine secondary care referrals were restarted
from 15 June 2020 following a pause due to
Covid-19 incident management response
 West Hertfordshire Hospitals NHS Trust, Herts
Valleys CCG and primary care worked
collaboratively to contact all patients whose
appointments had been cancelled to re-instate all
required referrals appropriately
 Improved referral management with specialty
level RAS services set up on eRS to enable better
streamlining of referrals
 Faster access to specialist advice for GPs
 Better joint working between primary, community
and secondary care to ensure patients are
supported effectively in the right way as quickly as
possible
 Increased capacity for virtual management
 Improved communication with primary care
 Jointly produced patient information

Results
 GP referral into trust via eRS RAS. Trust triage
routine referrals with the following potential
outcomes:
 Advice and guidance
 Virtual consultation
 Direct to test
 Face to face appointments where needed
 Patients held on waiting list by the trust until
appointment can be offered
 A more streamlined and joint approach to triaging
and managing referrals

Next Steps
1.
2.
3.

Monitor backlog, referral activity and waiting
times for planned care
Evaluate effectiveness of RAS
Expand RAS capability to wider specialties

Key Contacts
Pamela Shepherd
Programme Manager, Planned Care
p.shepherd@nhs.net

Fran Gertler
Director of Integrated Care
fran.gertler@nhs.net

AskMyGP – Appointment
management
Digital Utilisation
Background and Purpose
Stowhealth Practice demographics:
 Region – Ipswich and East Suffolk
 Practice Size – 20,000
 Geography – Rural
 Deprivation Score – 14.7 (2019)
 Population challenges – Multiple care and
supported living homes.

Patients complete their requests online using the
practice website. Patients unable to use the
online system phone the practice and care
navigators complete online requests on their
behalf. Patients are able to request a clinician of
their choosing and state how soon they would
like a response.

Key Aims
1. To improve management of patients with long term conditions
2. To reduce congested telephone demand and improve access to appointments
3. To reduce clinician frustration with demand of telephone triage

Implementation
AskmyGP provides a section for patients to describe
their request, to attach a picture or document and
asks 3 questions:
 What are your concerns today?
 How would you like us to help?
 How would you like us to resolve your request?
By email, video, visit or face to face
Requests go to the practice dashboard, which
displays demand and capacity and allows care
navigators to allocate to clinicians.
Challenges and recommendations:
 Adoption of change with frontend staff.
Recommendation include early consultation with
staff, training reception team as care navigators
and building staff resilience to handle queries
about change from patients.
 Not currently integrated with SystmOne.
Users currently copy and paste requests into
patients’ notes
Implementation advice:
 Online consultation is a demand-led service,
think through how to manage unmet demand;
the staffing and cost implications.
 Whole system/workflow change is needed for
successful implementation

Results

 80% of patients prefer online or telephone over
face to face appointments. This was consistent
prior to Covid-19.
 75% of requests are now being completed online
directly by patients, reducing telephone
congestion
 Improved continuity, 81-91% of patients have
their request resolved by the clinician of their
choice.
 Patient satisfaction increased from 73% to 81%
between Jan 2020 and May 2020.

Next Steps
1. Currently AskMyGP is not integrated with
SystmOne – this integration is expected to be
available soon

Key Contacts
Dr Neil Macey
Nmacey@nhs.net

Dr Osipero Opaneye
osipero.opaneye@nhs.net

Remote Monitoring
Digital / MDT
Background and Purpose
The outbreak of Covid-19 has required organisations to re-think how some services that were historically
delivered face to face can continue to be provided while reducing unnecessary patient contact. Covid-19
accelerated the roll out of video consultations, which, in turn highlighted the need for remote monitoring, to
reduce face to face activity but ensure deteriorating patients in community care settings continued to be
managed appropriately. The eastern academic health science network (EAHSN) worked closely with the
Cambridgeshire and Peterborough CCG to pilot a remote monitoring approach in care homes.

Key Aims
1.
2.
3.

To support care home staff to identify deteriorating patients
To provide input to deteriorating patients while reducing face to face interactions where possible
To reduce unnecessary conveyances to hospital for deteriorating patients in care homes

Implementation
 The care homes involved in the pilot used a
combination of the “RESTORE” (recognise early
soft signs, take observations, respond, escalate)
principles and Whazan “blue box” technology to
deliver a comprehensive remote monitoring
service that allowed GPs to have a “birds eye
view” across care homes
 The Whazan “blue box” measures vital signs,
records photos, performs multiple assessments
and questionnaires including the Royal College of
Physcians‘ (RCP) national early warning score
(NEWS2) to check health. Early signs of decline
are flagged before an illness worsens allowing
staff to escalate the patients needs to a clinician
for review
 Whzan automatically calculates NEWS2, avoiding
calculation errors
 This allowed care home staff to give GPs
comprehensive updates on a patient’s condition
and ensure an appropriate management plan was
put in place.

Results
 More efficient, reduced travel time for GPs
 Reduced infection exposure for staff and patients
 Care home staff felt better supported, educated
and empowered to deal with deteriorating patients
 Supports the virtual ward round process
 Reduction in unnecessary A&E attendances and
subsequent admissions
 Baseline observations available for ambulance
crews on arrival

Next Steps
1. Review whether this can be extended across the
East of England via 12 month free trial
2. Assess the results of pilots for long term
recommendations

Key Contacts
Dr Rozelle Kane
Clinical Lead, Digital and Innovation,
Cambridgeshire and Peterborough STP
rozelle.kane1@nhs.net

Mark Avery
Director of Health Informatics
CUHP and Eastern Academic Health Science
Network mark.avery@eahsn.org

Utilisation of Microsoft teams for
Virtual Ward rounds
Digital / MDT
Background and
Background
andPurpose
Purpose
The outbreak of Covid-19 has required organisations to re-think how some services that were historically
delivered face to face can continue to be provided while reducing unnecessary patient contact. One
example of this is weekly ward rounds in care homes, historically delivered by a GP attending each care
home (often multiple are homes in one morning) to complete a ward round and provide input to the care of
residents to avoid unnecessary A&E attendances. Although GPs were aiming to reduce F2F contact they
also didn’t want to create an increase in A&E attendances, therefore a virtual ward round was set up to allow
care homes to continue to have regular interaction with GPs and ensure that care home residents’ health
needs were supported.

Key Aims
Aims
Key
1. To reduce face to face activity to protect patients and staff
2. To support the clinical care needs of care home residents
3. To utilise existing technology

Implementation
 All care homes were provided with nhs.net email
address for secure transfer of information if they
did not have these already
 As both the GPs and care homes has access to
Microsoft Teams for internal meetings they trialled
the use of this for ward rounds by both GPs and
care home staff joining the same teams meeting
 This allowed care home staff to securely discuss
patients with GPs
 Care home staff were recording observations for
patients and could relay these back during virtual
ward rounds alongside any concerns they had to
ensure appropriate management plans were put in
place to support patients in a proactive manner
 Having regular meetings ensured all staff felt
supported and allowed staff to recognise and
address learning gaps for all staff involved in the
MDT meeting through care-based discussion

Results
 More efficient, no need to travel between sites
 Care home staff have appropriate support to
manage unwell patients
 Reduced footfall to care homes/GP and A&E,
reducing risk of transmission of Covid-19 for
patients and staff
 Having a virtual MDT allows the potential for a
wider group of healthcare professionals to be
involved if specialist support is required.

Next Steps
1. Evaluate the effectiveness of this initiative
2. Review whether this is a sustainable change that
will continue post-Covid-19

Key Contacts
Dr Rozelle C Kane
Clinical Lead, Digital and Innovation,
Cambridgeshire and Peterborough STP
rozelle.kane1@nhs.net

Mark Avery
Director of Health Informatics
CUHP and Eastern Academic Health Science
Network mark.avery@eahsn.org

Digital Innovation for Type 2 Diabetes
Digital / Personalised Care
Background and Purpose
There is significant potential to improve diabetes care including efficiency, higher quality and easier for both
staff and patients
Focus on overcoming variation across existing practices including:
 Pathways: No consistent type 2 diabetes primary care pathways
 Performance: 5 PCNs performing very differently from upper to lower quartile
 Role of PCNs: No clear view on strategy or what is happening beyond own PCNs and capacity to
support them
Four main challenges: Variation in systems and processes, lack of resources and skills, lack of joint work and
low levels of patient activation.

Key Aims
1. Agreement of a consistent pathway and approach
2. Collaboration around staff resources
3. Focusing social prescribing efforts

Implementation
 The Eclipse Diabetes Complete system provides
GP overview of diabetic patients and monitors
QOF implications.
 Eclipse in place for the management of Patients
with diabetes but not fully utilised which resulted in
reactive management of patients with diabetes.
 By improving the search functionality within the
system it became easier to cohort patients into
subsets of patients who required specific
interventions i.e. who had an up-to-date HBA1C
on record, and of out of range patients who may
require support
 Using this cohorting technique GPs could then
align patients with appropriate support tools such
as:
 MymHealth (digital solution)
 Diabetes Digital Media low carb programme
(digital solution)
 MyDesmond (face to face support)
 Virtual consultation with GP
 Patient engaging with own care record through
patient portal (Vista)

4. Making better use of existing technology
5. Prioritisation of digital tools in line with patient
needs

Results
 Better utilisation of Eclipse allows easy overview
of patients who require pro-active management
 Engaging patients in their own care allows GPs to
remotely monitor patients and avoid unnecessary
review appointments, allowing them to focus on
review of patients who require more input
 More effective use of the system has reduced
admin time required and allows staff to be trained
in other roles such as Social Prescriber or
Healthcare Navigator

Next Steps
1. Support the implementation of these solutions
across the 5 early adopted PCNS
2. Evaluation of clinical effectiveness of existing
patient facing support services such as
MyDesmond

Key Contacts
Dr Rozelle C Kane
Clinical Lead, Digital and Innovation,
Cambridgeshire and Peterborough STP
rozelle.kane1@nhs.net

Mark Avery
Director of Health Informatics
CUHP and Eastern Academic Health Science
Network mark.avery@eahsn.org

Diabetes and Frailty Clinics
Referral Management / Digital
Background and Purpose
The diabetes and frailty services in Ipswich and East Suffolk were struggling to offer timely assessments of
patients, with the risk of deterioration and additional effort or admission being the risk associated. Offering an
“in time” assessment would;
 Reduce acute admissions of elderly patients and create the opportunity of close alignment with
reactive community services and mental health teams.
 Provide acute management of diabetic patients in the community preventing admission, additional
time to service inpatient care, opportunity to work proactively with practice teams on improving
diabetic care, thereby reducing demand on diabetes centre.

Key Aims
1. To allow rapid support of frail/diabetic patients
2. To risk stratify patients for early intervention

Implementation
 Prior to Covid-19 both the diabetic and frailty
services moved to SystmOne clinical system .
Telephone and task-based contact between
hospital practitioners and general practice became
the norm – no letters
 Rapid access to these services was available at
all times, with real-time clinical records updates
within the systems
 The diabetes centre also has access to the
diabetes Eclipse software allowing them oversight
of most diabetes patients in Ipswich and East
Suffolk, as Eclipse Live is now up and running in
most GP practices. This allows the diabetes
consultants to review patients in a proactive
instead of reactive way and support public health
management of diabetes in the Ipswich and East
Suffolk area.
 Eclipse Live also supports risk stratification,
allowing the frailty team to work proactively in
identifying patients that require support from
Integrated neighbourhood teams or PCN
multidisciplinary team to support care closer to
home and avoid preventable outpatient or
inpatient spells .

 Although these changes were made prior to
Covid-19 they have been beneficial during Covid19, in diabetes in particular it was useful in helping
prioritise effort on those with poorer outcomes.

Results
 Rapid access to secondary care consultants
 Diabetes consultants taking a responsibility for the
wider public health of the diabetic population (not
just those currently under their care)
 Frailty – risk stratification available in Eclipse
allows opportunity for the frailty team to work
proactively through integrated neighbourhood
teams and PCN multidisciplinary teams to prevent
outpatient or inpatient spells

Next Steps
1. Use the integrated system to target patients with
poor outcomes and understand inequalities faced
by our patients
2. Co-production of effective education methods with
BAME groups

Key Contact
Dr Mark Shenton Chair of Ipswich and East Suffolk CCG mark.shenton@nhs.net

Referral Management – Ipswich
and East Suffolk
Referral Management / Personalised Care
Background and Purpose
Ipswich and East Suffolk CCG have been focusing on how they can ensure good utilisation of all available
services and streamline patients pathways to reduce unnecessary referrals and long waiting times. All but
one GP practice in the Ipswich and East Suffolk CCG footprint use SystmOne as their electronic patient
record system. This has allowed standardised practice for referral management to be rolled out in a consistent
way across the area. DSX point-of-care is a clinical decision support tool that has been integrated with
SystmOne to provide standardised referral forms for most specialties as the first step in improving referral
quality.

Key Aims
1.

To allow rapid transfer of information and advice between practitioners about a patient and their problems

2.

To ensure best use of available pathways

Implementation
 Standardised referral forms, which include
required investigations, and the appropriate “Tforms” for any procedures where clinical
thresholds apply, are embedded within DSX in
SystmOne. These are based on agreed levels of
information required to allow consultants to
appropriately plan for that patient, and if
incomplete will be returned to the GP.
 Advice and Guidance is the default 1st step for all
referrals
 Virtual consultant will be offered when A&G is not
sufficient to resolve the issue
 Community based Face to Face appointments are
also offered prior to the final offer of a Hospital
based outpatient appointment.
 Attempts to reduce follow-ups from outpatient
appointments further by introducing;
 the “blue card” where patients can initiate a
follow-up within an agreed timeframe if there is
any deterioration
 “good news” delivered by letter if no further
follow-up required

 Use of apps for chronic conditions (such as
MyCOPD) to assist self-management
 Outpatient follow-up only when absolutely
necessary

Results
 Ensures high quality of referrals
 Ensures best utilisation of all available pathways –
hospital OPA is last resort
 Increases GP education but providing feedback on
referrals that are rejected
 Promotes patient self-management through use of
Apps and patient initiated follow-up (PIFU)

Next Steps
1. Increase number of specialities with DSX forms
2. Ensure standardised referral forms are kept up to
date in line with clinical guidelines
3. Promote the further use of Apps to support
patients self-management

Key Contact
Dr Mark Shenton Chair of Ipswich and East Suffolk CCG mark.shenton@nhs.net

Peer Review
Referral management
Background and Purpose
In 2016 Luton saw a spike of referrals into secondary care, with feedback that some of these referrals where
not reaching the right clinic first time and were often lacking essential information. Luton clinical
commissioning group (CCG) re-launched clinical peer review as part of the local primary care investment
scheme, incentivised by an investment of £57,000 to cover a weighted population of 211,734 across 30
practices. Practices were reimbursed for attending cluster meetings to improve engagement.

Key Aims
1.
2.
3.

Increase quality of referrals
Support education of new/locum GPs
Reduce unnecessary referrals to secondary care

Implementation
Weekly Prospective Internal Peer Review:
 Using data provided by the CCG areas of focus
were identified by each GP practice
 Referrals to secondary care in focus areas are
reviewed by Senior GPs
 Ensures that there is standardisation of the quality
and minimum dataset of all referrals
 Encourages shared learning
Cluster meetings
 To share learning between practices “cluster
meetings” were created.
 At these meetings referral and outpatient activity is
reviewed by cluster chairs and each practice in the
cluster presents a case study on a rotational basis
 Clusters were used to audit and review specific
clinical pathways, improve GP knowledge and
identify areas for pathway improvement
Data
 The CCG provided data packs to each practice
that demonstrate referral and outpatient trends
and patterns, such as specialities or staff groups
were the volume of referrals is particularly high.
Allowing GPs to focus on the key areas relevant to
their practice

Results
 Sept 2016 and March 2017 there was an almost
10% reduction in GP initiated first outpatient
referrals to the local acute trust compared to the
same period the year before
 while referrals increased from April 2017, growth
remains below target (reduce growth by 1.5% of
previous year)
 Practices are now sharing expertise at cluster
level
 Greater clinical involvement in service
developments
 Improved quality of referrals
 Improved relationships with alternative community
providers

Next Steps
1. Review whether a refresh of the peer review
process is required elsewhere
2. Review how the model may work at a PCN level

Key Contacts
Paul Lindars (Associate Director ,NHS Luton
Clinical Commissioning Group) Paul.lindars@nhs.net

Amanda Flower(Assistant Director of Planned Care,
Luton Clinical Commissioning Group)
amanda.flower@nhs.net

GP Visiting and Validation of
Expected Death services
Appointment Management
Background and Purpose
During the early emergence of lockdown it was clear that personal protective equipment (PPE), and in
particular the FFP3 masks were is short supply, coupled with a lack of expertise and equipment to fit the
masks we were able to obtain. There was a need to ensure that PPE was utilised effectively and only when
required. The CCG worked with the Suffolk Federation (who provide out of hours/111 services in Suffolk) to
utilise the Out of Hours cars during the day, to provide a bespoke home visiting service for patients with
suspected Covid-19, supporting GP surgeries to remain “clean”.

Key Aims
1.
2.
3.

Visit patients with suspected Covid-19 in their homes in a timely manner
Effectively utilise sparse FFP3 equipment
Reduce the risk to the wider GP community and keep surgeries as clean sites

Implementation
 The Suffolk Federation worked up the
specification, recruited the GPs and ensured they
were professionally fitted with FFP3 and also on
donning and doffing techniques
 Each visiting GP had a driver who was able to
assist them with donning and doffing and each car
is IT enabled which led to nearly real time feed
back to the referring GP
 It soon became clear that there was additional
capacity needed in our system to verify expected
deaths. Community services worked with the
Suffolk Federation to train as many people as
possible to deliver this service, which was
successfully rolled out.
 This provided a Suffolk-wide service, supporting
GPs to reduce risk of Covid-19 transmission and
ensuring a home visiting and validation of
expected death (VOED) service was available
throughout this period of time.

Results
 The GP visiting service and the verifying expected
death service worked very well
 As the number of Covid-19 patients has declined
the visiting service contracted , then stopped - with
the ability to quickly re-activate if necessary
 The VOED trained staff continue to provide this
service and this has become business as usual,
leading to more timely VEOD in the Suffolk area

Next Steps

1. To ensure as many people as possible can VOED
to reduce the wait some families / care homes
have traditionally had
2. To engender closer working and trust in the
Alliance

Key Contacts
Lois Wreathall
Deputy Director of Primary Care
West Suffolk Clinical Commissioning Group
lois.wreathall@nhs.net

Christopher Browning
Chairman
West Suffolk Clinical Commissioning Group
c.browning@nhs.net

Closer working in West Suffolk
Collaborative working
Background and Purpose
During the early emergence of lockdown it was clear that PPE was in short supply, coupled with a fast
moving situation resulting in many policy documents needing to be read, understood and implemented. The
CCG facilitated daily calls with all 24 practice managers to discuss the emerging policies, and arrive at a
shared understanding and way to implement uniformly across the CCG. This led to wider cooperation across
all areas including sharing sparse personal protective equipment (PPE), sharing internal standard operating
procedures (SOPs), and support to the practice managers from both the CCG and from each other.

Key Aims
1.
2.
3.

Bring the 24 practice managers into a closer working group
Utilise sparse PPE equipment so no one ran out
Understand and activate NHSE policy in a cohesive and aligned way

Implementation
The CCG set up and run the Microsoft Teams daily
meetings;
 The practice managers can bring questions,
problems and issues to the collective hive mind
to resolve
 NHSE policy is discussed and a common
understanding is reached, then implemented
 The practice managers or wider Alliance suggest
guest speakers to attend to have a deep dive in
specific aspects of primary care deliver eg safeguarding, IT
 This has built a sharing platform that prior to
Covid-19 did not exist, and that now it is in place
and the practice managers have seen the value
of it, they would not want to lose this.

Results
 The practice managers feel supported and part of
a wider team that they can call on for support
 They have been offered to reduce the daily
meetings (as Covid-19 numbers and policies
decrease) but all elected to keep them daily.
 Increasingly assistant practice managers are
attending
 It ensured consistency of how national guidance
was implemented across West Suffolk, ensuring
no inequalities were created for patients of
different practices within the area.

Next Steps
1.
2.

To build on the sense of community between
practices/primary care networks (PCNs)
To engender closer working and trust in the
alliance

Key Contacts
Lois Wreathall
Deputy Director of Primary Care
West Suffolk Clinical Commissioning Group
lois.wreathall@nhs.net

Christopher Browning
Chairman
West Suffolk Clinical Commissioning Group
c.browning@nhs.net

System Diagnostic Capacity
Diagnostics / Collaborative Working
Background and Purpose
Acute and community providers are not currently able to deliver pre-Covid-19 levels of diagnostic capacity, due
to staffing and infection control issues. This is leading to longer waiting time for diagnostic tests for patients
currently on the waiting list, as well as some referral/access routes to routine diagnostics not being fully
restored for primary care or other health care practitioners (HCPS). In turn, the results in an increasing build up
of clinical risk within the community and primary care having to hold and deal with high levels of clinical risk.

Key Aims
1.
2.
3.
4.

Boost current system capacity for urgent and routine diagnostics
Optimise utilisation across all available system capacity/resource
Create a data and demand driven strategy for resolution with a system-wide approach
Address current population health inequalities and ensure equitable access for patients

Results

Implementation

 All patients currently on acute provider waiting
lists must be risk stratified and clinically prioritised
to determine urgent vs routine demand for
diagnostics.
 Ensure optimised use of all current
assets/capacity to ensure maximum capacity
utilisation
 Use data to quantify demand (by modality and
geography), complete a gap analysis to determine
where additional provision is required and the
expected impact on waiting times for diagnostics
 Scope offers of mutual aid from primary care and
community providers, both in terms of physical
space and staffing resource
 Ensure all offers of mutual aid are thoroughly
considered and utilised where possible
 Pool staffing resource as a system to ensure it is
available where it is most needed

It is anticipated that the results of this work will be:
 Reduced waiting list backlogs
 Reduced waiting times for patients
 Better health outcomes for patients requiring
specialist health interventions
 Increase flow of patients through pathways
 Allow primary care to focus on full recovery, high
risk patient management and flu planning by
reducing rate of repeat patient contacts from
those still waiting for diagnostics

Next Steps
1. Produce demand and waiting list backlog
reports/forecasts by modality and locality.
2. Understand mutual aid offer: report back to
diagnostic recovery task and finish group on
findings and options
3. Put plans in motion to move diagnostic testing
into the community to boost capacity

Key Contacts
Greg Lane
Head of Transformation, performance and Delivery – Urgent Care
Cambridge and Peterborough CCG
Greg.Lane@nhs.net

Supported self management for minor
ear, nose and throat (ENT) conditions
Personalised Care / Referral Management
Background and Purpose
Doncaster’s secondary care ENT team felt that often, patients were referred to secondary care before all
primary care management options had been tried – in particularly in relation to rhinitis and aural care. Their
feeling was that many of these patients could self-manage without the need for further primary or secondary
care input if given information about how to treat their conditions themselves. This would in turn free up time in
primary and secondary care for those who required further input. Audit data over a period of one month
demonstrated that 40% of rhinitis and 32% of Aural care patients had been referred to secondary care without
exhausting all other options first.

Key Aims
1. Reduce unnecessary referrals to secondary care
2. Improve patient pathway
3. Promote a self-care model

Implementation

Results

 Two types of patient information were developed
in conjunction with Healthwatch colleagues;
 A short form business card with key links

 55% reduction in monthly rhinitis referrals

to existing online guidance from NHS and

 Better relationships with GP colleagues

patient information websites

 Clearer referral pathway

 A long form patient information leaflet
developed by the ENT consultants
advising on self-management options
 The leaflets were shared with Healthwatch and

Next Steps

groups of patients for approval on readability and

content
 Once finalised the documents were printed and
shared with all local GPs
,

Further Information
Further information on this example is available at:
https://future.nhs.uk/ECDC/view?objectId=60570597

1. Doncaster will continue to audit how this impact
on their secondary care capacity

AccuRX and Patient communication
Personalised Care / Appointment
Management
Background and Purpose
The outbreak of Covid-19 in the UK led to GPs having to think innovatively about how they could continue to
support their patients, while reducing face to face activity to help control the virus and keep patients safe. One
way in which many GP practices did this was through the use of video consultations. The use of AccuRX in
Cambridgeshire and Peterborough allowed GPs them to provide consultations while also utilising other key
features to change how they interacted with patients. The AccuRX system was already in place for video
consultations prior to Covid-19 but was rarely used.

Key Aims
1. To provide a safe and secure platform for video consultation
2. To allow a two-way text dialogue between patients and GPs
3. To allow document sharing with patients in a secure and auditable way

Implementation
 Initially used for video consultation only, however
AccuRX were advising users of how they could
utilise it’s wider functionality to support them
during the initial phase of Covid-19
 AccuRX is linked to SystmOne to ensure patients
have one complete record
 SystmOne had the ability to text patients in bulk
but not for them to respond
 AccuRX allows GPs to send individualised
messages to patients in a secure way that is
linked to their SystmOne record and for them to
respond, allows a two-way dialogue that did not
exist previously
 Currently AccuRX allows for sharing of static
documents between clinician and patient, such as
medical certificates, self-care guidance and health
questionnaires to support remote medication
review.
 Having this recorded two way dialogue allows
trust to build between clinician and patient as both
can refer back to what has previously been said

Key Contacts
Dr Gysbert Fourie
GP Clinical Lead
Cambridge and Peterborough CCG
Gysbert.fourie@nhs.net

Results
 Secure video consultation system linked to patient
SystmOne record
 Two-way text message dialogue between
clinicians and patient, auditable and linked to
patient’s record
 Secure way to share documents with patients,
such as medical certificates or health
questionnaires for medication review/BP
monitoring
 Supports a self-management model of care where
appropriate

Next Steps
1. Work with secondary care to produce patient
guidance that can be shared via AccuRX
2. Expand the ways in which AccuRX is used to
provide a shared care model with patients
3. Work with AccuRX towards producing online live
documents for medication review etc.

Advice and Guidance via Consultant
Connect
Advice and guidance / Referral Management
Background and Purpose
Although there was an existing advice and guidance service through eRS in Milton Keynes it was not
frequently used and response times were inconsistent, leading to missed opportunities to manage patients
prior to referral. Telephone Advice and Guidance existed informally and was reliant on historic relationships
between GPs and secondary care consultants, leading to an inequitable service across the Milton Keynes
area. As part of commissioning for quality and innovation (CQUIN) the Consultant Connect advice and
guidance (A&G) service was commissioned, currently covering 16 specialties, including adult mental health.

Key Aims
1. Create an equitable advice and guidance service
2. Reduce onward referrals and non-emergency admissions to secondary care
3. Provide feedback to support GP education

Implementation
 Consultant Connect has been rolled out across 16
specialties in the Milton Keynes area.
 The system provides GPs with a single phone
number to dial or App to access all advice and
guidance pathways available.
 Once they have selected the service required they
will be put through to consultant to discuss the
case.
 These calls are recorded and linked to a patient’s
NHS number for medicolegal purposes, however
the team are working with Consultant Connect to
look at integrating this with SystmOne GP records
 At the end of each call GPs are asked to select
the outcome of the call – onward referral /
manage the patient within primary care with A&G
received.
 On the whole most A&G discussions last
2/3minutes, and the majority don’t require an
onward referral following this, saving GP and
secondary care time.
 Where possible, local consultants are used to
provide A&G, however a national pool of
consultants can also be included in the rota to
ensure the calls are answered in a timely way.

Results
 Deflection away from secondary care referral in
65-70% of cases
 Improved relationships between primary and
secondary care
 Has enabled the CCG to gain an understanding of
the trends around advice and guidance requests
so it can feed this into education programme
planning
 Particular benefits around mental health and
paediatric management plans for patients. GPs
feeling supported by their access to specialist
consultants and better equipped to manage
complex patients in the community.

Next Steps
1. Led to the development of the teledermatology
service
2. Integrate Consultant Connect with SystmOne
3. Roll out across BLMK system
4. Review how it could integrate with the Think 111
First programme

Key Contacts
Michael Ramsden
Head of Programme Delivery: Planned Care and
Long-Term Conditions
NHS Milton Keynes CCG
m.ramsden@nhs.net

Alexia Stenning
Deputy Director Programme Delivery and Head of
Primary Care
Milton Keynes CCG
alexiastenning@nhs.net

Teledermatology pathway via
Consultant Connect / AccuRX
Referral Management / Digital
Background and Purpose
Bedfordshire had a sizeable referral to treatment (RTT) problem in dermatology, leading to excessive waiting
times for patients. Prior to implementing this teledermatology pathway previous attempts had been made to
introduce teledermatology in Bedfordshire. The previous model was condition and age-range specific and
therefore not widely accepted as an easy way to seek advice and guidance. During the initial outbreak of
Covid-19 this service ceased, as the operating model did not fit in with how both primary and secondary care
services were able to provide care at this time. In response to this the Consultant Connect and AccuRX model
was trialled, to create a complete virtual referral advice and guidance service for dermatology. Currently 26 GP
practices are using this model.

Key Aims
1. Provide an open advice and guidance platform for dermatology related concerns
2. Reduce need for face to face appointments where appropriate
3. Ensure equity of access to dermatology services for patients

Implementation
 The teledermatology advice and guidance
platform set up using Consultant Connect allows
GPs to securely share images with consultant
dermatologists for expert A&G.
 This allows consultant dermatologists to provide
tailored advice to GPs, including the upgrade of
what would have been a routine referral to a 2WW
(helping to detect cancer sooner), as well as
providing management plans that allow GPs to
order appropriate initial tests while a patient
awaits their routine appointment
 Patients can either;
 Take a photo themselves at home and share
through the AccuRX platform with their GP
who in turn can share it through Consultant
Connect
 Attend a face to face GP appointment where
the GP can take a photo and share it via the
Consultant Connect platform
 Using the national consultant pool through the
Consultant Connect app has released time back
into secondary care to allow local consultants to
work on reducing local referral backlog

Results
• Responses from dermatology consultants are
usually received within 1hr or the request being
submitted, much faster than previous system
• 17% of routine cases shared so far have been
upgraded to 2WW, reducing the delay these
patients may have otherwise experienced for what
may be a time critical diagnosis
• 67% of cases have been managed by primary
care, under a management plan provided through
this advice and guidance service, improving GP
education in the process.

Next Steps
1. Continue to roll out across BLMK
2. Review how this service could be further utilised and
any transferrable learning for other specialties
3. Review equity of access for patients who aren’t
engaging with virtual GP pathways

Key Contacts
Michael Ramsden
Head of Programme Delivery: Planned Care and
Long-Term Conditions
NHS Milton Keynes CCG
m.ramsden@nhs.net

Tara Dear
Assistant Director of Planned Care
Bedfordshire CCG
Taradear@nhs.net

Referral Support Service
Referral management
Background and Purpose
Like many other areas of England, Milton Keynes was seeing an increase of referrals into secondary care year
on year, with feedback that some of these referrals where not reaching the right clinic first time and were often
lacking essential information. A number of community-based services had been set up to reduce the needs for
all patients to be seen in secondary care but this meant that referrals were now complex and GPs were unsure
which onward referrals should go where. The referral support service (RSS) was implemented to reduce the
referral rejection rate and to ensure there was one system for referral management, reducing burden on GPs
while also driving up the quality of referrals and ensuring patients were referred to the right place first time.

Key Aims
1. Streamline referral process
2. Maximise the use of community-based services
3. Increase quality of referrals

Implementation
 The system is set up so that GPs have a single
point of referral, which is linked to eRS. Referrals
are then quality screened to ensure they hold the
required information
 If the referral passes this check the patient is
booked an appointment at the appropriate
provider and informed of this. If the referral
doesn’t pass the quality screen it is returned to
the GP with details as to why
 17 specialties are now also triaging referrals, and
where possible, deflecting these away from
secondary care, to community based services.
When possible, triage is done by local
consultants, as local knowledge helps to navigate
the patient to the right service. However the
service has access to a wider pool of clinicians to
ensure triage happens in a timely manner.
 RSS has access to wait times for each provider,
and although this has not led to balanced waiting
times across the system it can help inform patient
choice. The data collected through RSS allows
the CCG to make informed decisions about future
service needs

Results
 Demand in secondary care has plateaued and
rejection rate of referrals has decreased
 More data is now available to GPs about their
referral patterns and data around rejected
referrals can be used to inform learning
 Newly qualified GPs and locums have benefitted
greatly from this as they don’t need to know the
area and all of the individual referral pathways to
ensure the referral ends up in the right place
 The system has assisted commissioners to make
decisions about where services are needed to
support patient demand

Next Steps
1. Utilise data to expand community-based services
where there is a need
2. Work closely with secondary care providers to
increase local clinical triage ability
3. Review how the system could be used to support
the referral process for procedures of limited
clinical value

Key Contacts
Michael Ramsden
Head of Programme Delivery: Planned Care and
Long-Term Conditions
NHS Milton Keynes CCG
m.ramsden@nhs.net

Alexia Stenning
Deputy Director Programme Delivery and Head of
Primary Care
Milton Keynes CCG
alexiastenning@nhs.net

Physicians Associates in General
Practice
MDT Working / Referral Management
Background and Purpose
The use of physicians associates in general practice is just one of the enhanced clinical roles being
implemented in GP practices to support the workforce needs and help deliver on the plans set out in the
General Practice Forward View. The physician associate role developed in the UK is fashioned on the model
successfully established in the US around 50 years ago. In the UK, physician associates must complete a fulltime post graduate diploma. Applicants must already have a degree in a life or healthcare science and
experience of working in the health service. Programmes must all meet the national standards laid down in the
competence and curriculum framework approved by the Faculty of Physician Associates, which is part of the
Royal College of Physicians.

Key Aims
1. To provide alternative roles within primary care to increase the workforce
2. To take pressure off GPs, allowing them to focus on more complex patients
3. To provide continuity of care for patients with long term conditions

Implementation
 Whereas practice nurses traditionally specialise,
physician associates are generalists; medically
trained across a wide range of conditions. This
means they are able to diagnose and treat
children, as well as adults, with a range of clinical
problems
 Currently physicians associates can undertake
tasks such as: managing patient lists, providing
health promotion and disease prevention advice
for patients, performing physical examinations,
diagnosing illnesses, seeing patients with longterm conditions, undertaking residential, nursing
and home visits, taking medical histories from
patients, analysing test results, making referrals
and developing management plans.
 Currently, physician associates are able to work
under supervision of a doctor but are unable to
prescribe medicines or refer patients for an x-ray
or CT scan without sign off from a GP colleague

Results
 Physicians associate scan manage their own list,
diagnose and make onward referrals.
 Physicians associates can provide continuity of
care for patients with long term conditions who
need support in managing their health
 Experienced Physicians associates can see
around 60 patients per day (similar to GP
caseload)
 This allows GPs more time to focus on complex
patients that require their input

Next Steps
1. Currently physicians associates are not statutorily
regulated – this is something we would like to
move towards in the future
2. Increase the usage of physicians associates in
primary care

Further Information
Further information on this example is available at:
https://www.england.nhs.uk/gp/case-studies/the-physician-associate-will-see-you-now-new-role-to-assistpatients-in-primary-care/

Musculoskeletal Pain Management
Service
Referral Management
Background and Purpose
West Essex CCG provides a community musculoskeletal (MSK) pain management service for patients who
live in West Essex. This is the West Essex pain management service. We help and teach our patients to
manage pain, taking a non-medicalised approach that lowers reliance on painkillers, reduces GP visits and
focuses on early intervention before chronic pain has time to set in. Our pain management team includes a
nurse consultant, two senior clinical nurse specialists, two senior physiotherapists, a clinical psychologist and
a pain consultant. A professional development nurse also holds education sessions to help GPs reassess their
use of opioids in line with opioid aware recommendations.

Key Aims
1. To provide personalised pain management for patients
2. To lower reliance on painkillers
3. To free up GP time while also providing a community-based specialist pain service

Implementation
 Through education and individual care planning,
we help patients to:
 Understand their pain to help overcome
fears and barriers
 Use well-developed self-management
skills
 Return to – or continue at – work
 Confidently manage their condition in the
long-term
 Restore optimal physical function
 Be confident in understanding medications
and using the lowest, optimal dose
 Patients have their first assessment with either
the consultant nurse, senior physiotherapist or
medical consultant. Self-assessment forms are
sent out as part of the initial consultation. Patients
are then invited to a ‘next steps’ workshop – held
weekly in a community setting and delivered by
senior nurses.
 Using goal-setting and shared decision making,
patients are supported to draw up their own
personalised care plan for the next six months.

Key Contacts
Dr Rob Gerlis
GP and CCG Chair
West Essex CCG
robgerlis@nhs.net

Results
 Personalised care to suit individual patients needs
 The patient’s chosen care plan is shared with their
GP to ensure the pathway (their plan) feels
seamless
 Reduction in GP appointments and pain referrals
to secondary care
 Review appointments will look to demonstrate
improvements in physical function and
psychological benefits, such as reductions in
anxiety and improvement of mood. Pain scores
for some patients are another way that we look to
see how things have improved for people.

Next Steps

1. Understand if there are other specialist services
that could be provided in a similar way

MECS – Minor Eye Conditions
Service
Referral management
Background and Purpose
The purpose of establishing a minor eye conditions’ service (MECS) is to allow the assessment and
management of recent onset minor eye conditions within the primary care setting. The aim is to provide highquality eye care to patients, with quick access to advice and treatment from suitably qualified clinicians in a
safe, convenient and appropriate environment. This service is to provide care closer to home for acute minor
eye conditions.

Key Aims
1. Use the skills of primary care optometrists to assess, manage and prioritise patients presenting with an
acute minor eye condition
2. Reduce presentations to hospital eye casualty services for minor eye conditions
3. Improve access to optometrist led care for patients with minor eye conditions

Implementation
 A MECS examination will provide a timely
assessment of the needs of a patient presenting
with an eye condition. This will be undertaken by
a number of accredited optometrists within
suitably equipped premises, who will manage the
patient appropriately and safely. Management will
be maintained within the primary care setting for
as many patients as possible, thus avoiding
unnecessary referrals to hospital services. Where
referral to secondary care is required it will be to a
suitable specialist with appropriate urgency.
 Patients can be referred or sign-posted to the
service by their GP, pharmacist, A&E or
optometrist, or they can self-refer.
 The service is for both adults and children; there
is no age limit for the service. Children under 16
who attend the service must be accompanied to
their appointment by a responsible adult.

Key Contacts
Dr Rob Gerlis
GP and CCG Chair
West Essex CCG
robgerlis@nhs.net

Results

 This service is currently within a pilot phase and is
awaiting evolution – however anecdotally, this
service has reduced the presentation of minor eye
conditions to secondary care

Next Steps

1. Evaluate the impact of the pilot and understand
whether further changes to the service are
required to make it sustainable.

Musculoskeletal (MSK) - First
Contact Practitioners
Referral Management
Background and Purpose
By 2024, all adults in England will to be able to see a musculoskeletal (MSK) first contact physiotherapist
(FCP) at their local GP practice without being referred by a GP. The vast majority of MSK first contact
practitioners are physiotherapists with enhanced skills. Patients with back and joint pain, including conditions
such as arthritis, will now be able to contact their local physiotherapist directly, rather than waiting to see a GP
or being referred to hospital. By making it easier for patients to access physiotherapist, patients will have
quicker access to diagnosis and treatment, helping them to manage their conditions more effectively and
recover faster, so they can get back to normal life quickly. They will help GPs to manage their workload more
effectively, and reduce the need for onward referrals.

Key Aims
1. To provide easy access to community-based MSK physiotherapy services
2. To reduce requirement for GP and secondary care appointments to access MSK physiotherapy services

Implementation
First contact practitioner service:
 The FCP physiotherapists in West Essex are
experience practitioners who lead MSK service
 West Essex FCP led service offers physiotherapy
assessment (including diagnostic imaging and
blood tests) and treatment for musculoskeletal
problems (MSK) such as neck, back, knee and
shoulder problems, as well as other muscle or
joint problems such as strains and arthritis
 During Covid-19 the FCPs are continuing this
service through virtual consultations
Self referral to Physiotherapy
 Patients who are 18 years old and over and who
have a GP situated in West Essex can refer
themselves to this service
 Patients can self-refer by email, postal form, or
telephone
 Referrals are assessed for suitability by the
physiotherapy team and then patients are offered
one of the following options depending on their
symptoms:
 One to one appointment with a physiotherapist
 Education workshop and exercise advice by an
experienced physiotherapist

Key Contacts
Dr Rob Gerlis
GP and CCG Chair
West Essex CCG
robgerlis@nhs.net

Results
 Nationally similar services have shown that FCP
led clinics results in a reduction in:
 Blood test and drug prescription requests
for patients presenting with MSK problems
 Onward referrals to consultant led
services
 National pilots also demonstrated an increase in
the use of advice and guidance and high patient
satisfaction with the services.

Next Steps
1. Evaluate West Essex model to understand if it
has realised the benefits seen in other national
pilots
2. Understand which other specialities may benefit
from FCP-led services

Promoting self care to reduce
GP appointments
Personalised Care
Background and Purpose

Medication reviews and asthma checks were provided in practice, requiring patients (who sometimes present
very little or no change to their condition) to book a face to face GP appointment.
Claremont Medical Practice developed streamlined self-care systems to improve the pathway by creating a
self-care system in the practice’s waiting room, which provides contraceptive, asthma and weight checks, as
well as a blood pressure monitor.

Key Aims
1. To reduce the number of GP appointments used for routine checks for those with long term conditions or
requiring contraception reviews
2. To grow the confidence within patient population that they can self manage elements of their healthcare

Implementation
 Each time a woman wishes to renew her
contraceptive pill a number of questions should be
asked, and weight and blood pressure (BP)
recorded. Practice staff created a clinical online
and paper template for patients to record their
answers, including answers to questions
prompting education and awareness, and use the
scales and BP machine in the waiting room.
Where problems were identified the patient would
be contacted and reviewed
 The asthma form is completed online and
questions the patient regarding a number of
potential issues. When patients complete their
form the answers are coded directly into the notes
and the office staff are informed of its completion
automatically. In response, the long-term
condition team are made aware and review the
results – if there are any concerns or needs at all
a patient appointment is arranged for review

Results
 The online forms project has already picked up
previously unknown health concerns with the pill
such as migraine and family history of problems
which has improved patient care and reduced risk
 The online forms have also reduced workload for
the practice and ensure a complete assessment
every time
 The forms are available online and digitally in
practice.

Next Steps

1. Review whether this could be used to support
other conditions
2. Expand to neighbouring practices

Further Information
Further information on this example is available at:
https://www.england.nhs.uk/gp/case-studies/claremont-medical-practice/
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