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Responsive, safe and sustainable: our urgent 
prescription for general practice 

General practice is facing increasing and unprecedented pressures. There is a significant and 
growing gap between the demand placed upon it and its capacity. These pressures are not 
limited to one area; general practice is being forced to try and cope with an unsustainable 
workload, a workforce crisis and inadequate resource. This is in addition to cuts to individual 
practices through correction factor changes and PMS reviews. 

There is no single magic bullet to address the many issues facing general practice. However, 
it is clear that significant and multifaceted action to resolve this current crisis is needed, 
primarily by Government, NHS England and Clinical Commissioning Groups (CCGs), but 
also by practices and GPs, and supported locally by Local Medical Committees (LMCs) and 
nationally by the BMA GPs Committee (GPC). The actions required are both immediate as 
part of a ‘rescue package’, and long term to provide a sustainable, viable and vibrant future 
for general practice. The list of actions is not exhaustive, but is a good starting point for 
beginning to address the challenges facing us. This document builds on and summarises 
the issues and solutions often highlighted by the profession, and outlined in a number of key 
documents including the following:

 –  Developing general practice today: Providing healthcare solutions for the future,  
GPC, December 2013

 – Quality First: Managing workload to deliver safe patient care, GPC, January 2015
 –  The Future of Primary Care: Creating teams for tomorrow, Primary Care Workforce 

Commission, July 2015
 –  Responsive, safe and sustainable: Towards a new future for general practice,  

GPC, September 2015

An urgent prescription for general practice

The following key areas must be addressed to turn around the current crisis facing general 
practice:

 –  Fair and sustainable funding and resources to reach a minimum of 11% of NHS spend 
to cover the work of general practice and to resolve the funding deficit of around £2.5bn 

 –  Reducing workload to ensure delivery of safe and high quality care with a national 
standard for a maximum number of patients that GPs, nurses and other primary care 
professionals can reasonably deal with within a working day and greater clarity about 
what work is appropriate to be delivered by practices

 –  An expanded workforce, both within and around the practice

 –  Reducing the regulatory burden of the Care Quality Commission (CQC) to prevent 
time and resource being taken away from service provision 

 –  Reducing bureaucracy and duplication to empower professionals and to give more 
time to meet the needs of patients

 –  Empowering patients to give them confidence to manage their care and to free up GPs’ 
time for those who need it most 

 –  Infrastructure and technology to deliver practice and system resilience to ensure 
practices are able to deliver the services needed 

An urgent 
prescription for 
general practice
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Fair and sustainable funding and resources

Problem: The percentage of NHS funding spent on general practice has fallen from 10.4% in 
2005/6 to 7.4% in 2014/15, leaving practices receiving an average of only £141 per patient to 
deliver a year of general practice care.1 This means general practice has an effective funding 
deficit of at least £2.5bn.

Impact: General practice does not have sufficient funds for workforce, premises or services 
to meet the growing needs of patients and this is undermining the safety of care delivered.

Actions: 
 –  Government must commit to incremental recurrent funding in general practice, to reach 

a minimum of 11% of NHS spend. This would require funding the current deficit of at least 
£2.5bn in addition to the £8.3bn spent on general practice in England in 2014/15 and 
£9.8bn spent across the UK. This funding commitment will require a rebalancing of NHS 
resources to where care is delivered, in the context of care moving out of hospital. 

 –  Provision of an immediate stabilisation fund for general practice to provide emergency 
support to vulnerable practices at risk of closing, or where safe patient care is significantly 
compromised. 

 –  Establish a healthcare resilience task force within each CCG or locality area to provide 
support to vulnerable or at risk practices, which could include the provision of 
management resources, clinical input, proactive support, eg for unfilled vacancies, 
project management support or technology support which could be called upon at short 
notice for a practice in crisis. This should be developed in liaison with LMCs and needs to 
operate in a non-threatening and non-judgemental culture to support openness.

 –  Increases in indemnity insurance costs for all primary care practitioners should be fully 
reimbursed or paid for by NHS England, and steps taken to introduce a sustainable system 
of indemnity for those working in primary care comparable with clinicians working in 
secondary care.

 –  The funding allocation formula for practices should fairly reflect the workload 
of practices, including activity common to all practices that is not related to the 
demographics of the patient population.

 –  Practices serving atypical populations should be supported through dedicated bespoke 
funding allocations.

 –  A long term mechanism should be agreed to calculate and fully fund practice expenses 
including direct reimbursement of expenses incurred specifically to deliver NHS services. 

Reducing workload to ensure delivery of safe and high quality care

Problem: Consultation rates and numbers have dramatically increased. The needs of many 
patients have become much more complex, with many being less confident to manage self-
limiting conditions. Additionally, increasing amounts of work have moved from secondary 
care to general practice, often inappropriate and unfunded, and the bureaucratic burden on 
practices and practitioners has increased. 

Fair and 
sustainable  
funding and 
resources

Reducing workload 
to ensure delivery 
of safe and high 
quality care

1 BMA calculations based on NHS budget TDEL, source PESA. GP investment, source HSCIC NHS budget TDEL, 
source PESA. GP investment, source HSCIC
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Impact: Workload pressures are undermining the safety of care to patients, with 93% of GPs 
reporting that heavy workload has negatively impacted on the quality of patient services. 9 
in 10 GPs believe that the 10 minute consultation is inadequate to meet patients’ needs. 34% 
of GPs are considering retiring in the next five years, and 17% of GPs are considering less 
than full-time working due to workload pressures, hence reducing GP capacity further.2

Actions:
 –  Set a national standard for a maximum number of patients that GPs, nurses and other 

primary care professionals can reasonably deal with during a working day to maintain 
delivery of a safe and high quality service.

 –  Establish locality hubs to which practices can refer urgent patients when they have 
reached the capacity threshold for safe care on any given day. These hubs will not be 
walk-in-centres, but services that practices can refer to when required. Their primary 
purpose will be to provide the support necessary for a sustainable service at practice 
level. See Locality hubs for further information. These hubs can ultimately:
 › become centres for training, development and recruitment
 › host much of the wider primary healthcare team
 › organise care home provision
 ›  control and cost care being moved into the community from hospitals and other 

sources.

 –  Provide organisational development funding and support to enable collaboration 
between practices and others within their locality, including the development of practice 
networks and multispecialty community organisational arrangements, building on 
current GMS/PMS contracts. Such networks can be used to:
 › support individual practices with workload, including the development of locality hubs
 › encourage sharing of back office functions and administrative support 
 › expand services in primary care, with the managed transfer of care out of hospital
 ›  develop the general practice and primary care workforce, aligning the diversity of the 

GP profession with local identity
 › develop sustainability.

 –  Ensure GPs and other practice team members are enabled to routinely offer 15 minute 
consultations or longer where necessary for patients with greater needs such as complex 
or multiple morbidity. This may result in a waiting list for routine appointments in the 
interests of patient safety. To mitigate this, NHS England and commissioners can expand 
capacity by resourcing locality hubs, skill-mix, manage demand, and commission direct 
access to other providers in order to release GP capacity

 – Optimising the care of patients in their own home:
 ›  dedicated community nursing teams fully integrated with GP practices, to provide 

case management of frail elderly patients including being the first point of contact for 
appropriate home visits.

 ›  CCGs to arrange patient transport services for appropriate patients to attend GP 
surgeries, as is currently the case for similar patients accessing hospital outpatient 
clinics

 ›  expansion of community nursing independent prescribing to avoid contacting a GP for 
the sole purpose of issuing a prescription

 ›  CCGs to commission specialist and multi-professional rapid response teams or similar 
to support early discharge of patients. This will help to avoid inappropriate demands on 
GPs, and will serve patients’ needs with timely dedicated support

 ›  hospitals to directly arrange community nursing, rehabilitation or social support in the 
community for patients being discharged from hospital. 

 

2 BMA National Survey of GPs – The Future of General Practice 2015

http://www.bma.org.uk/working-for-change/negotiating-for-the-profession/bma-general-practitioners-committee/surveys/future-of-general-practice
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 –  Separate contractual arrangements, such as a new Directed Enhanced Service or multi-
professional contract, for dedicated care of patients in nursing and residential homes, 
and frail elderly housebound patients, providing significant new funding to enable the 
creation of multi-professional teams and appropriate specialist input to better meet the 
needs of this group of patients. 

 –  Establish a national list of services that are not included in core GMS which practices can 
choose if they wish to provide, with pricing benchmarks nationally set that can be locally 
adapted according to any variations.

 –  Stem inappropriate clinical and bureaucratic workload shift onto GP practices, including 
the following:
 ›  define a specification for appropriate, related internal hospital referrals, eg a 

rheumatologist to a pain clinic, with the practice to be copied in
 ›  ensure that hospital initiated investigations are followed up and actioned by the 

requesting clinician, including communicating with the patient, in keeping with the 
recent NHS England guidance3

 ›  hospital clinicians to use HFP10s and be enabled to use an electronic prescription 
service for the initiation and ongoing prescribing of specialist medication – ending the 
current inappropriate workload and clinical governance risk of GPs prescribing outside 
their competence and for clinical decisions for which they are not responsible

 ›  hospital practitioners prescribing a full course of treatment when initiated in out-
patient clinics

 ›  enable community nursing teams and other allied health professionals to be trained 
and accredited to prescribe independently, and to make appropriate direct referrals 
where appropriate (eg to an incontinence nurse or social services)

 ›  end employers of community nurses insisting on patient specific directions for items 
that have been prescribed

 ›  introduce pathways for granting permission for low priority procedures to be 
streamlined, including appeals procedures that do not necessarily involve the GP

 ›  hospital practitioners to issue fit notes for patients at discharge or in out-patient clinics 
for full duration of recovery 

 ›  enable patients to contact hospital clinicians directly for queries relating to their 
clinical management in hospital, rather than being redirected to their GP 

 ›  enable patients to book all transport to hospital appointments directly with the service 
without the need to involve the practice

 ›  enable hospital doctors to directly book investigations using a commissioned and 
resourced community phlebotomy service as opposed to asking the GP to do so 

 ›  information about all patient contacts being sent electronically or added directly to 
the patient record within 48 hours of a patient being seen 

 ›  ensure that discharge processes from secondary care are always followed and that 
community support for the patient has been arranged by the hospital where needed 
prior to discharge 

 ›  ensure all shared care protocols are only implemented if the GP is willing and able to 
take on the additional clinical responsibility and workload and is additionally resourced.

 –  Ending inappropriate workload shift with effective CCG commissioning, to be taken 
forward locally with the support of LMCs:
 ›  LMCs, practices and CCGs should coordinate local strategies, including electronic 

service alerts via templates on clinical systems for CCGs to take action
 ›  CCGs should put in place troubleshooting staff to address problems of inappropriate 

workload shift flouting local commissioning agreements, to avoid practices incurring 
bureaucratic time

 ›  all hospitals should provide a dedicated GP helpline to address primary/secondary care 
interface problems 

3 Standards for the communication of patient diagnostic test results on discharge from hospital, NHS England 2016
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 –  Universal access to and promotion of Pharmacy First (or other minor ailment) schemes, 
including the provision of medications without charge for patients who are exempt from 
prescription charges.

 –  Enable patients exempt from NHS prescription charges to directly access products 
such as gluten-free products, other food supplements, dressings, appliances and stoma 
products without the need for GPs to prescribe these items, with appropriate regulatory 
changes made to make this possible. 

 –  End the GP role in assessing the eligibility for bus passes, parking badges, housing, gym 
membership and other similar non-NHS work and ensure that this work is commissioned 
from an appropriate source by the requesting organisation, eg the local authority or CCG. 

 – Clear definition, funding and enforcement of payment of all collaborative services.

An expanded workforce in and around the practice

Problem: In the last decade the number of hospital consultants has increased by 48%, while 
GP numbers have increased by only 14%, and since 2009 the number of GPs per head of 
population has declined.4 GP training posts are not being filled, and increasing numbers of 
older GPs are planning to retire. There is a similar recruitment and retention crisis in practice 
nursing, with a fall of community nurses of 38%.5 Further, there are increasing numbers of 
GP partner vacancies, adding often unmanageable workload burden on a smaller pool of 
partners.

Impact: The reduced capacity of the general practice and community workforce leads 
to increased workload burdens, increased practitioner burnout, delays in access to 
appointments, and care that is fragmented or potentially unsafe being provided. All these 
factors lead to a vicious circle, impacting further on morale, recruitment and retention. 
Governments’ attempts to resolve some of these issues through the use of APMS contracts 
has often made the situation worse, not better. 

Actions: While there are inadequate numbers of GPs currently, there needs to be use of 
skill-mix built within and around the framework of the GMS/PMS contract, to support GP 
pressures, ensure retention of the current GP workforce, while creating definitive solutions 
to improve recruitment to expand the GP workforce.

 –  A step change in GP recruitment initiatives with a clear and credible plan to recruit  
more GPs.

 –  Immediate resources to fund an expanded and comprehensive primary care team to 
reduce and relieve GPs’ workload, including fully funded clinical professionals to work 
directly with practices, including pharmacists, mental health practitioners, advance nurse 
practitioners, physiotherapists, medical assistants and physician associates.

 – Direct access to services to avoid GP first point of contact, eg:
 › extended scope practitioner eg direct access physio
 › specialist nurses for chronic diseases (eg diabetes, epilepsy, rheumatoid)
 › mental health services
 › Pharmacy First and minor ailment schemes
 › health visitors
 › district nursing services.

An expanded 
workforce in  
and around the 
practice

4 The Future of Primary Care: Creating teams for tomorrow, Primary Care Workforce Commission, July 2015
5 The Future of Primary Care: Creating teams for tomorrow, Primary Care Workforce Commission, July 2015
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 –  Establish closer links between community pharmacists and practices where this can 
support GP workload. 

 –  Commission a comprehensive and nationally defined community nursing team to 
support and work with each practice in an integrated manner. 

 –  Expand the number of hospital based clinicians delivering care in the community working 
in partnership with primary care clinicians.

 –  Dedicated funding to support GPs to develop portfolio careers and specialist skills to 
improve recruitment and retention, eg an individual professional development budget 
that a GP could use over the 5 year revalidation cycle

 –  Establish training hubs for enhanced training for practice managers and other practice 
staff.

 – Further reduce the bureaucratic burdens of the returner scheme.

 – Improve the investment in and promote the retainer scheme.

 – Encourage permanent GP practice placements with inducement schemes.

 –  Alongside the model GMS salaried GP contract, develop a nationally defined employed GP 
contract modelled on the hospital consultant contract for those GPs working for other 
providers or GP led organisations.

 –  Investing in the GP out-of-hours service to enable an expanded and sustainable clinical 
workforce, addressing issues such as additional indemnity costs. This would also support 
the development of a clinically appropriate integrated seven-day urgent care service.

Reducing the regulatory burden of CQC

Problem: The process of CQC registration and inspection duplicates work already done by 
other bodies, is disproportionate and costly in time and resource, is not evidence based, is 
demoralising and therefore is not fit for purpose. 

Impact: The 2016 BMA survey showed that 8 out of 10 GP practices report that preparing 
for a CQC inspection resulted in a reduction in time available to care for patients.6 Almost 
9 out of 10 GP practices said that on the day of the CQC inspection, staff had to reduce GP 
services available for patients. Three quarters of practices reported that staff suffered from 
significantly increased stress in preparing for and undergoing inspections, but only 1 out of 
10 (11%) regarded their final CQC rating as a fair assessment.

Actions:
 –  Replace the current flawed and erroneous content and pattern of CQC visits and ratings, 

with targeted assessments of essential quality assurance processes where supported by 
evidence of risk of patient safety.

 –  End the duplication of the current CQC registration process and NHS England managed 
national performers list and performance management arrangements, with a single 
slimmed down cost-effective process funded by NHS England not practices. 

 

Reducing the 
regulatory  
burden of CQC

6 BMA’s CQC Survey 2016

British Medical Association
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 –  Separate the regulation of safety and competence from quality improvement. CQC 
should be concerned that adequate quality assurance systems are in place, rather than 
conflating ‘regulation’ with ‘quality improvement’. Develop quality improvement as 
a professionally agreed peer review rather than a regulatory process, using a limited 
number of clinically relevant and important indicators that can be used by practices 
to compare their activity with peers. This should be managed and resourced via NHS 
England and CCGs drawing upon the Health Foundation’s report on measuring Quality in 
General Practice.

Reducing bureaucracy and duplication to empower professionals

Problem: The increased bureaucratic burden created to assess, performance manage and 
regulate general practice has dramatically increased in the last decade, costing significant 
amounts both in lost clinical time with patients and financial resource for the NHS and 
practitioners. 

Impact: The burden of unnecessary bureaucracy has disempowered professional clinicians 
and undermined their morale, added unnecessarily to practice and NHS management 
workload, resulted in significant duplication, misled patients, and wasted millions of pounds 
that could have been better spent on direct patient care.

Actions:
 –  End the Quality and Outcomes Framework and invest the unweighted resource in 

the core GMS/PMS contract, developing in its place a professionally-led system that 
encourages and celebrates quality of care delivered and is not linked to financial targets.

 –  End the Avoiding Unplanned Admission enhanced service and invest the unweighted 
resource in the core GMS/PMS contract to enable practices to care for vulnerable 
patients without the added and unnecessary bureaucracy of this scheme.

 –  Review the bureaucracy and frequency of the appraisal process and reduce so-called 
‘mandatory’ training requirements. 

 –  Provide at least half a day of protected funded time every month for all GPs and practice 
staff to engage in learning and professional development.

 –  End the annual cycle of GP contract negotiation and provide stability of contract to 
practices.

 –  Reduce the bureaucracy involved in moving between the nations’ performers lists, 
particularly when working in border areas.

Empowering patients to give them confidence to manage their care

Problem: The lack of focus on and support for educating patients to self-manage conditions 
where appropriate, particularly in the case of long-term conditions. Patients’ confidence in 
managing self-limiting illnesses needs to be encouraged and developed to help to reduce 
unnecessary visits to their GP, and to ensure patients know which service to access, and 
when. Empowering patients to self-care when they are able to do so and to visit their GP 
when they need to is vital to ensure that patients have greater control over their own health, 
and that GPs’ time is used where it is most needed. 

Impact: Consultation rates and demands within consultations have dramatically increased 
leading to increased waits for appointments, and inadequate consultation time to meet the 
needs of patients, undermining access and quality, and leading to increased stress amongst 
GPs and staff.

Reducing 
bureaucracy 
and duplication 
to empower 
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Actions:
 –  Develop a national programme and publicity to give patients greater confidence to 

self-care and to help them to make the right decisions about when and where to access 
NHS services to reduce avoidable pressures on GP appointments. The commitment 
in the 2016/17 GP contract agreement for NHS England and GPC to discuss a national 
promotion of self-care and appropriate use of GP services is welcomed and must be built 
upon. This includes supporting and building on self-care week.

 –  Greater use of accredited web tools and healthcare apps designed specifically to support 
patients in self-care, as well as provision of software on GP systems with self-management 
information and signposting at time of patient online booking.

 –  Support the development of expert patients to better manage chronic conditions. 
These patients can also be used to provide support to other patients seeking advice and 
guidance.

Infrastructure and technology to deliver practice and system resilience

Problem: Primary care has had to cope with historic underinvestment in practice premises, 
fragmented IT development and limited support for development of people or systems. 
There is also considerable potential for technology to ease GP and practice workload with 
efficiencies.

Impact: Practices are unable to respond to increased demands from patients or the service 
because of limited or no space in their premises, computer hardware that is not kept up 
to date and IT connections that do not have sufficient bandwidth to cope with demand. 
Fragmented IT development leads to difficulty achieving interoperability which limits 
collaboration and undermines the quality of care that can be provided. Lack of investment in 
people and system support has left some practices isolated and vulnerable.

Actions:
 –  The introduction of a comprehensive investment plan to ensure all primary care premises 

are fit for purpose with a rolling programme to ensure all practices that require it have 
a purpose-built surgery, working with NHS bodies, Local Authorities and third-party 
developers where necessary.

 –  Enable current GP partners to seek shared or full ownership of their practice premises, 
where this is within the CCG’s Estates Strategy, and introduce break clauses in 
the Template lease with NHS Property Services to address the ‘last man standing’ 
phenomenon on contract termination.

 –  Ensure the delivery of fit-for-purpose, fully funded, information technology packages, 
which incorporate user-identified improvements, including:
 › improved clinical communications, such as:

i. GP2GP record transfers
ii. electronic Prescription Service
iii.  electronic advice and guidance requests and other clinical messaging between 

primary and secondary care clinicians, with agreed data ready to be saved, or 
automatically entered, into the GP record

iv.  ensuring all hospitals make available bookable electronic appointment slots 
across all services, to avoid patients attending the GP surgery to chase up delays in 
appointment notifications

 ›  national GP data collection systems, allowing reliable automated extracts to minimise 
practice workload in the manual submission of data, eg for vaccination programmes

Infrastructure  
and technology  
to deliver practice 
and system 
resilience
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 ›  investment in secure remote access software and hardware to clinical records through 
mobile technology, to allow flexibility for GPs when working away from the surgery, eg 
for housebound patients

 ›  interoperable systems between GPs and other healthcare providers participating in 
the patient’s care, to facilitate the sharing of information, where there is a legitimate 
and appropriate need, both in and out of hours

 ›  hospitals to be enabled to directly access results and clinical records relating to care 
provided to patients from other providers, rather than the bureaucracy of  asking the 
GP practice to retrieve and send such information

 ›  improved document and workflow management systems to manage information 
between clinicians and staff within a practice, eg hospital correspondence.  
Systems should allow staff to route relevant letters to the appropriate clinician,  
with an audit trail

 ›  patient self-booking appointment screens and kiosks for the self-input of data (eg 
health questionnaires) which can reduce the need for contact with receptionists and 
reduce staff workload

 ›  a rolling programme of regularly updated IT hardware and software to ensure practices 
can respond to a rapidly changing environment

 ›  single logon to multiple systems to enable clinicians to move from one application to 
another without the need for repeated sign in

 › ongoing practice choice of clinical systems.

 –  National guidance on data sharing, including template data sharing agreements, agreed 
between the BMA, NHS England and the Information Commissioner’s Office. 

Ensuring the delivery of a responsive, safe and sustainable general  
practice service

The Government and NHS England have explicitly acknowledged the parlous state of general 
practice, and the need to address this, including more resources. 

GPs, LMCs, GPC and patients expect more than just a commitment to general practice; 
that both the Department of Health and NHS England should be held to account to deliver 
on their words with implementation of a significant and sustained rescue package. Above 
all, urgent steps are needed to address the funding deficit that is at the root of the current 
crisis facing general practice. A decade of under-investment has to be reversed to provide 
renewed stability to the general practice service which is the foundation on which the NHS 
is built. Without this, more practices will close, more patients will be put at risk of exposure to 
unsafe care or have to travel further to access primary health care, fewer junior doctors will 
chose general practice as a career and costs to the NHS will increase. 

Taken together, the implementation of these actions put forward by GPC will go some way to 
address the crisis facing general practice.

GPC nationally and LMCs locally now stand ready to work with the Government and NHS 
England as a matter of urgency to not only rescue general practice but to move instead 
towards the development of a responsive, safe and sustainable general practice service of 
which we can all be proud.

Ensuring the 
delivery of a 
responsive, safe 
and sustainable 
general Practice 
service
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Locality hubs are potentially one way to address GP workload 
and achieve safe working levels in general practice.


Conceptually, the hub provides a defined set of services to 
patients who are triaged to it by their GP. At times where demand 
is excessive, patients will be able to see GPs and a wider primary 
care health team at the hub. Various hub models have been 
piloted across the UK and have shown great potential to reduce 
workload and improve access to services. 


The BMA are undertaking a piece of work that will consider 
how hubs might function within a locality including operations, 
services, funding and interaction with existing GP networks 


and other new care models operating in the area. The model 
will be considered in the context of the local commissioning 
environment, local health economy and national political and 
policy priorities. We will conduct an analysis of the strengths, 
weaknesses, opportunities and threats with respect to the 
model and evaluate its merits as part of the rescue package for 
general practice. The analysis will include an assessment of the 
degree to which this model could meet demand in different 
urban and rural settings. 


We are looking for information. If you are involved in a hub or 
there is one in your area then please get in contact and tell us 
how it works. 


NHS Executive Commissioner CCG
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General practice has been the cornerstone of the NHS since it was 


formed over 65 years ago. The UK family doctor service is admired 


around the world – for its equitable, cost effective and leading edge 


provision of locally accessible, high quality care.  Every year in England 


more than 300 million patient consultations take place in general 


practice1. GPs are generalists who are experts in providing holistic care. 


They are used to managing complex medical problems and dealing with 


uncertainty. For most patients, their GP is the first, and sometimes only, 


point of contact in the NHS.


General practice has never stood still. It has been constantly evolving. Today’s GP practices are providers of 


an expanding and more specialist array of care once only done in hospitals. This means that more patients 


are able to be treated close to home at their local surgery. Many GPs are also clinical leaders in their 


communities, helping to shape and develop local services through local commissioning arrangements.


NHS general practice delivers outstanding value for money. The quality and standards of care provided by 


UK GPs are well recognised internationally, as well as by patients who consistently report high satisfaction 


levels with the services proved by general practice2. The success of NHS general practice has contributed to 


more of our patients living longer and being able to live with more complex long-term conditions. 


In this paper, we bring together our case for general practice, the ways in which it can help provide 


solutions to some of the most difficult challenges the NHS faces, and how general practice needs to 


be supported and developed to achieve its full potential. Our vision is that with adequate support and 


development, general practice can be enabled to be at the forefront of the transformation that the NHS 


needs, and with a compelling economic argument that investment in general practice will be key to 


delivering the cost efficiencies required for a sustainable future NHS. 


This document draws on existing policy as well as the experiences and views of the BMA General 


Practitioners Committee and our wider membership. We hope it will be useful for GPs, policy makers and 


other NHS stakeholders. We will explore the key ideas further in a series of discussion papers and events 


over the coming months.


We would welcome your views about the important issues we have raised; together we can make the 


greatness of general practice even greater.


Dr Chaand Nagpaul 


Chairman, General Practitioners Committee


Foreword


1 https://www.gov.uk/government/speeches/primary-care-and-the-modern-family-doctor
2 https://www.gov.uk/government/publications/results-of-gp-patient-survey
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General Practice – Building on a Solid Foundation


In spite of the many challenges ahead, general practice remains one of the UK’s most important 


and valued public services.3 It manages a huge and increasing workload with more than 300 million 


people being seen and treated by GPs and practice nurses every year. UK general practice is recognised 


throughout the world as one of the most cost-effective, high quality means to deliver care.4


The model of general practice in the UK has remained remarkably stable since the inception of the NHS  


in 1948, despite the very many ways in which GPs have adapted to the huge changes that have happened 


to society and technology during that time. 


GPs have successfully developed and changed but based on a solid foundation of core 


values: to consider patients as people, to help them manage their health through life and 


their interactions with the NHS and provide high-quality generalist medical care.


Although general practice always needs to evolve it has five clear strengths that underpin its success and 


which should be built upon for the future. 


Continuity and co-ordination of care


Everyone living in the UK is encouraged to register with a local GP practice. GP practices have long term 


contracts to provide a broad range of primary care for patients living in their community who are on their 


registered list. As such, many individuals and families remain registered with and have continuity of care 


provided by the same GP practice over generations – and those individuals may often see the same GP 


over many years. GPs get to know children as they grow up and adults as they grow into old age. They not 


only know their patients’ medical histories, but also their social context, personalities and preferences – 


and the greater the knowledge of the individual they have, the more tailored their advice and care can be. 


General practices are also a central part of the local community. In the UK, 99 per cent of the population 


is registered with a GP practice. In the United States, it is just 17 per cent. As part of the GP contract, 


general practices are also responsible for overseeing the long term care of their patients, co-coordinating 


care and acting as the lynchpin for patients with long term conditions or multiple health problems who 


may have to see multiple health and social care professionals.5


Patient advocacy 


GPs are usually members of the communities they serve and are often the first and only port of call for 


patients seeking health and social care advice. They have a freedom and a responsibility to advocate for 


their patients across occupational, medical and social care sectors. GPs are an integral part of the NHS 


family, but the fact that practices operate as independent contractors enables GPs to advocate strongly  


on behalf of their individual patients as well as for the health needs of their local communities as a whole. 


It is why patients trust their GP so highly, because they know that they are on their side.


3 https://www.gov.uk/government/publications/results-of-gp-patient-survey
4 A survey of Primary Care Physicians in 11 Countries, 2009: Perspectives on Care, Costs and Experiences.  Schoen, 


Osborn,Doty,Squires,Peugh,Applebaum, The Commonwealth Fund 2009
5 Macinko J, Starfield B, Shi L. Is primary care effective? Quantifying the health benefits of primary care physician 


supply in the United States. International Journal of Health Services 2007
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Flexibility and innovation


GPs as independent contractors also retain a degree of flexibility within the system that allows practices 


to implement imaginative solutions quickly to meet the needs of their patients. GPs have led generalist 


care advances in many areas including commissioning and delivering community services, innovating IT 


solutions and leading collaborative care for their patients. 


Holistic and preventative care


As GPs are responsible for the ongoing care of all patients on their list, they deliver a whole person 


approach. GPs are expert generalists, taking into account their patients’ physical, psychological and 


social needs, helping patients to reduce risk and manage uncertainty, and connecting patients with more 


specialist support when necessary. This model in particular optimises the management of long-term 


conditions and co-morbidities. GPs also successfully deliver national public health preventive programmes 


such as annual influenza immunisations, cervical cytology and child health surveillance. Everyone living 


in the UK is encouraged to register so that GPs have sight of whole populations, not just individuals who 


need active care.


Coordinating efficient use of NHS resources


GPs are generally the first point of contact for NHS patients. An individual usually needs to see his or her 


GP to secure a referral to specialist hospital care or community health services, if required. In this way, 


GPs ensure patients are referred to the most appropriate specialist care, making responsible use of NHS 


resources and having a crucial role in the sustainability of the future NHS. GPs play a vital role in helping 


patients understand their care options – whether self-care, low-level support or more specialist care – and 


so match the needs of patients to the most appropriate service. In making these decisions repeatedly every 


day, GPs are experts in managing risk and are skilled at identifying the serious and rare from the many 


more common clinical presentations that can be safely managed in primary care.


General Practice – challenges now and in the future


An immediate crisis – workload, morale and workforce pressures


More than ever before, general practice is under severe pressure. The latest national GP worklife survey 


funded by the Department of Health6 revealed the lowest levels of job satisfaction amongst GPs since 


before the introduction of the new GP contract in 2004, the highest levels of stress since the start of the 


survey series in 1998, and a substantial increase over the last two years in the proportion of GPs intending 


to quit direct patient care within the next five years. 


The single biggest issue is the increase in demand and workload without a comparable increase in 


resources. In England, over 300 million consultations took place in general practice in 2009, over 


80 million more than in 1995.7 The average member of the public now sees a GP almost six times every 


year – twice as much as a decade ago. The average time a GP spends with each patient is now just under 


12 minutes compared with just over eight minutes in 1993, highlighting the increasing complexity of 


managing more long-term conditions that patients are living with.8 


6 Seventh national GP worklife survey: http://www.population-health.manchester.ac.uk/healtheconomics/research/
FinalReportofthe7thNationalGPWorklifeSurvey.pdf


7 Health and Social Care Information Centre, Trends in consultation rates in general practice, 2 September 2009
8 Health and Social Care Information Centre, Trends in consultation rates in general practice, 2 September 2009
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A rising workload without an expansion in the workforce to be able to respond appropriately impacts 


directly on access, quality and the ability to innovate. An analysis by the Centre for Workforce Intelligence9 


concluded that the increased demand for GP services points to a workforce under considerable strain 


and with insufficient capacity to meet expected patient needs. There is a clear need to substantially lift 


workforce numbers to more sustainable levels. However junior doctors are not choosing general practice 


as a career choice in anything like enough numbers to meet the expected workforce needs10.


The Government’s imposed changes to the GP contract in April 2013 have only added to workload and 


further undermined morale. The largest survey of GP opinion since changes to the contract were imposed, 


published by the BMA in September 2013, found that 97 per cent have seen bureaucracy and box ticking 


increase in the past year11. The use of targets within the GP contract has expanded to create clinically 


dubious, one-size-fits-all incentives and a huge volume of box-ticking, with nine out of 10 GPs stating this 


had taken them away from spending time on attending to patients needs, and 82% of GPs reporting that 


such target chasing had reduced routine available appointments to patients. It is not surprising therefore 


that 86% of GPs report their morale worse this year than last.


Austerity and efficiency savings


The economic crisis is putting all parts of the UK, both public and private sectors, under unprecedented 


financial pressure, and the NHS is no exception. Between now and 2020, it is estimated that the NHS 


in England alone must make efficiencies of £30 billion. However general practice has to face this future 


challenge following years of under-investment which has led to the current crisis we face.


Spending on GP services increased by 10.2% between 2006/07 and 2010/11 – compared to a 41.9% 


increase in spending on hospital services – but practice expenses have been rising faster. The proportion of 


NHS funding supporting general practice in England has fallen from 10.4% in 2005/6 to 7.47% in 2012/13.13 


A growing and ageing population with more complex health needs


The UK population is increasing and at 63.7 million is at its highest ever. Not only does this mean that 


there are more people in absolute terms for general practice to care for this increase is likely to continue as 


last year, over 813,000 babies were born, which was the highest number for 40 years.


The UK is also growing older. Over the last 50 years, the average life span has increased by 10 years for a 


man and eight years for a woman. Older people are more likely to live with a health condition and often 


more than one. By 2021, more than one million people are predicted to be living with dementia and by 2030 


three million people will be living with or beyond cancer. By 2035 there are expected to be an additional 


550,000 cases of diabetes and 400,000 additional cases of heart disease in England. The number of people 


with multiple long-term conditions is set to grow from 1.9 to 2.9 million from 2008 to 2018. 


As the number of people with long-term conditions increases, so too will demand on GPs: although 


patients with long-term conditions account for around 29% of the population, they make up 50% of all GP 


appointments. 


9 http://www.cfwi.org.uk/publications/how-could-the-community-workforce-alleviate-some-of-the-pressure-on-
general-practitioners-and-improve-joint-working-across-primary-and-community-care


10 http://www.bma.org.uk/cohortstudy
11  http://bma.org.uk/working-for-change/negotiating-for-the-profession/general-practitioners-committee/gp-work-


load-survey-chaand-letter
12 Source:   HM Treasury Public Expenditure Statistical Analysis 2013, 2012, 2011, 2010:  total DEL 
 (resource + capital) 
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Changing patterns of care – moving care closer to home


Changing population demographics mean that current models of healthcare are rapidly becoming 


outdated. Health reform is focused on moving care closer to home, delivering more services in community 


settings and encouraging closer collaboration between providers. The movement of care “out of hospital” 


is a policy driver in all devolved nations in the UK, augmented by an economic argument of reducing the 


greater expense of hospitalisation.


This shift of care from secondary to primary and community settings must logically be accompanied by a 


commensurate investment in General Practice. Yet, as highlighted earlier, the reality has been a reduction 


in the proportion of overall NHS funding spent on general practice. This trend is unsustainable and is at 


the root of the current workload and workforce pressures experienced by GPs and their staff.


In many areas, commissioners are undertaking wide ranging reviews of current acute providers with a view 


to reconfiguring services; a particularly challenging task in the context of enormous financial pressures on 


health service budgets and the requirement for commissioners to find year on year efficiency savings. 


Unless there is increased capacity in general practice, primary care and community settings to absorb this 


transfer of care out of hospitals, the quality of care for patients will suffer, and with adverse effects.


Health system reform


The Health and Social Care Act (2012) radically reformed health structures in England. The new 


commissioning structures pose challenges to general practices both as providers and to GPs in their new 


role as commissioners. The reforms were extensive and the transition timescales far too hurried. Area 


Teams have far fewer staff and resources than their predecessor PCTs. As a result, the support practices 


may need to help with development is often absent. With many more organisations to work with practices 


are struggling to build productive relationships in a more complex and at times fragmented new system. 


Practices are also the constituent members of CCGs, which have responsibility for commissioning 


secondary care services. This new role in commissioning places extra demands on already work saturated 


general practices and many are struggling to find the time to get involved with their CCG.13 


The Act also promotes competition and plurality of provision as a lever to improve quality of services. The 


evidence for the effectiveness of competition in health is limited, yet in the meantime, commissioners are 


now required to move services out to competitive tender. General practices find themselves in competition 


with large scale, corporate entities and many lack the commercial expertise to bid in complex and costly 


procurement processes. These procurement and tendering processes risk destabilising existing services by 


salami slicing elements of care currently delivered by local practices, so reducing the comprehensive, cost 


effective, high quality care a single practice can provide to a population.


The huge upheaval of constant NHS reform and regulatory change has left GPs and practices anxious and 


uncertain about the future. Time is needed for the new structures and procedures to bed in without more 


top down management and imposition, or there is a risk of stifling innovation and further demoralizing 


the profession, both of which will have a negative effect on patient care.


13 BMA GPC Survey of GP Workload September 2013, available at:
 http://bma.org.uk/working-for-change/negotiating-for-the-profession/general-practitioners-committee/gp-work-


load-survey
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Changing patient and public expectations


Public satisfaction with the NHS and with general practice, in particular, remains very high. However, there 


is much variation in what patients want in terms of access, for example in terms of the trade-off between 


immediate access and the desire to see a named GP, as well as that between austerity in the NHS and 


affordability for extended access and services.


Patients and public also want more information about health and about their care. Many wish more 


involvement and engagement, from determining individual care plans through to shaping local services. 


The report of the Francis Inquiry stressed the importance of public and patient engagement and 


highlighted what can go wrong when this is not achieved.


General Practice – providing solutions for the future


We believe that a properly developed and supported general practice will be fundamental to providing 


real solutions to the significant challenges facing the NHS. In particular the cost effectiveness of general 


practice and its ability in turn to release cost efficiencies in the whole system will be key to enabling the 


NHS to be sustainable within an increasingly challenging financial environment.


Four important areas include:


1. More integrated care, closer to home, delivered by a team built around the GP practice 


GPs as expert generalists build longstanding relationships with their patients and local communities. 


They are key to developing services that support the growing number of patients with multiple, 


complex, long-term health problems and helping them manage their conditions at home and in the 


community with support from the right specialists at the right times. 


To develop this further there is a need to:


a) Expand the infrastructure of general practice and primary care within an integrated 


approach


Enablers to achieve this include:


• Increasing the numbers of GPs, practice and community nurses, to provide an accessible, 


high quality, comprehensive service across all communities.


• Community health care teams built around GP practices. Collaborative working across 


localities with practices either singly or collectively employing or directly managing 


community nurses who, working together with practice nurses, will provide a seamless 


and more flexible nursing service for patients in the community. 


• Secondary care clinicians and GPs working collaboratively to design and provide care 


pathways for local health economies, bringing more diagnostics and specialist care out 


of hospital and into community settings, including hospital-based specialists visiting 


nursing and residential homes and working alongside GPs in practices when appropriate.
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• Patients with long-term and complex needs should be jointly managed through an 


integrated team in line with a single care plan led by the most appropriate named 


clinician. This would require a much greater alignment of incentives and funding streams 


between general practices and hospital and community service providers.


• Specialists given the opportunity to collaborate with and to support primary care, such 


as in general medicine, elderly care, mental health and paediatrics, acting as a specialist 


resource across localities to optimise patients’ complex health needs and help to prevent 


unnecessary hospital attendances and admissions.


• A shift to community based care with more doctors and nurses in the NHS working in 


general practices and community settings or having had experience of working in such 


settings.


• Joint training and education for GPs and secondary care clinicians.


• Greater collaboration between community pharmacists and practices with a practice-


aligned pharmacist undertaking medicines management and other elements of chronic 


disease management. 


• Greater collaboration between practices and social care services, with named 


social workers or team leaders aligned to every practice and regularly attending 


multidisciplinary meetings.


• Citizens Advice Bureau and other advice and social support services to be sited in 


or linked to specific practices to ensure a comprehensive service is available across a 


community.


• Expand and develop practice premises to allow for delivering increased care in the 


community, including space for teaching, training and research. 


b) Enhance proactive and personalised care for vulnerable patients and those with 


complex or multiple long-term conditions.


Enablers to achieve this include:


• Proactive case management with GPs leading the coordination of care, within a 


multidisciplinary and multiagency approach. Whilst GPs should lead this process, day-to-


day coordination and delivery of care would often be by other members of the extended 


practice-based team.
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• Longer consultation times so GPs can fully meet the needs of their patients who are 


living with many and increasingly complex long-term conditions, so providing increased 


personalised care for each and every patient who needs it.


• Empowering patients and their carers to develop their knowledge, skills and confidence 


to become active partners in their health care.


• Using one clinical electronic record by all members of the extended practice team.


• Sharing electronic care records (with requisite consent and information governance 


standards) with other providers of care to optimise personalised care in the community


c) Reduce the need for hospital admission and attendance


Enablers to achieve this include:


• CCGs commissioning with the intention of achieving a “whole system” approach with 


aligned incentives between different providers, reforming the current divisive tariff 


payment system and removing counter-productive targets such as crude A&E waiting 


times.


• A more effective, responsive integrated urgent care system (see below) that avoids the 


need for patients to be admitted to hospital.


• Practices providing timely access e.g. via a dedicated telephone number or line to enable 


services managing patients in emergency situations to be able to promptly seek advice 


that may avoid a transfer to hospital


• For those patients who would benefit, having one single, simple, short and clear care 


plan so that all those who might provide care in emergency situations are aware of the 


patient’s condition, needs and wishes


• Expand the availability of short-term nursing or residential home beds that can be 


immediately available for patients who would otherwise require admission to hospital


2. Improving urgent and out of hours care services


Urgent care day and night on every day of the year is provided by GPs, either through their practices 


or via GP out-of-hours (OOH) organisations covering their practice area. Just as practices have been 


coping with an increased workload with reduced resources, similarly GP OOH organisations have 


had similar pressures.  Improvements can be made so optimising access to appropriate urgent care in 


and out-of-hours and enhancing self-management.


Enablers to achieve this include:


• Clinical commissioning groups commissioning integrated models of out-of-hours care, 


bringing together community nursing, social care, walk-in-centres, pharmacy, OOH 
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general practice organisations, NHS 111 services, minor injury units, ambulance services 


and hospital emergency services so providing a joined up and consistent approach to 


urgent care.


• High quality first point of contact urgent care telephone triage, led by clinicians rather 


than relying solely on computer algorithms allowing a presenting problem to be 


managed in the most efficient and cost effective way.


• Removing the compulsion for competitive tendering from the provision of urgent and 


unscheduled care, thus enabling commissioners to select the best option in the interest 


of patient safety and the efficient use of NHS resource.


• Awarding contracts based on a provider’s existing experience and expertise in 


successfully delivering safe, high quality OOH care.


• Lift A&E minor attendances out of PbR and tariff arrangements and give CCGs the 


responsiblility and the budget for commissioning an integrated community and hospital 


service for unscheduled care.


• Ensuring consistent health and wellbeing messages to patients through better co-


ordination of information materials provided by different parts of the NHS to ensure 


appropriate use of urgent care services.


• Setting a minimum clinical staff/population ratio for OOH organisations.


• Enabling patients to access to their Summary Care Record and providing better access of 


clinical information for OOH providers to improve standards and continuity of care.


• Improving the quality of clinical information and reducing the length of primary post 


event messages passed on to general practice providers by NHS 111 and after each and 


every attendance at A&E.


• GP practices to be more closely involved in monitoring the quality of care provided by 


OOH providers and CCGs to act on the concerns raised by practices


3. Improved accessibility and local accountability


Workload and workforce pressures have made it more difficult to maintain the levels of accessibility 


and quality of care GPs want to be able to deliver and know their patients need. 


Enablers to achieve this include:


• GPs working in larger practices and/or across groups of practices in collaborative 


alliances or federations. Practices should be supported to maintain their unique identity 


and relationship with their patients whilst working together with others to share “back 


office” functions, organisational learning and standards as appropriate.


• Collaborating with other practices to provide extended hours surgeries at a range of 
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different times across a community.


• Offering more alternatives to a face-to-face consultation when clinically appropriate, 


such as dedicated telephone and/or Skype-like surgeries 


• Clinicians meeting in larger groups for peer-group learning, sharing ideas and reviewing 


the clinical care offered to patients in their community to improve performance and 


consistency.


• GP practices providing more meaningful information about their services and the quality 


of care they provide, than is currently provided on the NHS Choices website, taking in to 


account the context of the community they serve.


• Encouraging GPs to build on their role as patient advocates by challenging and reporting 


on poor care provided by local health or social care providers. 


4. Empowering patients as partners


Too often in recent years policies have been introduced that have disempowered patients rather 


than empowering them. Patients have a key role to play as partners in both supporting the 


development of general practice and in ensuring the sustainability of the NHS as a whole


 


Enablers to achieve this include:


• Strengthening patients’ input to the organisation and delivery of their general practice 


services though the development of practice-based patient participation groups.


• Increasing the local patient voice within clinical commissioning group decision making. 


• Investing in public education campaigns and better health education, particularly as part 


of the school curriculum


• Empowering patients to self-care where appropriate, avoiding the inconvenience of 


unnecessarily accessing healthcare services. This could be via consistent information that 


is easily available through, for example electronic kiosks in public places, including in 


health care settings, and via accredited websites.


• Greater involvement of patients as partners, providing longer consultation times where 


appropriate, in order to share  in decisions and management of their care  including the 


co-creation of care plans when appropriate.
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General Practice – Turning Solutions into Reality 


Government, policy makers and commissioners must now commit to long-term investment in general 


practice if it is to be in a position to deliver these much needed solutions. This investment will enable 


the essential building blocks to be put in place that will underpin the successful delivery of change and 


development in general practice and for the NHS as a whole.


General practice can be supported and enabled by:


1. Sustained and increased funding


Unfortunately, general practice has seen a progressive reduction in its proportion of NHS spend in recent 
years. We propose that Government sets a target for NHS England to invest in a year on year increase in 
the proportion of funding in to general practice.


The table below shows the year on year decrease in the proportion of NHS funding invested in general 
practice in England.


Year % total investment % investment excluding dispensed drugs


2004/5 10.00% N/A


2005/6 10.41% N/A


2006/7 9.83% N/A


2007/8 9.17% N/A


2008/9 8.74% 8.04%


2009/10 8.45% 7.81%


2010/11 8.31% 7.68%


2011/12 8.16% 7.56%


2012/13 8.04% 7.47%


Patient care should be built around their needs for integrated pathways that break down the current 
barriers  between acute care, general practice and community services. Where this involves service 
reconfiguration then the accepted good principles governing reconfiguration must always apply, 
principally the need to be based on evidence and supported by a clinical consensus.
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2. Expand recruitment and better retention 


A greater public commitment towards general practice from the Government downwards, alongside 


promoting it as a rewarding career choice and dealing with issues that undermine the morale of the 


existing workforce, would go some way to addressing the impending GP recruitment and retention crisis. 


Enablers to achieve this include:


• Expansion of the general practice workforce through increased long-term core funding. 


• Greater contract stability to enable practices to invest in an expanded workforce


• Creating long-term incentives to expand partnerships.


• Investing in initiatives to support GP returners back to work.


• Removing barriers and providing support for fully qualified GPs who wish to return to working in the UK.


• Funding innovative schemes such as the Flexible Career Scheme to encourage practices to expand 


substantive GP posts.


• Providing long-term support for practices in under doctored areas to take on additional staff, so 


working to reduce health inequalities.


• Providing an NHS occupational health service to support all practice staff.


• Ensuring GP involvement in management and leadership roles is fully resourced to enable full clinical 


back-fill arrangements in practices.


• Supporting career development with a clearly defined post-graduate training allowance.


• Lengthening GP training to a fully-funded five years with a much greater proportion of time training 


based in general practice.


• Recognising general practice as a specialty in European law to enhance its credibility as a specialty and 


to ensure that training meets required standards.


• Enhancing the GP trainer grant and providing a supplement to encourage more trainers in under-


doctored areas.


• Supporting GPs to enhance their skills or develop additional special clinical interests.


• Providing a training grant to support practice nurse training.


• Developing a practice nurse training curriculum to promote general practice nursing as an attractive 


career choice.


• Providing protected learning time for peer review and joint learning.
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• Supporting practice manager development and training.


• Greater practice management and financial training as a core component in GP training, to help 


produce enough GPs with the skills necessary to take on the role of being a GP partner.


3. Premises fit for the future


Investment must be made in better community-based premises if we are to deliver the necessary changes 


described above. Many premises are sub-standard and not fit for purpose, making the possibility of 


providing more services in the community extremely difficult. 


Enablers to achieve this include:


• A 10 year rolling programme to ensure all practices that require it have a purpose-built surgery, working 


with NHS bodies, Local Authorities and third-party developers where necessary.


• Creating a general practice premises development fund to support new developments such as primary 


care hubs providing expanded diagnostics and services in the community for networks of practices, and 


the expansion of existing premises.


• Practices working together in collaborative alliances, federations or larger practices to make the best use 


of their available premises to enable a wider range of high quality out-of-hospital services to be located 


in a complimentary way within a defined community, whilst also ensuring patients retain local access 


close to their homes.


• Guaranteeing the reimbursement of premises running costs, as specified under the Premises Costs 


Directions 2013, to give GPs the confidence to move to new developments or significantly refurbish 


existing premises.
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General Practice – Providing healthcare solutions for the future


The increasing financial problems facing the NHS means the pressure to make radical changes in order to 


deliver effective quality care in the future can no longer be delayed. The crisis of capacity versus demand is 


not new and neither can it be solved quickly or easily. Investment in workforce and premises will take time 


to deliver. However a commitment to developing general practice must be made now so that these longer 


term issues can start to be addressed.


General practice should be supported and enabled to evolve in order to meet our patients’ needs and 


that of the NHS. It does not need a central one-size-fits-all destabilising approach nor being forced into 


change for the sake of changes sake. Instead we must see a new strategic focus towards supporting 


general practice, encouraging and allowing it to develop based around the needs of their patients and 


communities.


General practice has always been a sure foundation on which the NHS has been built. With more GPs, 


spending more time with their patients, working in bigger and more comprehensive teams built around 


the practice, based in better quality premises and underpinned by a fairer share of NHS resources, general 


practice can deliver the healthcare solutions for the future. Now more than ever, general practice is 


offering solutions which will enable the whole NHS to remain sustainable and successful.
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Appendix


A few facts about general practice


There are almost 43,000 GPs in the UK – 35,415 in England, 4,287 in Scotland, 2,022 in Wales, 
and 1,163 in Northern Ireland.1 


They work mainly from over 10,000 GP practices – 8,316 in England, 1,002 in Scotland, 483 in 
Wales and 353 in Northern Ireland.2 


In England, over 300 million consultations take place in general practice every year – almost 
ten every second – and over 80 million more each year than took place in 1995.3 


The average time a GP spends with each patient is almost 12 minutes – up from just over 
eight minutes twenty years ago.4


Each GP practice takes between 30 and 50 calls from patients every day.5


The average member of the public sees a GP almost six times every year. – twice as much as a 
decade ago. On average an older person sees their GP over once every month.6


Almost 87% of patients rate their experience of GP services as good or very good.7


In England in 2012-13, expenditure on GP services accounted for £7.8 billion. Expenditure on 
secondary care – largely hospitals – was over £70 billion.8


Spending on GP services increased by 10.2% between 2006-07 and 2010-11 – compared to a 
41.9% increase in spending on hospital services.9


19 out of every 20 consultations taking place in general practice are dealt within primary 
care alone – rather than in hospital or elsewhere in the NHS.10


Studies from the US suggest that an increase of just one GP per 10,000 population is 
associated with a reduction in deaths rates of over 5 per cent.11


1  Health and Social Care Information Centre, General practice trends in the UK, 23 January 2013


2  Health and Social Care Information Centre, General practice trends in the UK, 23 January 2013


3  Health and Social Care Information Centre, Trends in consultation rates in general practice, 2 September 2009


4  Health and Social Care Information Centre, Trends in consultation rates in general practice, 2 September 2009


5  Royal College of General Practitioners, The 2022 GP, Compendium of evidence, 17 September 2012


6  Royal College of General Practitioners, The 2022 GP, Compendium of evidence, 17 September 2012


7  Department of Health, Annual report and accounts 2012-13, 15 August 2013


8  Department of Health, Annual report and accounts 2012-13, 15 August 2013


9  Deloitte, Primary care: today and tomorrow – improving general practice by working differently, 2012


10  The King’s Fund, Improving the quality of care in general practice: report of an independent inquiry 


commissioned by The King’s Fund, 2011.


11  Macinko J, Starfield B, Shi L. Is primary care effective? Quantifying the health benefits of primary care physician 


supply in the United States. International Journal of Health Services 2007
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1Responsive, safe and sustainable – Towards a new future for general practice 1


Over the past two years the BMA’s General 
Practitioners Committee (GPC) has undertaken one 
of its biggest-ever consultation exercises. Through 
a range of different events, we have spoken to 
patients, GPs and Local Medical Committees, as well 
as seeking the views of major stakeholders. We held 
deliberative events specifically for patients at the 
beginning of 2015, and also conducted our largest-
ever survey of GPs, with 15,560 respondents.2 We 
wanted both to ask GPs and patients what they value 
about general practice and quantify and highlight 
the extent of the challenges it faces. But more than 
that, we wanted to use our findings as a basis for 
outlining positive solutions for a sustainable future 
for general practice – a future which is reflective of, 
and responsive to, the changing needs of patients.


Our starting point is the care of patients – the 
people doctors enter general practice to serve. 
Their priorities are clear. Patients want high-quality 
care, provided by a familiar team of GPs who know 
their medical history, and they want to be able to 
receive that care in a timely fashion when they need 
it. And this is what GPs want to be able to give their 
patients. Both doctors and patients also want to see 
these priorities delivered while maintaining the core 
principles of general practice: with GPs leading the 
provision of primary care in local communities. 


But the unsustainable workload GPs face threatens 
to undermine those principles and the delivery 
of these shared priorities. That workload has a 
direct impact on patients: it means longer waits 
to get an appointment to see a doctor and shorter 
consultation times when they do get one. Our survey 
graphically illustrated the problem: it found that 
more than nine in 10 GPs say their workload has 
negatively impacted on the quality of care that they 
give to their patients.


Introduction


General practice is at a critical 
juncture. While seen by the 
Government and NHS England 
as the ‘foundation’1 for the 
future delivery of healthcare, 
it is in the midst of a growing 
crisis – one that threatens to 
undermine the quality of the 
care that doctors can give to 
their patients. 


1 NHS England, Five Year Forward View, (2014) available at http://www.england.nhs.uk/ourwork/futurenhs/ 
2 BMA Future of General Practice 2015 Survey, (2015) available at http://bma.org.uk/working-for-change/negotiating-for-the-


profession/bma-general-practitioners-committee/surveys/future-of-general-practice


Our starting point is the care 
of patients – the people 
doctors enter general 
practice to serve
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At the same time, mounting workloads and falling 
morale are leading to a recruitment and retention 
crisis. There are too few GPs, and every indication 
that the gap between the number of GPs needed 
and the number we have will widen further through 
premature retirements, younger GPs opting to leave 
general practice or work abroad and the fact that 
medical students are not choosing general practice 
as a career in anywhere like enough numbers. 
Underlining the scale of this challenge is the fact 
that one in three GPs responding to our survey said 
they hoped to be able to retire within the next five 
years. 


The pressures on general practice look set to grow 
further. The complexity of managing the growing 
number of patients with multiple conditions in 
general practice, many of whom were previously 
seen solely by hospital specialists, has been 
increasing and is predicted to continue to do so. 
Patient expectations are constantly being raised 
by political initiatives such as routine seven-day 
working. But unless the current problems facing  
GPs are addressed, such initiatives have no chance 
of success and could make matters worse. 


There is no easy solution to the many issues facing 
general practice. But it is clear that they must be 
addressed, for a revitalised general practice must 
be at the heart of changes in the way services are 
organised. GPs recognise the need for significant 
change and are ready to work together and 


differently to achieve better-integrated and more 
local services for patients. They recognise, too, that 
such changes will improve their own working lives, 
creating a profession that new doctors will want 
to join. Our aim should be to establish a virtuous 
circle whereby GPs can deliver the quality of care 
to patients they wish to provide and which patients 
have every right to expect and, in so doing, more 
medical students will see general practice as a 
career that fulfils their desire to care for patients. 


This report will focus on ways to deliver what 
patients and GPs have told us they want from 
primary care, in the context of a rapidly changing 
external environment where there is unlikely to 
be one single model, where resources will be at a 
premium and where any future changes will need to 
deliver fairness, consistency, stability and security. 
In order to achieve these aims general practice 
must adapt. But it must also be supported to deliver 
what GPs and patients want, and the public and 
government expect.


This report will not only examine the current 
problems in general practice, but also look at the 
future of primary care within a rapidly changing 
system. We will set out our principles and vision 
and – by examining what patients want and how 
practices and practitioners should be configured  
and assisted to respond – put forward the key 
actions that will be required to enable us to realise 
that future vision. 


More than nine in 10 GPs say 
their workload has negatively 
impacted on the quality of care 
that they give to their patients
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Today general practice stands at a 
crossroads. One direction points to a future 
which threatens an inexorable erosion in 
the quality of care that GPs provide as they 
struggle to contend with ever-increasing 
workloads, rising public expectations 
and the complex management of a 
growing number of patients with multiple 
conditions. All this following on from a 
decade-long under-investment in general 
practice.


Another direction points to a different future: one 
where the core principles of general practice – 
that doctors lead the provision of primary care in 
local communities – are maintained but services 
are modernised and reconfigured in a way which 
responds to the priorities of patients, promotes 
better integration and addresses the recruitment 
and retention crisis which is currently enveloping 
the profession.


That crisis is underlined by the results of the 
largest-ever survey of GPs conducted by the BMA’s 
General Practitioners Committee (GPC). It finds that 
nine in 10 GPs say their workload has had a negative 
impact on the quality of care that they give to their 
patients – as well as being the strongest factor 
which undermines their personal commitment to 
general practice. The results of this are clear: one-
third of GPs hope to retire from general practice in 
the next five years, while nearly one in five current 
GP trainees hope to move abroad.


Executive summary


General practice has been 
at the heart of the delivery 
of primary healthcare in 
England for decades.


Nine in 10 GPs say their workload has 
had a negative impact on the quality of 
care that they give to their patient







Listening to patients and practitioners 
This report draws on findings from one of the 
biggest-ever consultation exercises that the GPC 
has undertaken to outline an alternative to simply 
continuing on the current path and hoping for  
the best.


In a series of deliberative events, patients said 
their priorities are most likely to be delivered by 
community-based GPs continuing to lead the 
delivery of primary healthcare, and they firmly 
reject alternative models, such as practices run 
by commercial companies or surgeries based in 
hospitals. 


GPs share their patients’ outlook: 80 per cent of 
doctors responding to our survey say they greatly 
valued continuity of care for patients, while having 
insufficient time with patients ranks in the top 
three factors that most negatively impacts on 
their personal commitment to a career in general 
practice. Moreover, doctors show overwhelming 
support for GP-led primary healthcare services and 
the retention of independent contractor status, 
while equally recognising the wish by a growing 
number of GPs for alternative contractual options. 


The Government has suggested that greater 
access to care is best provided by a seven-day 
routine service across the NHS. Patients appear 
unconvinced about this claim: urgent care at the 
evening or weekend, yes, but less concerned 
about being able to book routine appointments 


throughout the weekend. GPs share their patients’ 
scepticism about this initiative, seeing greater 
investment in the current 24/7 GP urgent care 
service as a more sensible way to meet patient 
need. 


However, both patients and doctors recognise the 
need for change. Patients understand the need to 
balance access to care with continuity of care. They 
do not believe that very small practices can deliver 
the care they need when they need it, and they 
accept the benefits that larger practices can bring. 


At the same time, it is evident that – while 
there is overwhelming support for the option of 
independent contractor status – some doctors 
want to be able to work in new and different ways. 
Thus while nearly three-quarters of salaried and 
locum GPs aged 30 and under say they envisage 
looking for a partnership at some point, two-thirds 
of salaried and locum GPs as a whole do not. 


This report outlines five steps to meeting the 
aspirations, and responding to the concerns,  
of patients and their doctors:


 – Developing new models for delivering care. 
 –  Addressing the recruitment and retention 


crisis.
 – Bridging the primary care funding gap.
 – Modernising premises and infrastructure.
 – �Realising�the�potential�benefits�of�IT�and�


other technology.
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Developing new models of delivering care
The independent contractor status model needs to 
evolve. A collaborative care model – which involves 
larger practices employing bigger teams which 
can, in turn, work together in networks, as well as 
with other local health and social care providers 
– reflects the core principle of GP-led primary 
healthcare which doctors and patients wish to see 
retained. 


It also has the potential to deliver many of the 
other things which, our consultation suggests, 
they believe primary healthcare should be striving 
for. It balances convenience and continuity of 
care, giving patients timely access to a trusted and 
familiar local practice team, while also offering 
practices the potential to offer extra services. 


Larger practices working together in networks  
will require:


 –  A culture change in the NHS so that the delivery 
of care in communities is more highly valued. 


 – �Investment�in�the�training�of�additional�staff�to�
deliver community-based care and long-term 
funding�to�allow�practices�to�employ�those�staff.


 –  Funding and support for the running of GP 
networks, as well as assistance with the process 
of bidding for, and delivering, primary care 
contracts.


Addressing the recruitment and  
retention crisis
We lack the number of GPs we need to meet the 
demand for GP services. This decreases patients’ 
ability to get an appointment when they need it, 
cuts the time doctors can spend with their patients, 
and increases GPs’ workloads – thus contributing 
to a vicious cycle in which the ability to recruit new 
GPs and retain existing ones is reduced. 
There needs to be a comprehensive strategy to 
boost the GP workforce. This should include:


 –  Measures to improve the image of general 
practice in medical schools.


 –  Increased resources to grow the number of 
GP placements for foundation doctors and full 
funding for returner and retainer schemes.


 – �Introduction�of�an�equitable�and�fair�tariff�for�GP�
practice undergraduate placements so that all 
practices across the country can participate.


Bridging the primary care funding gap
General practice provides excellent value for 
money. It costs on average only £131.45 to provide 
each patient with a comprehensive, unlimited 
service each year.


But, as Simon Stevens, the Chief Executive of 
NHS England, has recognised, there has been a 
systematic under-investment in general practice 
for at least a decade.


To redress this under-investment, and ensure the 
full benefits of other changes outlined in this report 
are realised, there needs to be a sustained, year-
on-year increase in the proportion of NHS funding 
going to general practice on a recurrent, equitable 
basis for practices. 


Four out of 10 GP practices felt their 
current premises were not suitable  
to deliver services to patients
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Modernising premises and infrastructure
Overcrowded and antiquated premises have no 
role to play in the delivery of modern, high-quality 
primary care. The BMA’s premises survey in 2014 
found that four out of 10 GP practices felt their 
current premises were not suitable to deliver 
services to patients, while nearly 70 per cent felt 
they did not allow for the provision of additional 
services. 


Ensuring doctors can work in a surgery that allows 
them to deliver the best for their patients will 
require:


 –  A long-term commitment to an infrastructure 
fund beyond the current timescale, with a 
comprehensive longer-term premises strategy.


 – �Offering�more�premises�through�the�NHS�or�a�
third party to meet the needs of GPs who do not 
want to own practice premises.


Realising�the�potential�benefits�of�IT� 
and other technology
New technology has the potential to improve 
patient care and help deliver a more integrated 
service and seven-day urgent care provision. 


The following steps can help best utilise new 
technology: 


 –  Support for practices to ensure they have the 
necessary time to investigate, plan for and 
implement new technological developments.


 –  Financial support for practices for major 
investment in new technology.


 –  The full transfer of electronic health records 
between�different�practices�to�reduce�or�
eliminate the need for paper records.


 –  Appropriate access to patients’ electronic 
records in urgent care situations and other 
health and care settings.


Alongside this strategy, steps need to be taken to 
help GPs better manage their workload:


 –  Greater and sustained funding for general 
practice, with a payment system that delivers 
new resources for increased workload in 
community settings


 –  An enlarged infrastructure of general practice, 
with improved premises and community-based 
estate and facilities.


 –  Measures to empower patients to manage their 
own care better through a government-backed 
national self-care strategy and encouraging 
commissioners and practices to promote self-
care.


 –  Measures to manage demand and stem the  
shift�of�inappropriate�and�unresourced�workload�
onto GPs


Not all GPs wish to work as independent 
contractors. In our survey, sessional GPs ranked 
their partner colleagues being overworked as the 
second most important factor in their reason for 
being a sessional GP. To tackle the recruitment 
and retention crisis it is, therefore, important that 
different employment models for GPs are available. 
The use of different contracting models can 
place greater, more clearly defined, limits on GPs’ 
workload and thus leave them with more time to 
deliver the care that patients need. 


It is now time to move beyond headline-grabbing 
political initiatives, constant tinkering with the GP 
contract in order to introduce transitory targets 
and incessant micro-management from Whitehall. 
If general practice is to take the road toward a 
responsive, safe and sustainable future, hard 
choices, additional investment and innovative 
solutions will be required. This report outlines  
how we can move towards this new future for 
general practice. 
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Our deliberative events with patients found what 
every GP instinctively knows: that patients want 
high-quality care, provided by a familiar team of 
GPs who know their medical history, and they want 
to be able to receive that care in a timely fashion 
when they need it.


Of course, beneath these priorities are subtle 
differences. As doctors see every day in their 
surgeries, there is nothing homogenous about 
the patients for whom they care. The priorities 
of elderly people, busy young professionals, and 
parents with young children vary.


Our groups consistently found that one of the main 
priorities for patients, especially those who were 
elderly or had long-term conditions, was continuity 
of care. These patients value GPs knowing their 
medical history. That doesn’t necessarily mean 
seeing the same GP every time, but it does mean 
an appointment with a doctor who is part of a single 
and familiar team. This desire is one shared by 
GPs. Eighty per cent of the GPs responding to our 
survey said they greatly valued continuity of care 
for patients. For younger patients or those with 
small children, rapid access to care was the priority. 
However, at every stage of their life, patients 
consistently ranked being able to see a GP within  
a short timeframe in their top three priorities. 


Patients’ voices: priorities for general 
practice


‘I’ve got a long-term condition so [the] priority 
for me is seeing the team of doctors I’m used to 
seeing because they understand my complaint…  
I can wait a week because it’s not going to change 
too much.’ 


The ideal is seeing the same doctor every time, but 
this isn’t perhaps practicable. What was important 
for us was your doctor knowing your history, so 
then having at least a regular team, around three 
or four.’


‘We can communicate clearly. I can tell my 
doctor exactly what I’m going through and my 
symptoms. My doctor can have time to tell me 
treatment options and explain it clearly to me.’ 


‘Most of the time I use my GP is for my children. 
I’m only ringing if there is a problem, so to see 
them quickly is [the most] important [thing  
for me].’


1. What patients want


High-quality care, continuity of 
care, timely access to care.


Eighty per cent of the GPs responding 
to our survey said they greatly valued 
continuity of care for patients
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Nonetheless, all patients want to see a doctor who 
has time to care and can provide a consultation of 
appropriate length. Again, this priority is one shared 
by GPs. In our survey, 70 per cent of GPs ranked 
longer consultation times as one of the three most 
important factors that could help them better 
deliver the essentials of general practice. Having 
insufficient time with patients was also ranked in the 
top three factors that most negatively impact on 
their personal commitment to a career in general 
practice. The need for longer appointment times 
is particularly important, given that GPs often are 
seeing patients with diagnostic uncertainty and 
often with undifferentiated illnesses which may be 
dynamic and evolve.


Patients recognise that – with the current 
pressures GPs are under – there are trade-offs: 
the longer consultation times both they and 
GPs desire could result in even longer waits for 
an appointment. Patients also understand the 
pressures general practice faces and the resultant 
consequences. In our events, they acknowledged 
that it was their GP’s workload which was to blame 
for the difficulties they experienced in getting an 
appointment. Although frustrated by this, patients 
also understood that current pressures could 
have consequences for the standard of care they 
received. This is a concern of which doctors are 
fully aware: in our survey, workload emerged as 
one of the main barriers that prevented GPs from 
providing the quality of care that patients need 
and want. Ninety-three per cent of GPs said their 
workload has negatively impacted on the quality 
of care given to patients. Workload was also the 
strongest factor that negatively impacted on GPs’ 
personal commitment to general practice.


Some have suggested that improving access to 
care requires a seven-day routine service across 
the NHS. Since the election there have been 
further government announcements about this,3 
most recently Jeremy Hunt’s pledge of a ‘new deal 
for general practice’.4 As yet, there is no clear detail 
about how the government intends to deliver 
a seven-day routine service in general practice 
or across the NHS. However, our consultation 
suggested scepticism on the part of patients 
about these proposals. It found that patients did 
not particularly value the idea of being able to get 
a routine appointment throughout the weekend. 
This indicates a recognition on the part of patients 
of the reality of the workforce capacity constraints 
in general practice and the difference between 
speed and convenience of access. This, together 
with the initial evaluation of the Prime Minister’s 
Challenge Fund pilots, suggests that while patients 
value being able to see a GP in the evening or 
over a weekend when they have an urgent clinical 
condition, there is less demand for routine GP 
appointments throughout the weekend. 


GPs very much felt that weekend opening for 
routine appointments was neither clinically 
necessary nor was it good value for money or the 
best use for scarce NHS resources. In addition, 
urgent care is provided by GPs day and night 
on every day of the year, either through their 
practices or via out-of-hours (OOH) organisations 
covering their practice area. Just as practices have 
been coping with an increased workload with 
reduced resources, GP OOH organisations have 
had similar pressures. We have previously made 
recommendations to make improvements to the 
current fragmented urgent care service, reducing 


3 David Cameron, PM on Plans for a Seven-Day NHS, (18 May 2015) available at  
https://www.gov.uk/government/speeches/pm-on-plans-for-a-seven-day-nhs 


4 Jeremy Hunt, New Deal for General Practice, (19 June 2015) available at  
https://www.gov.uk/government/speeches/new-deal-for-general-practice


5 BMA, Developing General Practice Today: Providing Healthcare Solutions for the Future, November 2013, available at  
http://bma.org.uk/working-for-change/negotiating-for-the-profession/bma-general-practitioners-committee/gpc-vision/
improving-urgent-and-ooh-care
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the confusion many patients have about how and 
where to access the service and enhancing self-
management. It is imperative that improving the GP 
OOH urgent care service takes priority over using 
limited new funding for expanding weekend routine 
services.


However, many GPs wanted all practices to offer 
at least one extended hours session per week, 
recognising the need to offer appointments for 
all of their patients within the resources available. 
How practices might work in different ways to 
achieve better access will be examined in more 
detail later in this report. However, it would be 
wrong to assume that, without significantly more 
GPs, working differently could in itself deliver 
significantly greater access for patients.


So how might patients’ priorities best be delivered? 
Both patients and GPs believe that the core 
principles of general practice should be retained.


Retaining the core principles of general 
practice
At our deliberative events, patients wanted to see 
a continuation of GP-led primary healthcare and 
rejected the non-GP run models with which they 
were presented. A number of key themes emerged 
as patients discussed some different practice 
models:  


 –   A strong desire for GPs to remain in the 
community.


 –  A great attachment to the ‘personal touch’ 
offered by GP surgeries.


 –  A great deal of respect for, and faith in, GPs’ 
ability to run services and concern that other 
parties would not display the same level of 
dedication or retain the same ethos.


The patient groups were also resistant to large 
shifts from the current model. Nonetheless, there 
was also a recognition of the need to balance 
access with continuity of care. This led to an 


acceptance that larger practices (of up to 10 GPs) 
are beneficial and a scepticism about the long-term 
viability of very small practices.


Patients rejected the idea of practices run by 
commercial companies, which were viewed as 
being motivated purely by profit. Patients felt 
that this would result in deteriorating standards 
as companies cut corners to reduce costs. By 
contrast, although patients recognised that GP-led 
practices had to make a profit, the GPs who ran 
them were seen as motivated by a concern for their 
patients and a passion for their profession. Another 
important distinction that was valued by patients 
was that the GPs who ran the practice were likely 
to be doctors they knew and directly received 
treatment from as opposed to a company-run 
practice, where the management is much more 
likely to be faceless and remote.


Patients also firmly rejected the idea of their GP 
surgery being based within a hospital. Many felt 
that travelling to a hospital would be difficult 
and inconvenient. There was concern that the 
experience of seeing the doctor would become 
akin to going for a hospital appointment and that 
hospitals would not run surgeries as effectively as 
GPs do. 


Patients’ voices: retaining the core 
principles of general practice


‘Putting GP surgeries in hospitals is a no no. Most 
people don’t like going to hospitals. They are very 
impersonal. They are too big. Not serviced by the 
local community like with a GP which is round  
the corner.’


‘I don’t think there should be a profit-making 
motive in healthcare. I think there would be 
a massive conflict of interest, there would be 
pressure on the commercial enterprise to make 
money for their shareholders.’
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Moreover, patients were also not convinced of the 
supposed benefits of arranging services in this way. 
They did not believe, for example, that services 
being under one roof would speed up the referral 
process between different parts of the health 
service. 


Our GP survey also indicated that when asked 
about their preferred model for the future, only 
a tiny number of doctors – one per cent – picked 
hospital-led organisations delivering GP, hospital, 
community and mental health services. Similarly, 
there was overwhelming support in the GP survey 
for GPs taking the lead in running services, and 
the retention of an independent contractor 
status. Eighty-two per cent of GPs supported 
the continuation of the option of independent 
contractor status. Support decreased as surveyed 
GPs got younger, although this is because younger 
GPs were more likely to be unsure about whether 
they supported independent contractor status 
rather than definite support for alternative options. 


Patients empowered to care for 
themselves 
Patients know that responsibility for their care does 
not rest with doctors alone. At our events, patients 
felt more should be done to promote self-care and 
recognised that the inappropriate use of services 
is a major contributor to the pressures on general 
practice.


Doctors share a similar outlook. When asked in 
our survey what would best help them deliver the 
essentials of general practice, appropriate self-care 
by patients was ranked in the top five priorities  
by GPs. 


The Self Care Forum provides a number of positive 
case studies, highlighting initiatives used by 
practices and commissioners to promote self-care.6 


Empowering�patients�to�look�after�
themselves: what needs to be done?
Some patients do not feel capable currently 
of taking responsibility for their own care. We 
believe the following steps could help empower 
them to do so:


–   Launch a government-backed national self-
care strategy, in conjunction with patient 
groups and the BMA, to help more people 
understand how to look after their own 
health and free up GPs to look after those 
patients with the greatest need, in particular 
the most sick and vulnerable. 


– Encourage practices to promote self-care. 
This could range from online resources and 
patient materials to telephone triaging and 
different appointment systems - to ensure 
that patients feel more confident about 
managing their own care at home when 
appropriate.


– Commissioners designing care pathways 
which ensure that patients do not see 
their GP practice as their first call in all 
circumstances. Clinical Commissioning 
Groups (CCGs) have a large role to play in 
signposting patients to the place where they 
can get the most appropriate care.


6 The Self Care Forum case studies are available at http://www.selfcareforum.org/resources/case-studies/ 







Improving urgent care
Urgent care is provided by GPs day and night 
on every day of the year, either through 
their practices or via out-of-hours (OOH) 
organisations covering their practice area.


Just as practices have been coping with an 
increased workload with reduced resources, GP 
OOH organisations have had similar pressures. 


Improvements can be made to optimise access 
to appropriate urgent care in and out-of-hours 
and enhancing self-management.


This could be achieved by: 
– CCGs commissioning integrated models of 


OOH care, bringing together community 
nursing, social care, walk-in centres, 
pharmacies, OOH general practice 
organisations, NHS 111 services, minor 
injury units, ambulance services and hospital 
emergency services.


– Using Prime Minister’s Challenge Fund 
money to support urgent care service 
development rather than creating a parallel 
routine care weekend service.


– High-quality telephone triage for urgent care 
as a first point of contact, led by clinicians 
– not solely by computer algorithms – 
to enable patients to access the most 
appropriate service, enhance self-care 
and management, as well as reducing 
unnecessary referrals to GP practices.


– Taking Accident & Emergency minor 
attendances out of PbR (Payment by 
Results) and tariff arrangements and giving 
CCGs the responsibility and the budget for 
commissioning an integrated community 
and hospital service for unscheduled care.


– Ensuring consistent health and wellbeing 
messages to patients through better co-
ordination of information materials provided 
by different parts of the NHS.


– Establishing a minimum clinical staff to 
population ratio for OOH organisations.


– Enabling patients and clinicians working 
in OOH settings to access their electronic 
health record.
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Our key principles:
 –  Ensure patients have access to a local GP practice run by a 


healthcare team they know and trust.
 –  Reduce GP workload to a safe level in order to deliver quality 


care.
 –  Resources should match where care is delivered.
 –  Retain and value the skills of the GP as a specialist generalist, 


enabling them to provide a holistic approach to care for all 
their patients. 


 –  Build health and social care teams around each practice.
 –  Support practices to work in collaboration with one another 


and other local health and social care providers for the benefit 
of the whole population in that area.


 –  Empower patients as partners in their care, giving them 
greater confidence to undertake more self-care.


2. Principles for the future


Listening to what patients and GPs have told us, 
the GPC has developed a set of key principles 
which we believe should guide how primary  
care is delivered over the next decade. 


We recognise that there is no one solution and 
that there are a range of options that could 
best meet local care needs. But we believe that 
these principles can help ensure both that the 
fundamental characteristics of general practice 
which patients value are retained in any new ways 
of working and make primary care an attractive  
career option for the future doctors we  
so desperately need.
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NHS England’s Five Year Forward View (5YFV) sets 
out a wide-reaching vision for the NHS. At its heart 
is breaking down the barriers between different 
parts of the health service and delivering more care 
outside of hospitals. Key to this is the development 
of new models of care, which aim to redefine 
the relationship between primary, secondary 
and community care. The 5YFV proposes two 
main models of care: Multispecialty Community 
Providers (MCPs) and Primary and Acute Care 
Systems (PACS), as well as new ways to support 
patients in nursing and residential homes: 


Multispecialty community providers 
This approach is based on a registered list 
of patients and would allow GPs to scale up 
operations. Outpatient and walk-in care would 
shift out of hospital settings as groupings of GP 
practices offer a wider range of care and work more 
collaboratively with other health professionals, 
such as hospital doctors and nurses. One way 
of delivering this vision would be enabling 
extended group practices, such as through GP-led 
federations and networks. MCPs might also run 
some aspects of non-urgent secondary care, for 
instance, local community hospitals. Over time 
MCPs may also take responsibility for a delegated, 
capitated budget for its registered list of patients, 
possibly including some social care monies. 


Primary and Acute Care Systems 
The central feature of PACS is an organisation 
that delivers list-based GP and hospital services 
together with community and mental health 
services. These organisations could develop in 
one of two ways: a mature MCP could run its main 
district hospital or hospitals might be permitted to 
run or open GP surgeries with registered lists.


There is scope for very significant variation within 
each of these two models as well as considerable 
overlap between them. The 5YFV reflects a 
movement which is already underway as a diverse 
range of integrated models emerge led by CCGs, 
hospital trusts, community trusts and, in some 
cases, by large GP practices or GP-provider 
organisations. 


At the same time, the 5YFV describes a ‘new deal 
for general practice’, with expanded funding for 
the primary care infrastructure, more GPs and 
stabilisation of core general practice funding over 
the next two years. This proposal is a recognition 
that the increased demand for GP services has 
not been matched by a corresponding increase 
in funding for general practice or by a big enough 
increase in the number of GPs. It is now recognised 
that investment in general practice has gone down 
and the share of NHS funding allocated to general 
practice has reduced from 10.6 per cent in 2005/6 
to 8.2 per cent in 2013/14.7


An integral part of the 5YFV, and government 
policy before its publication, is the idea of moving 
care into the community and therefore closer to 
patients, which in turn has implications both for 
the way in which GPs provide services to patients 
and the demand for their services. With CCGs 
taking control of an increasing proportion of the 
NHS budget, the 5YFV notes that this would enable 
a shift in investment from acute to primary and 
community care.


The plans in the 5YFV need full ownership and 
engagement by staff in the NHS, and to be 
accompanied by a commitment that the whole 
service is part of the move for greater integration 
and better care for patients.


NHS�England’s�five�year�vision:�
moving care into the community


FIVE YEAR
FORWARD VIEW


October 2014
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7 Thomas Powell and Elizabeth Blow, General Practice in England, House of Commons Library Briefing Paper 07194 (22 June 2015) 
available at http://researchbriefings.parliament.uk/ResearchBriefing/Summary/CBP-7194 







The practices of the future may look very different 
from those both GPs and patients have become used 
to and, as the many GPs who are at the forefront of 
driving through these changes recognise, this will 
require new ways of working. In some areas, GPs 
are already working as part of larger structures, like 
GP networks, working more collaboratively with 
other parts of the health service and under different 
contracting arrangements. GPs are at the heart of 
these new ways of working, driving these changes 
through for the benefit of patients. The key test 
that any new ways of working must pass is that they 
adhere to those core principles of general practice 
which both patients and doctors value. 


As noted above, our GP survey showed very clear 
support for the option of independent contractor 
status for GPs. There are very good reasons for 
maintaining and building on this status. By giving 
GPs a stake in the running of general practice, 
it provides them with a connection to the local 
community and thus helps ensure the continuity of 
care which both patients and doctors believe is so 
important. 


However, the current crisis facing general practice 
means that consideration must be given as to 
whether other options could operate alongside this 
model, giving GPs alternative ways in which they 
could work. The importance of such alternatives 
is clear from the fact that while most sessional 
GPs support the option of independent contractor 
status – and 73 per cent of sessional GPs aged 30 or 
under said they envisaged looking for a partnership 
at some point – almost two-thirds of sessional GPs 
as a whole do not envisage seeking a partnership 
in the future. The current traditional model of small 
independent practices will need, therefore, to 


develop to provide other options for those GPs who 
would prefer to work in an employed or freelance 
arrangement. Regardless of the model used, GPs 
who wish to work in this way should be protected by 
a salaried GP model contract, with terms at least as 
good as the model contract currently in place.8 


GPs and commissioners should use the inherent 
flexibilities of the independent contractor status 
to develop new models of working and so give 
doctors more options regarding the way they would 
like to work. The models of working set out in this 
report demonstrate how flexible the independent 
contractor status can be, while still retaining the 
essential elements of general practice.


Building on the strengths of general 
practice: Moving towards a collaborative 
care model 
To work effectively in the future, the independent 
contractor model of general practice needs to 
develop and evolve. The core strengths and 
successes of general practice need to be built 
upon, in particular: the connection with a local 
community which enables GPs to be strong 
advocates for their patients; the involvement of 
community and secondary care clinicians in an 
integrated collaborative model of working; and 
a model of working that enables innovation and 
efficient working. General practice should also 
be at the heart of a stable care system – one that 
is attractive to doctors considering a career in 
general practice.


The building blocks of this collaborative model 
are larger practices working closely with bigger 
teams built around each practice. These larger 
practices form networks, which, in turn, work 


3. Putting principles into practice


New models of care are needed 
which both reflect the needs 
of local communities and the 
challenges of the future. 
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8 Details of the salaried GPs model contract are available at http://bma.org.uk/practical-support-at-work/contracts/gp-contracts-
and-funding/sessional-gps. 
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with other health and social care providers in the 
locality to integrate care. These building blocks 
do not necessarily and consequently lead into 
one another. They can lead to the development of 
other models of care, and operate in isolation to the 
benefit of patients. 


Patients’ voices: new ways of working


‘If there are only two GPs and they’ve been doing 
it for twenty years, and they are perhaps retiring 
soon, how is this surgery going to keep going? It 
doesn’t seem sustainable.’


‘I think the smaller practice model is something 
that would work better in a rural area but for me 
it would be a little bit too small and I can see how 
the pressures would get to [them].’


‘It [a GP practice with 10 doctors] is very similar to 
the one I’ve got at the moment and it works, I can 
see the doctor fairly quickly and it’s local.’


‘As a parent I would feel more comfortable with 
this model [a GP practice with 10 doctors] than 
[a GP practice with two doctors] there is more on 
offer, more chances of seeing different GPs.’


There is some consistency between the features 
of this model and the findings from our patient 
events. Of five possible models considered by 
patients at our events, the model of a large GP-run 
practice was by far the most popular, with patients 
less keen on both smaller (two partner) and bigger 
(more than 10 partner) GP-run models. Such a 
model meets the wishes of patients for services 
to remain in the community and be run by GPs. 
Patients viewed it as striking the right balance 
between convenience and continuity of care, 
as well as recognising its potential to offer extra 
services. Although larger practices mean that 
patients may not always see the same individual 
GP, our deliberative events indicated that patients 
accepted that this model offers speedier access 
to a familiar and trusted local practice team. And, 
given that patients found it difficult to envisage, 
and were hostile to, some of the more radical 
changes which were suggested, a significant 
benefit of this model is that it is evolutionary.


Our GP survey indicates that this is also the model 
which GPs prefer. When asked which model would 
be the best way to develop general practice in their 
local area, more than half (52 per cent) of GPs state 
that practices working in networks or federations 
which, in turn, work more collaboratively with other 
healthcare professionals (for instance, consultants 
and nurses) would be their preferred model for 
the future. Furthermore, for those who prefer a 
different contractual arrangement, the option 
of being an employed GP is part of the model. 
The proportion of independent contractor and 
employed GPs could vary from practice to practice 
and change over time.
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The maintenance of the independent contractor 
status is part of this model. It is therefore worth 
noting that independent contractor status does 
not necessarily equate to ownership of and buying 
into a practice. Indeed, it is possible that increasing 
opportunities for GPs to become partners without 
this financial responsibility will encourage younger 
GPs to become partners, with all of the benefits to 
the health service that this entails. 


Larger practices
Irrespective of all other arrangements, the average 
practice is getting bigger. The size of a practice will 
reflect the size of the community it serves, but, 
other than in remote and rural areas, practices 
should be large enough to offer a full range of 
services and have a large enough workforce to be 
able to deliver these services in a sustainable way. 
Services can then be built around the needs of the 
local population. In some cases smaller practices 
will need to work collaboratively with others. 


The practice should be based on a partnership 
structure with the opportunity for salaried GP 
employment. Becoming a partner is not confined 
to doctors. Instead, others working in the practice, 
such as a practice manager or nurse, can become 
partners. Crucially, however, whether partners or 
not, GPs should be empowered to take decisions 
and act as independent advocates for patients.


Teams�within�and�around�the�practice
A larger practice provides the opportunity to 
employ a greater range of staff – practice nurses, 
healthcare assistants, phlebotomists, pharmacists, 
a full range of administrative staff and a high-
calibre practice manager – to meet the needs of 
patients. A directly-commissioned community 
team, including district nurses, community matron, 
health visitor, midwife and social worker, could also 
work with a practice. Their working arrangements 
and targets would be aligned to those of the 
practice. 


Allowing patients to have access to these services 
through their GP practice means they could get 
a wider range of care closer to home in a familiar 
environment. With a more stable healthcare team, 
this could deliver more of what patients told us 
they wanted: to see professionals who know their 
medical history. Such practices could also offer a 
more positive future career path to attract much-
needed new staff into primary care. Moreover, 
larger practices would allow GPs to better manage 
their workload by delegating work as appropriate to 
others in the team. 


Building teams within and around the 
practice: what needs to be done? 


We believe the following steps could help 
practice teams realise their full potential:


– Invest in training additional staff for general 
practice and community-based services, 
including healthcare assistants, practice 
and community nurses, care co-ordinators, 
pharmacists and patient advocates, to help 
GPs manage current and future workload 
pressures and provide greater support for 
administrative tasks and diagnostics.


– Provide long-term funding from local 
commissioners and NHS England to allow 
practices to take on these additional staff. 


– Build teams around each practice and 
within each network, with practices closely 
collaborating with these enhanced teams for 
the benefit of patients. 


– Take action to promote a culture change 
within the wider NHS, leading to a greater 
focus on, and valuing of, community-based 
delivery of care.
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9 BMA, General Practice and Integration: Becoming Architects of New Care Models in England, April 2015, available at  
http://bma.org.uk/working-for-change/negotiating-for-the-profession/bma-general-practitioners-committee/gpc-current-
issues/general-practice-and-integration


Development of GP networks
Practices should also come together to create GP 
networks. Their goal should be the promotion of 
high-quality general practice and improved patient 
care. Networks should support their member 
practices to manage workload and provide services 
by sharing good practice, functions, support staff 
and services. This economy of scale will help 
preserve and protect viable GP contracts, thus 
helping to ensure local communities and patients 
have access to GP care. 


Networks are well placed to integrate existing 
community and nursing-based teams with general 
practice. This may not be achievable at practice 
level, but even small networks of practices are 
more easily able to employ such teams. Sharing 
team members between different practices in the 
network provides the potential to cut costs for each 
practice involved. Crucially, however, by having 
members of practice teams alternate between 
different practices within a network during any 
given week, patients will be able to get the services 
they need at their nearest practice.


GP networks are already emerging across England. 
Just over one-third of GPs in our survey say their 
practice has joined a network or federation. 
Among the top three reasons given for doing so 
are to provide GPs with more influence on local 
healthcare delivery (40 per cent) and to help ensure 
the long-term security of the practice by being part 
of a larger structure (39 per cent).


Despite the enthusiasm for working in this 
way, and the fact that some networks are now 
well developed enough that they are forming 
companies, not all practices are convinced of 
the benefits. The lack of specific new funding 
to support the management and running costs 
of these new organisations is limiting their 
development and thus the potential benefits 
for patients and doctors. There are also other 
possible deterrents. Some GPs fear becoming 
disempowered, managed remotely by others, or 
that networks will lead to the creation of more 


layers of bureaucracy and take them away from 
direct patient care. Despite these barriers, it is 
clear that working in some form of network or 
collaboration is key to both the sustainability of 
practices and the better management of GPs’ 
workloads. 


Creating GP networks: what needs  
to be done?


The BMA has already produced considerable 
guidance on networks. We believe the 
following steps could help to realise their full 
potential:


– Support practices to create provider 
organisations or GP networks with clearly 
defined funding to both ensure GP clinical 
time is not lost and cover the running costs 
of the organisation.


– Provide project management support to 
all networks from the early stages of their 
development.


– Offer education and training to network 
leaders. 


– Provide support around bidding for and 
delivering primary care contracts.
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Development of a collaborative care model 
Practices in a network can work within a wider structure of local healthcare provision along the lines 
suggested in the 5YFV. In General practice and integration: Becoming architects of new care models 
in England9 we described one possible model which incorporates GP networks: the Collaborative Care 
Provider Organisation (CCPO). 
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In this model CCGs hold core contracts with 
individual practices, providing a foundation for this 
model of care. 


A local GP network has a role in supporting the 
delivery of services by, for instance, providing 
support staff to practices and providing additional 
primary care services – such as enhanced services, 
extended hours, more specialised diagnostic work 
and some outpatient services – across a larger 
area. The size of the network also helps to make 
premises development and ownership more 
sustainable thanks to its greater support and scope. 


Practices working together, for example through 
a network, then have a central part in the 
formation and management of a larger healthcare 
organisation, the CCPO. 


A positive aspect of this model is that collaboration 
and integration are enhanced as the CCPO focuses 
on the provision of services to a local population 
rather than competing with other organisations 
to provide services; the current tariff system is 
replaced by a payment system that supports 
collaboration between providers; and greater 
collaborative working with hospital specialists  
and other professionals is encouraged.


At its core, this model is about retaining the GP 
voice and local accountability within a defined 
community. While it in one sense benefits from 
being ‘big’ – based on larger practices working 
in networks, and then in collaboration with other 
parts of the health service – the vast majority of 
general practice work would continue, as now, to 
take place at practice level and be delivered by a 
recognisable practice team. Patients would still 
identify with practices as being ‘theirs’, based in  
the local community. 
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Super-practice model
As an alternative, instead of practices collaborating 
with one another in a network and then being the 
unit for collaboration with other parts of the health 
service, the super-practice model involves one big 
GP practice within an area, covering a very large 
patient population (potentially over 100,000). A 
number of such practices are starting to develop 
around England.


While formally one practice, it operates from a 
number of different sites within an area. Patients 
would usually receive most of their care from a 
team of clinicians working in a single practice but 
over time, the practice may offer different services 
in specific sites to which patients would travel when 
necessary. The practice staff is also more likely to 
move between the different sites and the practice 
may centralise certain functions, such as a single 
point of access for telephone contact. 


Super-practices can either be run by a small 
number of partners with the organisation then 
employing a large number of staff, including 
salaried GPs and probably community staff, or it 
may have a wider partnership base, with a small 
group elected or appointed from within the 
partners to take on a managing executive role. In 
some of the emerging super-practices, although 
not all, the majority of GPs within the practice are 
employed. Some specialists can also be employed, 
with others sub-contracted. Super-practices 
can collaborate with other similar-size NHS 
organisations within an area but may also compete 
with them too.


This model could offer many of the features of 
general practice which patients at our events 
viewed positively. For example, they are GP-led 
and, therefore, arguably consistent with the desire 
of patients for GPs to remain in the community, 
offering the ‘personal touch’ that patients want. 
However, this would depend on the teams within 
each premises site of the super-practice remaining 
stable over a longer period of time. It could also be 
argued that because this model involves one large 
practice within an area, with a ‘top-down’ approach 
in terms of staffing, it could become more remote 
from patients than other models. 


As this is a single organisation, it is likely that this 
model provides a stronger management structure 
than a network of independent practices and 
could ensure consistency of standards across the 
different practice facilities. It may also allow for a 
greater career structure within the practice, with 
GPs and others taking on new responsibilities 
and perhaps moving around the sites within the 
organisation as their roles change or develop. In 
addition, as one united provider, on a par with other 
NHS or social care providers in the area, it is likely to 
be treated as a truly equal partner.


The super-practice may, just as with the GP network 
of independent practices, collaborate with other 
providers in an area to form an MCP. However, as 
the 5YFV makes clear, it may be that as the super-
practice gets bigger it employs a wide enough 
range of clinicians to be an MCP, thus meaning 
it does not need to collaborate with any other 
provider. Ultimately, the organisation could grow 
big enough to take on the management of the local 
hospital.


In some of the emerging super-practices, although 
not all, the majority of GPs within the practice 
would be employed. The pros and cons of this for 
GPs are discussed under the ‘employed model’ 
section later on in this report.


But it is not simply new structures such as 
GP networks and super-practices which will 
characterise the future shape of general practice. 
New technology and the modernisation of 
premises will have essential roles to play, too.
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New means of communication: 
information technology 
The patients in our deliberative groups were positive 
about having new ways of communicating with their 
doctors. New technology can play an important 
role in improving patient care and potentially 
facilitate the development of new models of care 
and closer working with other providers to deliver a 
more integrated service. However, as our GP survey 
showed, while doctors were positive about the use 
of telephone consultations – a large majority of GPs 
(86 per cent) agree that they are an effective way of 
consulting with patients when appropriate – there 
were also reservations about the use of email and 
video consultations among GPs, reflecting concerns 
about the clinical limitations of the technology, 
possible confidentiality issues and the impact on 
workload.


Beyond consultations, practices around the country 
have demonstrated considerable innovation in 
the use of technology to help them deliver high-
quality patient care and more effective ways of 
working. In line with recommendations from the 
GPC many practices are now offering patients 
online appointment booking, ordering of repeat 
prescriptions and access to their records.


A number of suppliers have developed systems 
which allow healthcare professionals across different 
organisations to directly access detailed information 
from patient records. The sharing of their records can 
facilitate better care when patients require urgent 
medical attention, such as in A&E or out-of-hours 
organisations. Such sharing, which must always meet 
high standards of confidentiality including informed 
patient choice, can also help integrate services and 
support seven-day urgent care provision. 


Utilising new technology: what needs 
to be done?


New technology can play an important role in 
improving patient care and potentially facilitate 
the development of new models of care and 
closer working with other providers to deliver 
a more integrated service. We believe the 
following steps can help to realise its full the 
potential:


– Support practices to ensure they have 
the necessary time to investigate, plan 
for and implement new technological 
developments.


– Provide ongoing assistance to practices to 
maintain, update and review technological 
developments.


– Help patients to use web tools and other 
systems and other health and social care 
services, which will also enhance health 
literacy and self care.


– Provide clearly defined financial support 
to practices for major investment in new 
technology, including ensuring practices 
have the necessary bandwidth.


– Share good examples widely to help 
practices learn from the experience 
and expertise of others, and to avoid 
unnecessary duplication of effort.


– Ensure full transfer of electronic health 
records between different practices to reduce 
or eliminate the need for paper records. 


– Enable appropriate access to patients’ 
electronic records in urgent care situations 
and other health and care settings. Sharing 
and access to patient records has to be 
carefully planned and done in a way that has 
confidence of patients and doctors. 


– Expand mobile technology to enable GPs 
to access patients’ records when away 
from the surgery e.g. for patients that are 
housebound.
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Surgeries designed to care: investing in 
premises and infrastructure
Even the most dedicated GPs and their teams 
cannot deliver the best care for their patients in 
antiquated, cramped and overcrowded premises 
which have been starved of investment. In the 
worst instances too many GPs sharing too few 
consulting rooms limits the number of patients 
who can be seen, increasing the wait for an 
appointment. In others, wheelchair access is 
inadequate, patient confidentiality is potentially 
compromised and the ability to deliver even basic 
general practice services is threatened. As the GPC 
has highlighted for a number of years, investment 
in GP and community-based premises is crucial 
if we are to see more services provided in the 
community. 


Last year, the BMA’s premises survey revealed the 
scale of the challenge: four out of 10 GP practices 
felt that their current premises were not adequate 
to deliver services to patients; almost seven out of 
10 GPs felt their premises were too small to deliver 
extra or additional services to patients; and just 
over half of practices had seen no investment or 
refurbishment in the past 10 years.10


BMA campaigning,11 coupled with our GP contract 
agreement with NHS England, in 2014 led to 
the creation of a four-year, £1bn Primary Care 
Infrastructure Fund from which over 1,000 English 
GP practices will benefit in its first year. However, 
we still need a comprehensive premises strategy 
covering long-term funding and ownership models, 
particularly in the light of the changes that will 
inevitably happen in the organisation of care. In 
particular, to take account of the growing numbers 
of GPs who prefer not to have the commitment 
of owning premises, more needs to be done to 
provide premises either through the NHS or a third 
party.


It is also notable that in our GP survey, three 
quarters (75 per cent) of GPs said they would like to 
work in a GP premises with access to local primary 
care hubs providing diagnostics, extended care 
in the community and out of hospital services, 
compared to 14 per cent who say they would 
not. In addition, three-quarters (74 per cent) of 
GPs say they would like to work in primary care 
premises with other community based staff and 
services, while 14 per cent say they would not. 
This demonstrates that investment is required 
in the primary care estate as well as GP premises 
themselves. 


Building modern premises and 
infrastructure: what needs to be done?


Modern, high-quality care requires modern, 
high-quality practices and infrastructure. 
We believe the following steps could help to 
achieve this:


– Provide a long-term commitment to an 
infrastructure fund beyond the current 
timescale, with a comprehensive longer-
term premises strategy to ensure that 
general practice and the wider primary care 
teams can deliver the changes that will be 
necessary.


– Offer more premises through the NHS or a 
third party to meet the needs of GPs who do 
not want to own practice premises.


– Co-location of other healthcare professionals 
in the same buildings as GPs, working as a 
wider primary healthcare team.


– Developing local primary care hubs that 
practices can access for diagnostics, 
extended care in the community and out of 
hospital services.


10 BMA, Premises Survey results, (2014) available at  
http://bma.org.uk/working-for-change/your-gp-cares/premises-survey-results


11 For example in Developing General Practice Today: Providing Healthcare Solutions for the Future, November 2013 available at 
http://bma.org.uk/working-for-change/negotiating-for-the-profession/bma-general-practitioners-committee/gpc-vision/







12 Chris Sloggett, Why General Practice is Such Good Value for Money, Pulse, (6 March 2015) available at  
http://www.pulsetoday.co.uk/your-practice/practice-topics/practice-income/why-general-practice-is-such-good-value-for-
money/20009384.article#.VZpWWEYlcYA


13 Health and Social Care Information Centre, Investment in General Practice, 2009-10 to 2013-14, England, Wales, Northern Ireland 
and Scotland, (2014) available at http://www.hscic.gov.uk/catalogue/PUB14900


14 Jeremy Hunt speech New Deal for General Practice, 19 June 2015, available at  
https://www.gov.uk/government/speeches/new-deal-for-general-practice


15 NHS England, Five Year Forward View, (2014) available at http://www.england.nhs.uk/ourwork/futurenhs/ 
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Bridging the funding gap: investment  
in primary care
While it is important to explore different ways of 
working, there are some other fundamental issues 
that need to be addressed to ensure that primary 
care and general practice can survive and thrive  
in the future.


General practice provides excellent value for 
money. An analysis of Health and Social Care 
Information Centre (HSCIC) figures carried out by 
Pulse magazine confirmed that England’s 8,000 
practices cost only £6bn in 2013/14 with the cost 
per patient in a General Medical Service (GMS) 
practice an average of only £131.45 per year for  
a comprehensive, unlimited service.12 


Investment in primary care has gone down 
significantly in recent years and recent small 
increases have not addressed the resulting 
shortfalls.13 At the same time, the demands  
on general practice have increased and the 
workload of GPs has risen. General practice is  
now acknowledged to be buckling under the 
strain.14 


In response, the Government has already signalled 
its intention in the 5YFV to increase investment 
in general practice. NHS England has also said 
it aims to ensure that: ‘the overall level of total 
funding growth for primary care is in line with 
that provided for other local services’ – though 
it is unclear exactly what this means.15 Moreover, 
the requirement to produce a further £22bn 
efficiency savings in the NHS cannot be achieved 
by transferring yet more work into primary care,  
which is already at capacity. 


Recent government initiatives such as the Prime 
Minister’s Challenge Fund, the Better Care Fund, 
and funding for ‘vanguard’ new models of care 
sites, have provided welcome, albeit limited, 
additional funding. But this non-recurrent 
investment does not resolve long-term problems 
in primary care. In fact, there is evidence that 
it could be making the situation worse as 
there is a tendency for those who already have 
resources to be successful in bidding for more, 
thus perpetuating unfairness. Indeed, the HSCIC 
figures revealed significant variations in funding 
per patient, with Personal Medical Service (PMS)
practices receiving an average of £140.62, and 
APMS (Alternative Provider Medical Service) 
practices £192.85. 


GPs are prepared to play their part in terms of 
delivering the changes that are clearly needed but 
the Government must be prepared to ensure long-
term, fair and sustainable funding for the benefit of 
patients. 


Investing in primary care: what needs  
to be done?


Investment in primary care has gone down 
significantly in recent years and recent small 
increases have not addressed the resulting 
shortfalls. We believe the following steps are 
needed to address this:


– Provide a sustained, year-on-year increase in 
NHS funding to general practice.


– Ensure this funding increase is available in 
the long-term on a recurrent, equitable basis 
for practices, allowing all patients to benefit.


– Uphold principles of equity and sustainability 
for all practices and patients, and CCGs to 
be held to account for their use of funding 
in terms of the benefits to patients or 
reductions in pressures elsewhere in the 
system.
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Increasing numbers of practices are unable to 
recruit GPs, particularly in certain areas, with this 
having a knock-on effect both on the workload of 
GPs within these practices and, crucially, on patient 
care.


More GPs are needed in order to meet the demand 
for GP services from patients. This was highlighted 
in 2014’s Health Education England Taskforce 
report16 and the Centre for Workforce Intelligence 
GP in-depth review.17 During the recent general 
election campaign, all of the main political parties 
pledged to increase GP numbers. Since the election 
the Government has reaffirmed its commitment, 
most recently in Jeremy Hunt’s New Deal for 
General Practice speech,18 although subsequently 
he has said that 5,000 additional GPs was a 
maximum figure to be aspired to and would take 
longer to reach than had earlier been suggested.19 


At the same time, the popularity of general practice 
as a specialty for future doctors has reduced, 
with applications to GP specialty training from 
foundation year doctors not meeting the targets 
set by Health Education England.20 


The potential future scale of the recruitment and 
retention crisis was clearly illustrated by our GP 
survey. It found that: 


 –  Thirty-four per cent of GPs are hoping to retire 
from general practice in the next five years. 
Significantly, 36 per cent of GPs aged 50-54 – 
who currently make up 16 per cent of the  
GP workforce21 – hope to retire in the next  
five years. 


 –  Twenty-eight per cent of GPs who are currently 
working full-time are hoping to move to working 
part-time in the next five years. 


 –  Nine per cent of GPs are hoping to move abroad 
in the next five years. This includes 19 per cent of 
current GP trainees.


 –  Just under half of GPs (47 per cent) 
would recommend a career as a GP to an 
undergraduate or doctor in training, but one-
third (35 per cent) would not do so.


The recruitment and retention crisis should be 
addressed on a number of levels. There needs 
to be a comprehensive strategy to boost the GP 
workforce; to reduce doctors’ workload; to provide 
new models of working for GPs who would rather 
not take on the responsibility of managing, or 
becoming a partner in, a practice; and, through a 
consolidated contract, to define the ‘core’ services 
which GPs are expected to deliver to their patients.


4.  Recruiting and retaining GPs: 
what next?


Falling investment and rising 
demand has increased GPs’ 
workload, sparking a recruitment 
and retention crisis. 


16 Health Education England GP Taskforce Report, July 2014, available at http://hee.nhs.uk/2014/07/22/gp-taskforce-report/
17 Centre for Workforce Intelligence GP In-Depth Review, July 14, available at  


http://www.cfwi.org.uk/our-work/medical-and-dental-workforce-reviews/medical-specialties/gp-in-depth-review 
18 Jeremy Hunt, New Deal for General Practice, 19 June 2015, available at  


https://www.gov.uk/government/speeches/new-deal-for-general-practice
19 As reported in many media outlets on 24 June 2015, including GP Magazine  


http://www.gponline.com/jeremy-hunt-softens-pledge-recruit-5000-new-gps/article/1353174 
20 As reported in BMA News, August 2015,  


http://bma.org.uk/news-views-analysis/news/2015/august/training-stats-make-mockery-of--5000-extra-gps-pledge 
21 BMA’s 2014 Medical Workforce Briefing, May 2015, available at  


http://bma.org.uk/working-for-change/policy-and-lobbying/training-and-workforce 
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GP Locums: Essential to the GP 
workforce


As with salaried GPs, the number of locum GPs 
in the workforce has been growing at a fast 
rate. Although the numbers of locum GPs in 
the workforce are not officially counted, we 
know that a significant proportion of the GP 
workforce work as locums. 


GP locums fulfil an invaluable role in the 
GP workforce, ensuring that services are 
still provided to patients when there are 
gaps in the service – for example, through 
illness, maternity or problems for practices 
in recruiting salaried GPs or partners. This 
will continue to be the case in the future, 
regardless of the model of working used, and 
as with GPs of all contractual status, locums 
should be at the forefront of driving through 
changes to ways of working for the benefit of 
patients. 


As locum GPs fulfil such an important role, it is 
nonsensical that there is no official measure of 
the number of locum GPs in the workforce and 
we call upon the government to resolve this as 
soon as possible. 
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Boosting the GP workforce: what 
needs to be done?


More GPs are needed in order to meet the 
demand for GP services from patients. We have 
agreed a 10 point GP workforce plan with NHS 
England, Health Education England and the 
RCGP,22 intended to kickstart initiatives and 
funding to improve recruitment and retention 
within the GP workforce. This needs to be the 
start of a sustained programme of meaningful 
initiatives and funding for the GP workforce.


We believe the following steps could help to 
address the gap between the number of GPs 
we have and the number we need:


– Improve the image of general practice in 
medical schools. The visibility of GPs in 
medical schools should be increased by 
increasing the number of senior academic 
GPs teaching, mentoring and acting as role 
models to medical students. Universities 
need to be incentivised and encouraged to 
expand the number of academic GPs to bring 
them in line with the number of academics 
in the consultant workforce. Applications 
to general practice have varied by medical 
school. Research should be carried out 
to establish why this is and develop best 
practice in all medical schools.


– Significantly increased resources to grow 
the number of GP placements for foundation 
doctors. Many foundation doctors do not 
currently gain experience of general practice 
making it less likely that they will choose a 
career as a GP. 


– Fully fund GP returner and retainer schemes 
in order to retain GPs who have already 
qualified within the workforce. A national 
induction and refresher scheme has 
been implemented as part of the 10 point 
workforce plan.23 While this is a welcome 
first step, it is likely that more funding will 


be needed for the scheme in order to fund 
further places and provide an adequate 
bursary for participants. 


– Introduce an equitable and fair tariff for GP 
practice undergraduate placements – the 
funding for which currently varies across the 
country – to ensure that practices take on 
undergraduates for these placements. 


– Be aware of what GPs find attractive about 
general practice. Working as a generalist 
was seen as the most attractive feature 
of general practice. This underlines the 
importance of emphasising the broad 
and holistic character of general practice 
and suggests that a move away from this, 
thus removing GPs from the frontline of 
general patient care, would be damaging 
to recruitment and retention. Developing 
relationships with patients over time was 
also rated highly. This indicates that any shift 
away from the current list-based model of 
general practice and of practices embedded 
in a defined community would also endanger 
recruitment and retention.


– Implement a sustained increase in resources 
to general practice to match demand for 
GP services. This would both address the 
acknowledged underfunding over the last 
decade and anticipate the increased activity 
required in the community in the coming 
years. 


– GP training to include leadership, 
management, commissioning and business 
training, reflecting the need for these skills 
as a qualified GP. This is likely to mean a 
fourth year of GP training.


– Easier access to academic general practice 
as a career, reflecting the benefits that a well-
resourced and flourishing academic general 
practice can bring to patient care.


– Reduce GP workload to make the job more 
attractive to prospective GPs and retain 
current GPs in the workforce.


22 Details of the 10 point workforce plan are available at http://bma.org.uk/working-for-change/negotiating-for-the-profession/
bma-general-practitioners-committee/gpc-current-issues/workforce-10-point-plan 


23 Details of the scheme are available at http://bma.org.uk/working-for-change/negotiating-for-the-profession/bma-general-
practitioners-committee/gpc-current-issues/workforce-10-point-plan/new-induction-and-refresher-programme







24 BMA, Quality First: Managing Workload to Deliver Safe Patient Care, January 2015, available at  
http://bma.org.uk/practical-support-at-work/gp-practices/quality-first
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Increasing commitment to general 
practice: managing GP workload
The results of our survey suggest that 
any strategy to address the recruitment 
and retention problems affecting general 
practice will fail without a reduction in GP 
workload. It is the main factor currently 
discouraging doctors from entering general 
practice, and weakening the attachment 
of those already in the profession. In our 
survey, workload was seen by GPs as by far 
the biggest factor detracting from their 
commitment to general practice: 71 per 
cent of GPs ranked it in the top four factors 
lessening their commitment, 37 per cent 
of GPs felt that their current workload is 
unmanageable and 84 per cent of GPs 
experienced a significant amount of stress.


There are a number of factors increasing 
GPs’ workload. A growing population of 
older people with more complex health 
needs, combined with greater expectations 
on general practice, means that demand 
and consequently workload are escalating. 
This has been exacerbated by the different 
payment systems operating in general 
practice and hospitals, which have increased 
the shift of work from secondary to primary 
care in addition to government policy of 
moving care into the community. Much of 
this work is not resourced. The number and 
complexity of patients in residential and 
nursing homes has added to the increase in 
doctors’ workloads. 


Our deliberative events with patients 
showed they were concerned about 
how GPs’ workloads were affecting their 
practices. For example, participants 
reported finding it more difficult to get 
a GP appointment and noted that GPs 
appear to have less time to spend with their 
patients. Patients felt this lack of time had 
consequences for the standards of their 
care. As suggested previously, doctors 


agree, with the GP survey showing 93 per 
cent saying that their workload negatively 
impacts on the quality of care given to 
patients. 


Quality�first:�managing�workload�
to deliver safe patient care
The GPC’s guidance, Quality First: 
Managing Workload to Deliver Safe 
Patient Care, was developed to empower 
GPs by encouraging them to focus on 
their main priority of providing core, 
high-quality services to their patients.24 
A range of initiatives was covered in this 
report: new ways of working; appropriate 
patient self-care; making better use 
of the practice team; and working 
collaboratively with other practices 
at scale. We hope that this approach 
of being clearer about what practices 
should be expected to deliver contributes 
to a changed philosophy, one which 
prevents resources being taken away 
from patients who really need them.


British Medical Association
bma.org.uk


Quality first: Managing workload 
to deliver safe patient care
January 2015
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Managing GP workload: what needs  
to be done?


GP workload is currently at unsustainable levels 
and has a negative impact on the quality of 
care given to patients. We believe the following 
steps could help to reduce doctors’ workload 
and improve patient care:


– Commit to increased and sustained funding 
for general practice to address the historic 
underinvestment and to prepare for the 
future increased needs of patients.


– Expand not only the GP workforce but also 
those who work with, and support, GPs to 
create an enhanced team of healthcare 
professionals both within and around the 
practice.


– Enlarge the infrastructure of general 
practice, with improved premises, 
community-based estate and facilities, and 
optimise the use of new technologies.


– Reform NHS payment systems to ensure 
that work done in general practice and the 
community is fully resourced. 


– Empower patients to manage their own care 
better.


– Reduce bureaucracy and over-regulation.
– Focus on new models of care for patients in 


nursing homes as suggested in the 5YFV, 
which also have the potential to improve care 
to this vulnerable group of people.


– Implement recommendations in Quality 
First: Managing Workload to Deliver Safe 
Patient Care which are designed to give GPs 
greater control over their practice workload.


Employed model for GPs
One potential route to recruit and retain more GPs 
is ensuring that there is a range of options available 
to doctors in terms of their employment status. 
As we have seen, the vast majority of GPs are 
supportive of the independent contractor status, 
with many wishing to remain, or become in the 
future, partners in a practice. But this model does 
not suit all current or aspiring GPs. It is important, 
therefore, to explore alternative options: an 
employed model and one where GPs act as primary 
care consultants. 


It is arguable that being employees of, rather than 
partners in, a practice could resolve the current 
biggest problem for GPs: that of an unmanageable 
workload. As partners, GPs are both contractors 
delivering a local primary care service and health 
professionals caring for patients. Consequently, the 
boundaries between funding, income and workload 
are blurred. Moving to an employed model could 
allow GPs to have a greater focus on clinical work, 
rather than the business side of running a practice, 
and give them more control over their work. 


As employees, GPs receive a salary linked to a clear 
set of responsibilities. Under an employed model, 
the challenges that being a partner presents such 
as practice income not keeping pace with rising 
costs, and the responsibilities of being a property 
owner or leaseholder, employing staff and being 
a provider of healthcare services (for example, 
having to manage the Care Quality Commission 
registration process) could be lessened.


The findings of our GP survey indicated that an 
employed model might be an attractive option 
for some doctors – encouraging new entrants 
into the profession and others who are thinking of 
leaving to stay. Sessional GPs ranked their partner 
colleagues being overworked as the second 
most important factor in their reasons for being 
a sessional GP, while the related factor of having 
a good work-life balance was ranked as the most 
important factor. GP partners were also more 
likely than sessional GPs to feel that their current 
workload is unmanageable.
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But, while moving to an employed model 
could reduce some of the workload GPs face, 
it is important that when considering such a 
radical change even within a local area, doctors’ 
preferences about which model they would prefer 
to work under remain paramount.


It is evident from the GP survey that even those 
who are not partners support the option of 
independent contractor status being maintained. 
However, younger GPs are less supportive of 
maintaining the option than older GPs, with almost 
three quarters (74 per cent) of those who have 
been GPs for five years or less being supportive  
of maintaining the option. 


This figure increases to 85 per cent when only 
taking into account the view of those who have 
been GPs for 20 years or more. Sessional GPs were 
less supportive (but still fairly strongly supportive) 
of the option than contractor GPs, with 68 per 
cent of salaried GPs and 70 per cent of locum GPs 
supporting the option, in contrast to the 88 per 
cent of contractor GPs who support the option. 
However, it is also noteworthy that almost two 
thirds of sessional GPs do not envisage looking for a 
GP partnership at all in the future. 


When GPs were asked in our survey which factors 
are most attractive about general practice, the two 
highest-rated factors were the variety of working as 
a generalist (picked by 80 per cent), and being able 
to develop relationships with patients over time (76 


per cent). Each of these factors could be delivered 
under an employed model, and these findings 
emphasise the importance of a strong degree of 
autonomy being maintained under such a model. 
However, it is arguable that working as a contractor 
provides a greater degree of variety than other 
models, and that because contractors tend to stay 
within practices for a longer period of time they 
have a greater opportunity to develop long-term 
relationships with patients. 


What impact would such a model have upon 
patients? By both reducing the amount of time 
that GPs have to spend on the managerial 
aspects of general practice and reducing 


workload, an employed model could 
give doctors more time to spend 
with their patients, thus potentially 
increasing the amount of time 
available for consultations and 
reducing appointment waiting times. 
However, meeting these patient 
priorities very much depends on other 
factors such as the number of GPs in 
the system and the way in which an 
employed GP model is structured. 
Ensuring that enough GPs want to 
work under such a model is particularly 
important. 


In terms of continuity of care, it is possible that a 
salaried model would not perform as well as the 
independent contractor model where GPs have 
more of a stake in the way that health services 
are provided, a greater connection with the local 
community, and stay longer within individual 
practices. However, it is also possible that, if there is 
a shift to a salaried model, this may result in salaried 
GPs being the norm in a particular area. This could 
potentially decrease turnover thus providing 
continuity of care. 


The key to successful recruitment under an 
employed model is to make the job of being a 
GP attractive and rewarding, so that GPs commit 
for the long term as most hospital consultants 
currently do. A proper career structure for salaried 


Almost two thirds of sessional 
GPs do not envisage looking  
for a GP partnership at all in  
the future
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GPs should, therefore, be developed. There is a risk 
that, unless they achieve a comparable status and 
remuneration to hospital consultants, not enough 
doctors will find becoming a salaried GP attractive, 
thus endangering the potential benefits to patients 
of this model. Protecting the terms and conditions 
of salaried GPs under a salaried GP model contract, 
with terms at least as good as those of the model 
contract currently in place, would also be crucial 
to ensuring this model attracts enough GPs to be 
sustainable. The value of portfolio working and 
variety, as another way to encourage people to stay 
in practice, also needs to be recognised.


GPs as primary care consultants
Consideration could also be given to the possibility 
of GPs being employed on consultant-type 
contracts working for community trusts, GP-led 
networks, or MCPs, in a similar way to the manner 
in which community-based consultants in elderly 
medicine and community paediatrics are currently 
often employed. This may help to make clear that 
GPs, as specialist generalists, were on a par with 
other consultant specialists within the NHS. It 
would provide GPs with a clear career structure 
and protect their terms and conditions in line with 
hospital colleagues. As a result, these changes may 
help with GP recruitment.


An alternative would be for GPs to act as what 
might be termed ‘consultants in general practice’. 
This still has at its heart the GP practice (albeit likely 
to remain smaller in size and scope) and a list of 
registered patients. However, unlike the current 


model, GPs would focus only on the work for which 
they have been trained, working as expert medical 
generalists providing senior clinical input in the 
community rather than focusing on the provision of 
services. This would mean wider teams around the 
practice providing many of the services currently 
expected from practices. GPs would employ a small 
number of staff to run their practice and would 
provide their medical expertise rather than provide 
services. They would be an expert resource leading 
their teams as hospital consultants do. GPs would 
prioritise complex patients and see patients with 
undifferentiated problems (where they could not 
be dealt with by other professionals). GPs would 
be the senior clinical decision makers leading the 
community clinical team.


The contract would likely be with the individual GP 
rather than with the practice, with GPs acting in 
practices under partnership agreements. Practice 
lists of patients would continue and be the basis for 
broader primary health care teams. Most services, 
such as the management of long-term conditions, 
child health, immunisation and fulfilment of the 
Quality and Outcomes Framework (QOF), would 
be carried out by nurses and other staff employed 
by networks, health bodies or the community 
provider, possibly in the same practice premises. 


The GP, as senior clinician, would have 
a role in monitoring and developing 
the quality of these services. 


Such a system is currently being 
proposed in Scotland and an adapted 
version may also be suitable across 
the rest of the UK, though there 
would need to be flexibility to 
accommodate the current variations 
in provision of additional services by 
practices. Different versions of this 


sort of system are currently in place in other parts 
of the world and have shown the benefits of the GP 
as a primary care physician being at the heart of 
healthcare in the community.25


25 American Academy of Family Physicians, Reducing Hospital Admissions: Small Primary Care Practices Shine in National Study, 
(2015) available at http://www.ncbi.nlm.nih.gov/pmc/articles/PMC4226782/


An alternative would be for 
GPs to act as what might 
be termed ‘consultants in 
general practice’
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This model would require a completely different 
kind of contract. It might be possible to retain 
independent contractor status, with GPs contracted 
as clinicians but working in a different way. Equally, 
there could be an employment contract as a 
variation on an employed model. There would 
need to be a period of transition to any new 
system and further work would need to be done to 
redefine the role of GPs and ensure that funding for 
practices is stabilised and secured for the future. 
This system would allow GPs more control over 
workloads and would ensure that patients who do 
not require clinical care would be able to access 
more appropriate, but very much local, 
services. 


The benefits of an employed model – 
GPs having greater control over their 
workload and more clarity regarding 
their duties – could equally apply to 
this slimmed-down model. It is also 
possible that this model could lessen 
some of the employed model’s potential 
disadvantages: providing a sufficient 
amount of variety and control for GPs 
over their work and a stake in the way that general 
practice is run, meaning that it is still possible to 
develop longer-term relationships with patients. 
It is, therefore, possible that it could improve GPs’ 
working lives and make general practice more 
attractive to future doctors. It could, however, also 
be a stepping stone towards a fully salaried and 
managed GP service.


GPs acting as primary care consultants could 
deliver similar benefits to patients as those outlined 
under the salaried model: GPs would be able to 
concentrate on clinical care. However, while for 
GPs some of the risks of running and managing 
a practice would be removed, it is also possible 
that this would limit the flexibility GP contractors 
currently have to lead innovation or to provide 
additional services when the opportunity arises.


Defining�‘core’�services:�a�consistent� 
offer�to�patients�
If we are to achieve the principles outlined at 
the start of this report, or implement any of the 
proposed new models of care or innovations 
described, there will need to be a review of the 
current GP contract. While there are an increasing 
number of issues that are discussed at a local level, 
a key strength of a national GP contract is that it 
helps to maintain a consistent and equitable ‘offer’ 
to patients in terms of access to, and the quality of, 
essential GP services. This provides, therefore, a 
foundation upon which other models can be built.


Many changes beneficial to patients have already 
been brought about with no change to the 
contract. However, over the last decade the GP 
contract has been the main vehicle through which 
government has attempted to introduce change. 
Many of those government-driven contract 
initiatives – for instance, 48-hour access targets, 
some Quality and Outcomes Framework indicators 
and many Directed Enhanced Services – have been 
transitory and devised to meet short- or medium-
term political requirements. Annual changes 
to the contract have not only been unsettling, 
but the work required to make the necessary 
adjustments for their implementation has added a 
further burden on already-stretched practices and 
contributed to the current low morale among GPs. 


Many changes beneficial 
to patients have already 
been brought about with 
no change to the contract
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The BMA has long argued that GPs should be 
focused on providing high-quality clinical care. It is 
not appropriate for general practice to be used to 
take forward political initiatives that may play well 
in the media, but do not satisfy the best current 
medical practice or which result in unintended 
adverse consequences.


A much longer-term strategy is needed for future 
contract changes, avoiding unnecessary tinkering 
with, and micro-management of, smaller elements 
of the contract and concentrating instead on the 
core expectations on GPs and practices. In 2004 
GPs were promised a contract that was ‘high trust, 
low bureaucracy’ but the result has been just the 
opposite. 


This is supported by the 2013 Future of General 
Practice focus groups26 run by the BMA which 
found that it was difficult for practices to plan or 
develop strategy in an environment of constant 
political change. The Quality and Outcomes 
Framework, for example, has been annually 
renegotiated, thus altering what practices have to 
do to meet targets. Over half of GPs (55 per cent), 
according to our survey, back reductions in the size 
of QOF, while only eight per cent would like to see it 
increased. Further reductions in the size and scope 
of QOF, with funding transferred to the global sum 
to ensure practices have the necessary resources 
to support the management of patients with long-
term conditions, could be a means to achieving a 
shift towards a greater focus on core expectations, 
reduction in bureaucracy and providing practices 
with much-needed stability. Similarly, moving 
funding away from enhanced services into the 
global sum would also help cut micromanagement 
by the centre, leading to more GP-led holistic care 
in the interests of patients.


A consolidated core contract 
One of the supposed benefits of the 2004 GP 
contract was that the definition of core GP work 
would be clearly set out through the detailing of 
essential services. This, unfortunately, has not 
been the case. What is required of GPs is frequently 
unclear, with a default expectation that they 
will pick up new and additional work, however 
inappropriate, in order to ensure that patient needs 
are met. Again, this is supported by the findings of 
our 2013 focus groups which identified a lack of 
definition of ‘core’ GP work. Clearly, it is crucial that 
there are not gaps in care which, at worst, could be 
damaging to patients. However, as demonstrated 
by our survey, the negative impact on GPs of having 
work which is inappropriate and not resourced 
transferred to them should not be ignored, 
particularly when general practice workload is 
creating such problems.


To help resolve this, a clear definition of the core 
contract is crucial. This should also be linked to the 
current aim of NHS England to equalise payments 
to all practices by removing and recycling 
correction factor (Minimum Practice Income 
Guarantee – MPIG) payments from GMS practices 
and reviewing and reducing PMS practice funding.


There is now growing support for a clearer 
definition of core services.27 Above all, general 
practice should not simply be forced to fill the 
gaps in the health service or, indeed, in social care, 
at a time when local authorities have undergone 
significant cuts. Defining core services also allows a 
process for non-core work to be identified, costed 
and resourced to reflect any increased workload in 
general practice.


We believe there should be a move to a long-
term, consolidated and stable GP contract. This 
would provide a core of essential GP services 
that all practices have to offer to patients on their 
registered list and thus provide consistency for all 
patients, a solid foundation upon which to build 
other services, and a ring-fence to protect GP 
services in any integrated care model. 


27 The following resolution was passed at the 2015 LMC Conference: That conference, recognising the increasing mismatch between 
workload and available GP and practice workforce, calls on the governments and NHSE to work with the GPC to urgently define
(i)      what is and is not included in GP essential services
(ii)     what work can be postponed or abandoned if a practice is unable to recruit sufficient staff to deliver all services safely
(iii)    what patients and public can and cannot expect from GP service in crisis.
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Defining�core�GP�services:�what�needs�
to be done?


A clearer definition of core GP services is 
important for doctors and patients, especially 
during a time of potential changes to the 
configuration of general practice. We believe 
the following steps should be taken to move 
towards a long-term, consolidated and stable 
core GP contract:


– Stop further changes to the GP contract 
arising from short- or longer-term political 
initiatives without adequate supporting 
clinical evidence.


– Avoid annual, relatively minor, amendments 
to the GP contract.


– Implement a consolidated and clear 
contract, providing a core of essential GP 
services to all patients on the practice’s 
registered list, without unnecessary 
bureaucracy and box ticking. This will also 
involve agreeing and adhering to a clearer 
definition of the GP core contract.


– Ensure Local Medical Committees play a 
key role in the development of any local 
initiatives which may have contractual 
implications.
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‘With more GPs, spending more time with 
their patients, working in bigger and more 
comprehensive teams built around the practice, 
based in better quality premises and underpinned 
by a fairer share of NHS resources, general practice 
can deliver the healthcare solutions for the future. 
Now more than ever, general practice is offering 
solutions which will enable the whole NHS to 
remain sustainable and successful.’28 


This statement is as true today as it was two years 
ago, but its call to action is now more urgent.


Our consultation and research has found general 
practice to be in the midst of a growing crisis in 
relation to workload pressures, GP recruitment 
and retention and falling morale. While patients 
continue to report high levels of satisfaction with 
their GP services, increasing numbers are having 
problems getting a timely appointment.29 With 
almost all GPs reporting that their unmanageable 
workload is undermining the quality of care they 
provide to their patients, immediate steps must be 
taken to relieve the pressure.


There is an urgency, too, to the need to increase 
the number of GPs, expand the mix of skills and 
number of people who work with GPs in practices, 
as well as to directly commission community 
teams to work alongside the practice. In addition, 
there needs to be investment in new technology, 
which will support teams working more closely 


together, and improvements to premises to enable 
enlarged practices to provide more services in the 
community. Investment in general practice has 
been shown to help deliver efficiencies elsewhere 
in the system and must therefore be a priority. 


Attracting more GPs and community staff also 
requires a change in NHS culture, with a far greater 
focus on promoting the importance of these 
roles if the health service as a whole is to remain 
sustainable. There can be no question of extending 
routine GP services to cover the whole weekend 
when there are too few GPs to provide the current 
service. Stretching an already overstretched 
service more thinly would simply undermine the 
quality of care to all patients. 


Practices need to recognise the importance of 
both being large enough to meet the needs of their 
local community and of working in networks with 
others across a wider area. The current fragmented 
NHS and social care system, with organisations 
competing rather than collaborating with one 
another, does not serve patients well. Built on a 
solid foundation of a rejuvenated and properly 
funded general practice, a collaborative care 
model which brings together GPs, community and 
hospital specialists as equal partners to work for the 
benefit of a specific community, provides a golden 
opportunity to meet the challenges that face us all.


Conclusion


In 2013, as we began our consultation 
on the future of general practice, we 
stated: ‘General practice has always 
been a sure foundation on which the 
NHS has been built’. 


28 Developing General Practice Today: Providing Healthcare Solutions for the Future, November 2013 available at  
http://bma.org.uk/working-for-change/negotiating-for-the-profession/bma-general-practitioners-committee/gpc-vision/ 


29 NHS England, GP Patient Survey 2014-15, available at http://www.england.nhs.uk/statistics/2015/07/02/gp-patient-survey-2014-15/
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Reforms of the GMS contract have a part to play 
in ensuring the future for general practice. But 
this is not the only vehicle for change. Our survey 
clearly showed strong support for retaining and 
building upon GPs’ independent contractor status. 
With its inherent flexibility, this status can provide 
a foundation for different models of care. It is also 
clear that employed and locum GPs prefer to work 
in GP-led organisations. However, other contractual 
options, both those currently available and 
potential radical new alternatives, also need to be 
at the forefront of different ways of working.


The BMA is the only organisation that represents 
and brings together doctors who work in primary, 
community and secondary care settings. Further 
the BMA’s GPs committee is the only body that 
represents all GPs across the UK, from partners to 
sessional GPs and trainees, supported by a national 
infrastructure of local medical committees. We 
are, therefore, in a unique position to take this 
transformation agenda forward. To do so, though, 
requires the commitment of government, NHS 
England and all other health and social care bodies 
to work directly with us, and, above all, to provide 
the necessary funding to make these new models 
of care a reality. Not doing so will be to fail our 
patients and put the future of the NHS at risk. 


The BMA is the only 
organisation that represents 
and brings together doctors who 
work in primary, community and 
secondary care settings.
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Introduction


Context 
GPs and practices are under unprecedented pressure. There are about 340 million 
consultations annually in general practice in England, an increase of 40 million per year from 
five years ago. This represents the single greatest rise in volume of care within any sector of 
the NHS. The increase has not been matched by an increase in GP numbers and staff, nor by 
an expansion in infrastructure, against a background of falling resource.


There is now a large and increasing gulf between the workload demands on practices 
and their capacity to deliver essential services to their registered patients. GPs are being 
overwhelmed by rising workload, particularly from a growing ageing population with 
complex health needs. At the same time, there is an emerging workforce crisis with 
shortages of GPs leaving many practices unable to recruit doctors, and evidence that some 
experienced GPs are considering leaving general practice altogether. Government policy 
continues to move services into the community, placing yet more pressure on overstretched 
GP services struggling to provide enough appointments, with consequential delays to see 
a GP. Cuts in resources to individual practices via imposed changes to correction factor and 
PMS reviews are exacerbating the problem for many. This has followed year on year cuts in 
practice funding.


In a recent BMA Tracker survey, 74% of GPs described their workload as unmanageable or 
unsustainable-significantly higher than any other category of doctor. Both the CfWI (Centre 
for Workforce Intelligence) and the HEE (Health Education England) workforce task group 
have reported that the current workload demands on GP practices are unsustainable, given 
current GP workforce levels. 


In this climate, it is crucial that the safe provision of core services to patients remains GPs’ 
overriding core priority. This guidance is intended to help practices ensure this.


GPs’ duty of care to provide quality and safe care to patients
In spite of the current severe pressures, GPs’ prime responsibility must always be to fulfil 
their contractual and General Medical Council professional duty of care to patients seeking 
GP services. The aim of this guidance is to help practices to manage their workload and work 
efficiently within safe and competent limits. 


As CQC registered providers, practices are also under a specific obligation to review and take 
appropriate measures if workload is putting patient safety or quality in jeopardy.


This guidance is not about restricting GP services. It is about providing safe, quality 
and accessible care to patients, at time when GPs are being prevented from doing so 
by excessive and inappropriate or unresourced work, which is taking them away from 
their prime duty of care as GPs.


It is crucial that practices work appropriately with LMCs, CCGs and patient participation 
groups when implementing this guidance.


NHS England explicitly recognises the strain general practice is under in its recent Five 
Year Forward View. It proposes ways of relieving pressure on GPs by encouraging patients 
to see other appropriate health professionals such as pharmacists. NHS England has also 
commissioned a project as part of the Prime Minister’s Challenge Fund to identify and 
reduce unnecessary GP appointments, especially those generated inappropriately from 
other parts of the system. In addition to this, another project has been commissioned to 
reduce bureaucracy in general practice. GPC is supporting and working with NHS England on 
these initiatives, which directly link to the purpose of this guidance.


What this guidance covers
This guidance covers the following:


 – reducing clinical workload that is inappropriate for GPs or practices, so that GPs can be 
available for and improve access to patients requiring core primary medical care services.  
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It also emphasises the need for GPs to work within their competence in the interests of 
their patients, and their professional duty of care


 – reviewing and limiting voluntary additional work, enhanced services or schemes that 
are detracting from practices’ ability to focus on their prime responsibility to provide GP 
services


 – measures to cease unfunded and under resourced work, given that this will result in GPs 
and staff time being taken away from their core duty of care to patients


 – working in partnership with patients to empower them with appropriate self-care and 
management skills


 – working in collaboration with neighbouring practices to manage workload, and provide 
systems of support


 – developing new systems of working, including the use of IT, to manage workload and 
increase productivity


 – measures to manage practice list size, if practices aren’t able to fulfil safe and competent 
care due to lack of capacity


 – guiding GPs to seek assistance if they feel their workload is impacting on their contractual 
and professional duty of care, or on their own health.


Keeping patients on side
It is essential that GPs inform patients of the reasons for any changes made in practice 
systems or services provided. It would be good practice to discuss this with your patient 
participation group, using direct verbal communication, posters, messages on waiting 
room screens, information sheets, the practice website, and/or any other available 
communication tools. Practices or groups of practices could work with the LMC to develop 
locally tailored material to use for patient information.


The overriding message to patients must be that any changes are in order for the practice 
to provide quality and safe care to patients. Practices can also continue to promote the 
messages of ‘your GP cares’ to explain the reasons for the pressures on general practice, and 
continue to press for adequate resources for practices to be able to deliver on the needs of 
their patients.


What practices should do now:
 – read this handbook and discuss this as a practice team in a meeting
 – discuss strategies to take control of your workload
 – involve other local practices, and work together to support each other
 – discuss with your LMC how to tailor a local approach to support all local practices
 – use your entitlement as a CCG member practice to influence your CCG to commission 


appropriate services, hold providers to account and put in place systems to support and 
manage general practice workload, commissioning alternative services if necessary 


 – involve your patients – work with them and ensure that you explain any changes as fully 
as possible. 


We have written separately to LMCs and CCGs to ask them to help GP practices to manage 
their workload to ensure patient safety and the well-being of GPs and their staff.



http://bma.org.uk/working-for-change/your-gp-cares
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Part 1: Protecting quality patient care by managing 
inappropriate demands 


There are growing workload demands on GP practices which are either inappropriate, or 
outside a practice’s capability or competence and which should be delivered by a more 
appropriate provider. 


Inappropriate workload takes GPs and their staff away from caring for the core needs of the 
patients, and also wastes appointments which could be available for ill patients needing to 
see their GP. This can result in delays for patients if they have to then be re-referred to the 
most appropriate professional. The blocking of GP appointments for inappropriate reasons is 
also contributing to longer waits for patients to see their GP.


The government has acknowledged this, with NHS England having commissioned a project 
as part of the Prime Minister’s Challenge Fund on reducing inappropriate GP appointments, 
and another on reducing bureaucracy in general practice. GPC is working with NHS England 
on both these initiatives.


The following are examples of inappropriate work that practices are often being asked to 
carry out, and that waste much needed GP appointments for those who really need them, 
causing delays for patients. Some of this work will need to be commissioned appropriately to 
avoid patients experiencing any difficulty.


 – Automatic re-referrals resulting from patients not attending (DNA) hospital appointments 
 – Routine follow-up of hospital procedures where the GP is not best placed to follow this up, 


nor is it clinically appropriate
 – Re-referral to a related specialty (eg physiotherapy referral requested by a 


rheumatologist) – creating unnecessary bureaucracy
 – Hospitals referring patient to practices for fit note certificates when it is possible to do this 


in hospital at the time of discharge 
 – Patients referred by hospitals back to practices solely for the prescribing of medication 


which is the clinical responsibility of the requesting clinician (eg specialist prescriptions 
outside a GP’s competence, acute prescriptions that should have been issued on the day 
by the specialist seeing the patient, or unlicensed medication). This should all be dealt 
with before the patient leaves the hospital


 – Following up test results ordered in hospitals which are the responsibility of the 
requesting clinician


 – Arrangement of hospital transport which could be done directly between the hospital 
transport service and patients(giving them control over timing) rather than involving 
practice staff


 – Arranging other tests and investigations that should be part of the commissioned 
secondary care service


Services for housebound patients in the community
 – Wound care management (including dressings and suture removal for procedures 


performed outside the practice) that should be delivered by the commissioned 
community nursing service 


 – Minor injury services that should be delivered by the appropriately commissioned service
 – Completion of community nursing administration charts 
 – Nursing care of leg ulcers and other chronic conditions (including doppler assessments)
 – Nursing care for incontinent and catheterised patients 
 – Ear syringing that should be provided by the community nursing service
 – Prescriptions for conditions being managed by community nurses, where the provider 


can utilise independent nurse prescribers 
 – Requests for practices to prescribe at seven day intervals rather than the normal 28 


day interval for patients having their drugs dispensed by means of multi-compartment 
compliance aids 


 – Request for a GP to visit a patient when another professional would be more appropriate, 
eg social care or district nurse. In these circumstances practices will need to inform the 
patient who to contact and how
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Care homes
 – Requests to write in the home’s administrative records in addition to recording 


information in the patient’s GP held record. If necessary, this should be done by care 
home staff. Care homes can obtain additional information from practices if necessary


 – Requests to complete unnecessary authorisation forms for staff to administer over the 
counter remedies 


 – Requests for home visits for ambulatory residents, where the care home should enable 
the patient to attend the surgery


Shared care arrangements: 
Shared care protocols are increasingly used to transfer care from hospitals into general 
practice, including the prescribing of specialist medication. It is important to note practices 
are not obliged to participate in shared care arrangements, which are voluntary. Shared 
care arrangements require additional competencies, and it is important that GPs do not 
undermine care for patients by feeling pressured to treat beyond their knowledge and skills. 
Shared care arrangements also require additional GP, nurse and administration time, and it is 
important that practices do not take on this additional optional work beyond their capacity 
to deliver. Practices should receive resources to provide this extra service, so that current 
staff are not diverted away from providing core needs of patients.


Accepting inappropriate and unresourced shifted work risks undermining the quality 
of patient care
Commissioners also have a duty to make sure that the quality of patient care is not 
compromised by the unjustified shifting of services that are not appropriate to be delivered 
in the community. Accepting inappropriate work from elsewhere risks undermining the 
quality of care for patients. If practices do act to reduce this work, however, they must 
ensure that measures are in place to ensure that patients are not placed at medical risk and 
that their treatment is not unacceptably delayed.


What practices should do
1. Remember, given practices are already overstretched, taking on work that should be 


carried out elsewhere will take GPs, nurses and staff away from delivering the essential 
services required in your contract and adversely affect the quality of care delivered to 
other patients as a result, and will reduce access to see a GP. In the interests of patient 
care, practices should not carry out work that has been inappropriately referred. 


2. Practices should contact the source of the inappropriate referral to inform them of this 
and you may find the template letters provided in the appendices to be helpful. The 
templates can be modified to cover any form of work transfer into general practice that 
should have been carried out elsewhere. Some LMCs and CCGs already have similar letters 
in operation. Practices could also phone or email providers where this is more timely and 
appropriate


3. Practices should require their CCG, area team or local commissioner to address these 
issues


4. One of the appendices in Part 11 is a template for practices to contact their CCG/area 
team asking them to re-assess the service specification for services that are responsible 
for transferring work into general practice that should have been carried out elsewhere.


CCGs and local commissioners
CCGs are key to stemming inappropriate or unresourced workload transfer to general 
practice, given their commissioning levers in the service specification and contract 
management of providers. Practices, as members of CCGs, can legitimately require CCGs to 
develop policies and specifications with providers that make the scope of service provision 
clear. In Wales and Northern Ireland, practices could also collectively and in conjunction with 
LMCs lobby their boards accordingly.


Your LMC will be able to provide you with advice about any local considerations when 
responding to this kind of workload transfer.
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Ensuring the most appropriate doctor prescribes or treats the patient
Practices should be mindful of the GMC’s guidance on Good Medical Practice which 
requires doctors to recognise and work within the limits of their competence. GPs 
who feel that they are under pressure to treat or prescribe for patients beyond 
their competence or skills are under a professional obligation to decline to treat or 
prescribe. In such cases, the GP/practice must ensure that the patient is re-referred to 
an appropriate specialist or other clinician in a timely manner.



http://www.gmc-uk.org/guidance/good_medical_practice.asp
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Part 2: Enhanced services, other incentive schemes and 
additional services


Enhanced service/incentive scheme list
Enhanced services provide commissioners with an opportunity to fund additional work 
and services in the community, and fall outside the contractual work of GPs. They also 
ensure practices are provided with the necessary resources to increase their capacity to 
be able to deliver this additional work. Provision of all enhanced services is entirely 
at the practice’s discretion, regardless of the format, commissioner, or service being 
commissioned. This includes CCG-commissioned LIS (Local Incentive Schemes) and AQP 
(Any Qualified Provider) community services. The list in Part 10 shows examples of enhanced 
services that have been commissioned somewhere in the UK. They are therefore not 
essential services and provision is voluntary for practices. This guidance can help practices 
to decide whether they should take on an enhanced service, as well as ensure that they are 
being properly resourced to deliver patient care as part of this provision. 


The practice can cease providing any enhanced service with the appropriate notice, but 
may wish to particularly consider doing so where the funding available does not adequately 
cover the cost of providing the service, or where providing the service would detract from 
their ability to provide safe and quality core GP services to patients. The LMC will be able to 
provide helpful advice on enhanced services in your locality. 


Practices may benefit by regularly reviewing their existing portfolio of enhanced services 
and other incentive schemes and considering whether, in light of their individual practice 
workload and workforce situations, the continued provision of these services is appropriate. 


Unresourced clinical workload moving into general practice
Any care transferred from secondary or community care, and which is beyond a practice’s 
contractual duty should be resourced as an enhanced or similar service, if the practice 
is willing to take this service on. Additionally, if a practice is providing a service that is an 
established enhanced service elsewhere (see Part 10 for examples), then the practice 
should require the CCG or equivalent commissioner to fund it accordingly. If the CCG or 
commissioner does not fund workload shift, or an enhanced service, then the practice 
should decline to provide it, since it would result in current practice staff being 
diverted away from providing core GP services.


Assessing whether to take on or continue an enhanced service 
Checklist


 – If you are providing care above your contractual duty, is it resourced as an enhanced 
service or similar? 


 – Does the enhanced service provide sufficient resources to deliver care effectively? 
In assessing the resource provided, practices should factor in all expenses to include: 
employer pensions costs, and national insurance contributions, provision for staff 
absence, equipment, consumables and premises running costs


 – Does the practice have the time, infrastructure and staffing capacity to carry out this 
work safely and effectively?


 – What is the bidding or application process – some can be bureaucratic, time consuming 
and complex and detract from core duties


 – Will taking on the enhanced service detract from or undermine the practice’s provision of 
core GP services


 – Keeping a record of non-core work done and the time it takes can be a helpful way of 
focussing the practice’s attention on the work being carried out when considering 
making changes. It could also serve as a useful method of alerting area teams and CCGs to 
the extent of the problem. This also ties in with NHS England’s initiative to shape workload 
and reduce bureaucracy.







British Medical Association Quality first : Managing workload to deliver safe patient care8 Part 2


Ceasing an enhanced service – notice period
If on review practices decide not to continue with an enhanced service then they must 
ensure that they serve the required notice period within the agreement in question.
 
Practices will need to be aware that where such contracts for enhanced services not 
nationally commissioned by NHS England are terminated, CCGs will be free to contract  
the services elsewhere and that there is no guarantee that the practice will get them back  
in future.


Patients must be given adequate notice of these changes, including if appropriate, how 
to contact the CCG or commissioner regarding alternative access to ceased services. It is 
important that all relevant people working in the practice are able to explain to patients,  
if asked, why the practice is making changes to its services and inform them who they 
should speak to if they have any concerns. Please contact you LMC for advice before  
ceasing a service.


Additional services
Most practices provide optional ‘additional services’ specified in the GMS contract that are 
in addition to essential services to patients but funded through their core global sum or PMS 
baseline funding. The list of additional services that can be provided is:


 – cervical screening services
 – contraceptive services
 – vaccinations and immunisations
 – childhood vaccinations and immunisations
 – child health surveillance services
 – maternity medical services
 – minor surgery


While these services are not obligatory, most practices provide them. However, practices can 
opt out of providing these services on a temporary or permanent basis if they do not have 
the capacity to provide these services, and there is no consequential risk to patient safety 
and quality. The decision to apply for any kind of opt-out from additional services should 
not be taken lightly as it would have a significant impact on the practice’s ability to provide 
a holistic service to their registered patients. Every possible action must be taken therefore 
to ensure services are not disrupted, including looking at subcontracting the service to a 
neighbouring practice. This should be explored, and could also be part of a wider discussion 
on collaboration with other practices.


A permanent opt out of additional services could have a significant long term impact 
for the practice, and there is no guarantee that a future application to resume them will 
be successful. Any practice contemplating such a course of action should discuss the 
situation with patients/PPG, LMC, CCG and neighbouring practices before making a formal 
application.


PMS reviews
As the funding of PMS practices is cut as part of local reviews, practices will need to assess 
which parts of their workload they were providing for the additional PMS funding above 
the contract. These additional non-contractual services could be recommissioned by the 
CCG, given that as part of the 2015/16 contract agreement, all PMS premium money must 
be reinvested in GP services within the same CCG as the practice. If the CCG or area team 
decides not to commission (and hence resource) the service, then the practice is entitled to 
give notice to cease the service, as in the section on ceasing an enhanced service. Patients 
should be advised of this decision by the CCG/AT.


It would be good practice to discuss decisions of this nature with the CCG, if they are not 
already involved, and to seek advice from the LMC.
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Part 3: Bureaucracy reduction and non-NHS work


A considerable amount of practice time is taken up with bureaucracy that diverts GP and staff 
time from being available to care for patients. Practices are often asked to provide information or 
other administrative non-essential work that is time consuming and not contractually required. 
These requirements clearly take up time which should be spent with patients. Equally many GP 
appointments are taken up for such bureaucratic tasks, resulting in reduced GP access.


In Part 11 of this guidance you will find a generic template letter to allow practices to explain 
why there is not time to respond to a particular request.


Please be aware that some requests for information cannot be declined. Under the 
terms of the contract, area teams (and their equivalents in Wales and NI) can request 
any information which is reasonably required in relation to the contract or the area 
team’s functions. This information should not be refused, although you could seek 
clarification from your LMC.


Collaborative arrangements for non-NHS work
Some non-NHS work is a statutory and a professional obligation on practices and GPs 
despite being extra-contractual, for example, child protection and other safeguarding 
information sharing with local authorities. This work must not be declined. 


However, practices are entitled to receive funding for some services that they carry out in 
cooperation with local authorities to ensure that these services can be delivered safely and 
effectively. This is a legal responsibility of the NHS under the ‘collaborative arrangements’. 


Non-compulsory, non-NHS work, not falling under collaborative arrangements may be 
declined, when appropriate: 


 – private sick notes –employers should accept statutory self- certification to cover the first 
seven days of absence, and not waste GP appointments for this purpose


 – occupational health vaccinations and reports (most commonly Hepatitis B). See guidance 
on BMA website here


 – requests for work related to research studies
 – passport application countersignature –this can be done by a range of non-medical 


professionals
 – insurance medical examinations, that can be carried out by an independent clinician
 – blanket certification for school absence for minor illnesses that do not require a GP 


appointment. A template letter is attached at appendix 8 for practices to use, pointing out 
that this is a parental responsibility in most cases. However practices need to be aware 
that there will be exceptions to this in specific circumstances (for instance when there 
could be a safeguarding issue)


 – blanket requests to certify fitness to exercise, whether for local authority or private 
gymnasia or for any other activity, including travel. (Requests for a medical opinion on 
fitness are invariably inappropriate as GPs are not in a position to provide one; a simple 
statement of fact related to medical condition would be appropriate if the practice is 
happy to provide the service)


Other service provision that falls into the bracket of collaborative arrangements can 
legitimately be declined; where it is not essential for a patient’s registered GP specifically to 
carry out the work unremunerated. This could include:


 – requests for letters or reports regarding re-housing and ‘Blue Badge’ applications, where 
local authorities should have systems to assess applications from information provided 
directly by patients


 – requests to supply patients with letters in support of benefit appeals, which is beyond the 
normal statutory processes to request medical information. Such informal information 
often does not carry weight, and takes up inappropriate GP and staff time.


 – confirmation of identity and/or witness to signature, when this can be done by another 
non-medical professional


 – assessment of mental capacity when it would be appropriate for another clinician to 
provide the service, recognising that in some circumstances it will be appropriate for the 
GP to do this 



http://bma.org.uk/practical-support-at-work/gp-practices/focus-hepatitis-b-immunisations
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These lists are not exhaustive and if practices are in any doubt they should seek the advice 
of their LMC. The BMA has produced guidance on collaborative arrangements, which is 
available here.


The GP contract regulations Schedule 5 here also provides a list of certain services for which 
GP contractors may legitimately charge. Information on services covered in this section that 
GPs should seek to secure funding for can be found here. 


Some extra- contractual work for which a fee is payable, such as Personal Medical Attendant 
reports for insurance purposes, and Criminal Injuries Compensation Board reports would 
be difficult or inappropriate for providers other than registered GPs to provide. When 
considering the needs of their patients, practices are unlikely to find that it is appropriate 
to stop providing such work. However many practices now provide computer generated 
reports that fulfil the requests from insurance companies. Whilst this can save time, care 
should still be taken to ensure the report produced is accurate and appropriate.


Bureaucracy from primary medical services contract administration
In England the move of primary medical services contracts (G/P/APMS) from PCTs to fewer 
Area Teams has in many cases resulted in additional bureaucracy for practices, who have 
reported delays in receiving information, as well as incurring extra administrative work in 
chasing up payments, or seeking clarification on queries. This is diverting staff time away 
from attending to their core work. A suggested template (see appendix 9) can be adapted to 
send to the Area Team.



http://bma.org.uk/practical-support-at-work/pay-fees-allowances/fees/fee-finder/fee-finder-collaborative-arrangements

http://www.legislation.gov.uk/uksi/2004/291/schedule/5/made

http://bma.org.uk/practical-support-at-work/pay-fees-allowances/fees
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Part 4: Patient partnership and self-empowerment


There is considerable benefit in working in partnership with patients to empower them 
to take more control over their own health, and to make informed decisions about which 
services they should access when in need of care. In any dialogue with patients, it is 
important that communication is not simply defensive of any changes taking place, but 
instead practices should proactively engage with patients and patient groups to explain why 
they are having to make the changes which result in services not being provided, and seek 
their views on how to manage the situation.


Encouraging patients to manage their own health issues is an important part of the solution 
to the current workload problems, but this should not be seen as an ‘emergency’ measure 
since it will inevitably take some time to achieve the culture change that is needed. This 
sort of change will require proper planning to encourage and coach patients to build their 
confidence in their ability to self-care.


This can range from self-care for minor illnesses, to self-management in patients with 
chronic diseases. Additionally patients can be signposted to see the most appropriate 
professional, such as the health visitor or pharmacist or other direct access services 
where appropriate. Not only will this benefit patients, and reduce the inconvenience of 
unnecessarily attending a GP surgery, it will also reduce pressure on practices, and free up 
appointments. This approach is endorsed in NHS England’s recently published Five Year 
Forward View, which also supports greater use of community pharmacy to relieve pressure 
on GP practices; there may be mutual benefits from working with pharmacists on the 
promotion of self-care and in developing other processes to help patients access the most 
appropriate service. 


Many CCGs have already developed their own guidance to patients on how to access the 
most appropriate service. An example of this (approved by the CCG) can be found in Part 10.


Resources to direct patients to 
Practices may find the following useful as a source to direct patients to.


 – The BMA has produced guidance for patients on self-care which can be accessed here 
and a Q&A document here.


 – The NHS Choices website includes information for patients on the appropriate use of 
NHS services, accessible here.


 – Further information is available at the Self-Care Forum here, with downloadable material.


In addition patients can be informed about appropriate local or national self-care groups and 
charities for information about their condition. Two examples of national groups are:


 – the British Heart Foundation website contains a lot of useful information for patients 
with heart-related conditions here


 – the Diabetes UK website is another excellent resource accessible here.


The following are some methods that could be used to help empower patients towards  
self-care:


 – newsletters or other information to patients, available in the surgery and if possible 
posted or emailed to patients, 


 – waiting room material such as posters and leaflets explaining the services the practice 
offers (particularly if there is to be any reduction in services) examples can be found in 
Part 10 and the GPC will be issuing its own template leaflet for patients shortly


 – practice website with self-care advice and management tools, and details of patient 
groups and charities 


 – during consultations, patients could be given suitable material, eg leaflets explaining 
that viral illnesses do not require antibiotics, and setting out how patients should help 
themselves to recover; or signposting to other patient supporting resources (eg NHS 
choices, patient.co.uk, patient information leaflets from GP clinical IT system)


This would reduce demand on GP services, and liberate appointments to be offered to other 
patients.



http://bma.org.uk/working-for-change/improving-and-protecting-health/self-care

http://bma.org.uk/-/media/files/pdfs/about%20the%20bma/how%20we%20work/professional%20committees/patient%20liaison%20group/plg_selfcare_jan2015.pdf

http://www.nhs.uk/NHSEngland/AboutNHSservices/Pages/NHSservices.aspx

http://www.selfcareforum.org/

https://www.bhf.org.uk

http://www.diabetes.org.uk/
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While there is now a clear national agenda towards the promotion of self-care, and seeking 
appropriate care from other services, it may be helpful to contact your LMC to help make 
sure that you present this advice in an appropriate, positive and supportive manner, taking 
care not to deter patients from seeking their GP’s help when needed. 
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Part 5: New ways of working


Many practices are already finding new ways to work, and in particular are using technology 
to work more efficiently and improve services to patients. Practices may find it useful to 
look at ways in which technology, innovation and practice systems can be used to increase 
productivity and reduce practice workload. Although resources will be required to set up and 
embed new systems, there are potential medium and longer-term benefits.


However, innovation is not exclusively technological; it can also be achieved by re-assessing 
long-standing ways of working in light of workload changes, and considering the benefits of 
collaboration.


When introducing new ways of working it is a good idea to ensure that the full primary care 
team is up to speed with developments. The following are some ideas that may manage 
workload effectively, although the list is not exhaustive. The BMA GPC will be providing 
further support in these areas in due course.


Online appointment booking
Encouraging patients to book appointments online will reduce phone calls to the practice, 
or patients attending reception, thereby reducing staff time and workload. It also may 
reduce the number of missed appointments, given patients will be able to amend or cancel 
appointments. Findings from the accelerator sites involved in NHS England’s patient online 
programme show that practices that offer a higher proportion of their appointments online 
find the systems work more effectively. 


Remember that online appointments will not be appropriate for all types of patients, 
especially those who are unable to access internet technology, and practices should ensure 
they are not disadvantaged. 


Online booking can also be used to reduce unnecessary booking of GP appointments, by 
providing information on practice websites with self-care information as well as signposting 
patients to the most appropriate way of dealing with their problem, which may not be a GP 
but another member of the practice team (eg practice nurse or health care assistant) or an 
external service eg (pharmacist, health visitor).


Online ordering of repeat prescriptions
Allowing patients to order their repeat prescriptions online can also reduce telephone and 
face-to-face contact with the practice and reduce administration, particularly for patients 
with long term conditions.


Patient booking kiosks and self-input of patient data
Self-booking appointment screens or kiosks for patients can reduce the need for contact 
with receptionists and lead to a reduction in staff workload. Some of these systems also 
allow patients to input data, eg health questionnaire, friends and family test, which can also 
reduce staff workload. 


Telephone appointments and triage systems
Some practices have reported benefits from systems of telephone consultations and 
triage and they could be worth consideration. Practices can implement their own triage 
systems. Alternatively, a number of commercial products are available, such as Doctor First 
and Patient Access (not an endorsement-and there may be others). Some systems involve 
clinicians talking to all patients during the initial contact, and assessing them on a clinical 
priority basis, thereby reducing the number of patients requiring a subsequent face-to-face 
appointment. 


Electronic Prescription Service
The EPS (Electronic Prescription Service) enables practices in England to send prescriptions 
electronically to a dispenser of the patient’s choice, such as their local pharmacy. This can 
benefit practices by reducing the paperwork required in signing large volumes of repeat 
prescriptions, and may also be more convenient for patients. Where the patient nominates a 
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pharmacy, prescribers will no longer need to generate a paper token (unless requested by 
the patient), which reduces their workload and that of administrative staff.


Repeat prescribing
Practices that are under pressure may also seek to review their repeat prescribing interval. 
It may be appropriate to prescribe for longer periods of time in order to reduce the repeat 
prescribing workload. Practices can also make greater use of repeat dispensing. This 
enables practices to pre-issue an advance batch of repeat prescriptions for a period of say 
six months with a nominated pharmacist, and for patients to then collect these repeat 
prescriptions directly from the pharmacy at specified intervals, without the practice needing 
to issue further repeats in this period. All prescriptions must still be appropriately monitored 
and a longer repeat prescribing interval must be clinically appropriate, safe and justifiable. 
NHS Employers’ guidance on repeat dispensing can be accessed here.


GP2GP record transfers
Although there are some outstanding issues with GP2GP transfers still to be resolved, the 
benefits of electronic transfers are potentially significant. GP2GP enables health records to 
be transferred directly between practices when patients move. This can reduce workload 
when GPs see new patients, by having the medical records readily accessible. The alternative 
paper-based approach can involve printing out details of the patient health record and 
transferring these in hard copy to the new practice, which then has to be summarised 
and data re-entered into the clinical system. GP2GP allows entire lifelong records to be 
exchanged screen-to-screen in general practice.


eMed3
The eMed3 is the electronic version of the MED3 (fit note) and can streamline the use of the 
form. It can be accessed from medical records and consultations, with patient details pre-
populated, which makes it quicker and easier to generate, record and print a fit note. It also 
enables the easy printing of duplicates for lost certificates.


Remote access to records
Secure remote access to clinical records can be helpful to GPs, offering flexibility to carry out 
patient administrative work when away from the surgery.


The use of tablets or other mobile technology that provide access to patient records could 
enable GPs to care for housebound patients and those in care homes more effectively, while 
also reducing the need to return to the surgery to access records. Data can also be input in 
real time, and seamlessly uploaded onto clinical systems without needing to be manually re-
entered. Practices should contact their clinical supplier regarding this facility, and also their 
CCG or primary care commissioner to request funding, as well as seeking support from the 
LMC if necessary.


Patient online access to records. 
In England, patients will have online access to the coded information in the GP records 
(not free text) during 2015/16, subject to the enablement of the technology as part of 
the GP systems of choice agreement. Some practices have piloted patient online access 
to records, and found benefits in patients self-managing their health by having access to 
medical information. One example would be patients with chronic diseases having access 
to test results, eg in diabetes, with a self-management plan of when to see the GP. This 
can reduce workload by reducing the demand on GP time, while offering convenience and 
empowerment to patients. 


 – Document management systems. These are systems of managing information between 
clinicians and staff within a practice. This would include daily hospital correspondence, 
and enables staff to route relevant letters to the appropriate clinician, and with an audit 
trail. There are ongoing improvements to clinical messaging between hospitals and 
practices so that documents (letters, discharge summaries, reports etc.) are delivered 
and the data automatically coded into the GP record;


 – Greater use of ambulatory devices, eg patient’s recording BP on own monitors.



http://www.nhsemployers.org/case-studies-and-resources/2013/12/guidance-for-the-implementation-of-repeat-dispensing
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Skill mix and efficient use of staff and allied resources
Practices should consider different ways of using staff to manage workload:


 – there may be clinical tasks that do not need a GP appointment, and can be appropriately 
provided by other healthcare professionals such as a nurse, advanced nurse practitioner 
or health care assistant 


 – GPs may be doing administrative work that could be delegated to administrative staff, or 
personal medical assistants


 – employing a good practice manager, or sharing a manager between practices, could have 
a major impact on workload reduction for some GPs 


 – there is potential for greater use of pharmacists in GP practices or in collaboration 
with community pharmacies, such as in medicines management or chronic disease 
management


 – there is potential to work with third party organisations to support practices and patients. 
This could also include voluntary sector organisations, such as Age UK, or condition-
specific charities (eg Parkinson’s Society), who can provide resources and assistance 
to patients and practices. Some practices have found formal links with Citizens Advice 
Bureaus to be helpful with assisting patients with financial, social and legal matters and 
completing forms such as for benefits and disability.
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Part 6: Working with other practices 


There is real potential for practices to reduce workload and bureaucratic burden by working 
with other local practices in networks and collaboration, or if appropriate in formal mergers 
of partnerships or practices. There are a number of different approaches that practices could 
take to network development and a range of potential benefits.


Practices need to consider how they can support each other, including in practical terms, for 
example if a practice is experiencing severe staff shortages. 


Workload and costs may be reduced and GP time freed up by:
 – sharing HR management, finance management and other back office functions with 


other practices 
 – sharing practice managers across practices
 – sharing clinical staff or joint appointments, eg practice nurses
 – providing cross cover for staff absences or holidays
 – joint staff training or education 
 – providing peer support for implementing common systems, eg CQC preparation, 


information governance, health and safety, infection control
 – if necessary, subcontracting services to another practice.


The GPC will be providing further detailed guidance on collaborations and networks 
shortly.
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Part 7: Reviewing other roles 


If clinical workload done by the practice is exceeding capacity, individual GPs may need to 
review the degree of commitments outside practice, in order to provide safe and quality care 
to patients.


Many of the activities described below are valuable both to the practice, the individual GP, 
and the wider community so the only reasons for considering a reduction in such work 
would be in order to protect the core responsibility of providing safe, quality GP services to 
patients. Practices and individual GPs will need to consider carefully the full implications of 
reducing workload in this way, balancing the overall value with the time and capacity created 
to focus on core GP work.


Review CCG workload
The contractual obligations on practices in respect of commissioning engagement are fairly 
limited, with the regulations stating:


A contract must contain a term which has the effect of requiring –


a) the contractor to be a member of a CCG; and


b) that contractor to appoint one individual who is a health care professional to act on its 
behalf in the dealings between it and the CCG to which it belongs.


However, there may be some local agreements in place and the CCG constitution (which is 
binding on practices) may also have additional requirements so it is important that practices 
take this into account.


Practices may review whether to attend meetings or engage in CCG activities that are 
outside constitutional obligations, although when doing this they should consider the 
extent to which that will dilute their influence over the CCG. This may depend on the items 
for discussion at any particular meeting. Where there is an obligation to participate in CCG 
activities it is important this is adequately funded so that finite practice resources for patient 
care are not diverted onto non clinical administrative work. Practices can best challenge 
and influence CCG policies, including seeking amendments to their constitution, as fully 
engaged members. 


Many practices now have GPs and other staff (including practice managers) engaging in 
CCG work on a sessional basis. If this is the case for practices with significant workload and 
capacity issues, they may wish to re-assess how much time is being given over to this work 
and whether it is sustainable. 


Review of outside appointments and additional roles
Many GPs now choose portfolio careers which allow them to expand and develop their areas 
of interest and expertise. 


The opportunity to take on additional roles and appointments is a highly-valued part of 
many GPs’ careers and the BMA’s GP committee believes that GPs should be encouraged 
and supported in making these choices. However, in the event that the workload pressure 
on the practice is such that patient safety or contractual and regulatory obligations are 
compromised, and efforts to tackle this workload have not been successful, then individual 
GPs and their practices may wish to consider reviewing external appointments, particularly 
when practices are facing difficulties with recruitment and retention. 


These are difficult decisions for GPs and practices and the potential long-term repercussions 
should be taken into account. The types of activities which practices may wish to consider 
reviewing include:


 – CCG and commissioning work, including CCG governing body membership and clinical 
leadership roles


 – CQC inspection team membership
 – area team medical advice
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 – work for professional bodies at local or national level
 – undergraduate or postgraduate education
 – out of hours or unscheduled care sessions
 – PMCF seven-day working sessions
 – clinical assistantships.
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Part 8: List management


Formal list closure
GMS and PMS practices can apply formally to close the practice list, and may choose to do 
so if they find their level of workload is jeopardising their ability to provide safe care for their 
registered patients, or to carry out their contractual obligations to meet their patients’ core 
clinical needs. The relevant contract regulations can be accessed here. 
 
Practices that do not wish to have patients assigned to their list by the area team must go 
through the list closure procedures set out in the regulations (paragraphs 29-31 of Part 2 
of Schedule 6). If the area team or the assessment panel approves the closure notice, the 
contractor’s list is officially closed to assignments. The closure period will be either for a 
maximum of 12 months, or if a range was specified in the closure notice, until an earlier point 
in time when the number of patients falls below the bottom figure of the range. 


This process requires area team consent. We would however, expect all area teams to take 
an understanding and supportive approach to practices wishing to close their lists to ensure 
that all decisions are made with due consideration to patients’ and practices’ best interests.


Steps to take when considering the possibility of list closure
 – Instead of list closure, is there an opportunity to negotiate with the area team for 


staffing support with other services?
 – There will be a responsibility on both the practice and the Area Team/LHB (Local 


Health Board) to ensure that all options other than closure have been considered.
 – Document what options you have considered in trying to address the problems being 


faced and the outcomes of those considerations, eg rejected or implemented and 
why.


 – Discuss your individual practice problems at the earliest opportunity with your LMC 
who will provide you with confidential help and support in line with the rules and 
regulations


 – Consider possible impact on neighbouring practices and meet with them including 
LMC representation to discuss the problems that the practice is facing.


 – Could the neighbouring practices help in some way? Document the outcome of the 
discussions for future use.


 – Request a meeting with the Area Team/LHB and let them know you will be 
accompanied by a LMC representative.


 – Discuss with your patient liaison group to explain how and why you have come to this 
decision and to listen to any suggestions they may have to ease the pressures.


Informal list measures
In addition to the formal list closure procedure all practices have the contractual right to 
decline to register any new patients without having to go through the formal processes and 
without needing to obtain area team permission. However the formal closure does make it 
far more difficult for the area team to be able to allocate any new patients to the practice list. 


A practice can decide not to register new patients, provided it has ‘reasonable and non-
discriminatory grounds for doing so’, (such as protecting the quality of patient services.) In 
such cases, the regulations allow practice to refuse to register new patients. 


Paragraph 17 of Part 2 of Schedule 6:


“(1) The contractor shall only refuse an application made under paragraph 15 or 16 if it has 
reasonable grounds for doing so which do not relate to the applicant’s race, gender, social 
class, age, religion, sexual orientation, appearance, disability or medical condition.
(2) The reasonable grounds referred to in paragraph (1) shall, in the case of applications 
made under paragraph 15, include the ground that the applicant –


(a) does not live in the contractor’s practice area; or
(b) lives in the outer boundary area (the area referred to in regulation 18 (1A)



http://www.legislation.gov.uk/uksi/2004/291/schedule/6/paragraph/29/made
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(3) A contractor which refuses an application made under paragraph 15 or 16 shall, within 
14 days of its decision, notify the applicant (or, in the case of a child or an adult who lacks 
capacity, the person making the application on their behalf) in writing of the refusal and 
the reason for it.
(4) The contractor shall keep a written record of refusals of applications made under 
paragraph 15 and of the reasons for them and shall make this record available to the Board 
on request”.


Should a practice be unable to accept patients routinely, a discussion between the practice 
and the area team could take place in an attempt to resolve the situation. This could involve, 
for example, additional support being provided by the area team or a formal closure of the 
list.


The contractor does not need to make an official declaration of its intention to refuse to 
register new patients. It must, however, provide the patient with a written notice as in 
paragraph 3 of the extract above. 


The area team may still assign patients to the contractor’s list (paragraph 32 of Part 2 of 
Schedule 6) as its list is open to assignments within the meaning of the Regulations. 


Practices should bear in mind that the area team may ask them to justify the decision not 
to register a patient. Practices must ensure that their actions do not discriminate between 
patients on the grounds of the applicant’s race, gender, social class, age, religion, sexual 
orientation, appearance, disability or medical condition. A written acceptance policy will 
enable practices to refute any suggestion of improper rejection of applications.
There are equivalent procedures in the regulations for the devolved nations.


Reduction of practice area
Many practices have already asked their area team to consider reducing the size of the 
practice area in order to help bring practice list size and workload down to safely manageable 
levels. This change would require a variation in contract and therefore the agreement of the 
area team. In considering such a request, the area team will consider the needs of patients, 
the availability of alternative practices in the locality and the effect that a practice area 
reduction could have on their own workloads, so area teams may not agree, but this option 
would work for some practices provided patients can be accommodated elsewhere. 


Removal of patients from the practice list
This course of action should always be a last resort, when all other possible avenues of 
managing list size and workload have been explored, but where practices still feel they 
cannot continue to provide safe patient care and meet contractual obligations. 


As with the regulations on refusal to register patients, the removal regulations must be 
exercised in an entirely non- discriminatory manner. BMA guidance on this can be accessed 
here. In practical terms, this means that the only patients who could be considered for 
removal would be those living outside the practice area. 


Practices could decide that this applies to: 
 – all out of area patients
 – only those lying outside of the outer boundary (should the practice have opted to have 


one) 
 – to all out of area patients residing beyond a certain distance from the practice 
 – to all patients outside the boundary and beyond a certain travelling time for home visit. 


A practice making the decision to remove patients could garner considerable attention from 
the local community and media. 
 
Practices deciding to remove patients to manage workload must:


 – make sure that their reasons for so doing are entirely reasonable, transparent and 
justifiable


 – make sure that they act in a non- discriminatory manner and fully in accordance with the 
regulations



http://www.legislation.gov.uk/uksi/2004/291/schedule/6/paragraph/20/made

http://bma.org.uk/practical-support-at-work/gp-practices/removal-of-patients-from-gp-lists
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 – make sure that they discuss the matter with their patients/PPG, area team, CCG and LMC, 
and ensure that alternative provisions are available and that patients are informed of 
these. Communication with patients at all stages is vital


 – consider relationships with patients, the public and the wider community. This may 
include the involvement of the local MP.


Practices should also ensure that they seek the advice of their LMC when contemplating 
action of this kind.
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Part 9: Looking after your own health


Successive surveys and policy documents have shown (BMA Tracker Survey March 2014, 
Health Education England Taskforce report 2014, Centre for Workforce Intelligence In-Depth 
review of the GP workforce, July 2014 ) that many GPs are suffering unprecedented levels of 
stress due to unmanageable workload, with some leaving the profession as a consequence. 
GPs must take steps to identify whether their workload is affecting their physical or mental 
health. GPs are often reluctant to seek help but it is vital that they do so, not only for their 
own psychological and physical health but also with a view to continuing to be able to 
provide safe, quality care for patients. 


If you feel that stress is affecting your health, your first port of call could be your own GP. You 
can also get urgent help through your LMC and should contact them immediately. The BMA 
also offers a confidential counselling and advisory service which may be of assistance to GPs 
experiencing stress. More details can be found here. A self-assessment tool for GPs is also 
accessible here.


If there is an occupational health service in your area, you should contact them. 
Unfortunately there have been severe reductions in this service, which is no longer funded 
as it should be and the GPC has campaigned against these cuts. There may also be other 
services in your area, for instance in London there is a Practitioner Health Programme. You 
could also consider seeking some advice from these services on how to improve your work/
life balance.



http://bma.org.uk/practical-support-at-work/doctors-well-being/about-doctors-for-doctors

https://web2.bma.org.uk/drs4drsburn.nsf/quest?OpenForm
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Part 10: Useful resources


The following resources have been sourced from LMCs or produced by GPC to assist you with 
you workload management.


A separate portfolio of suggested outline template letters for practices to use can also 
be found in Part 11 of this guidance.


Enhanced services December 2014
The following list shows examples of enhanced services that have been commissioned 
somewhere in the UK. This list is not intended to be exhaustive, but rather to provide 
practices with an indication of the kinds of services that they may be able to seek funding to 
provide to their patients on top of the normal core contractual requirements.


If you have questions about any of these enhanced services please contact the GPC on info.
gpc@bma.org.uk or speak to your LMC.


 – 24 hour ambulatory blood pressure monitoring
 – Alcohol & drug misuse
 – Asylum seekers & refugees
 – Bank holiday working
 – Cardiovascular health checks
 – Chlamydia screening
 – D-Dimer / DVT management in the community to avoid hospital admissions
 – Shared care / specialist drug monitoring
 – ECG recording
 – Extended hours
 – Flu immunisation
 – Gonadorelin analogue treatment
 – HIV in primary care
 – Homeless patients
 – Insertion of contraceptive devices
 – Insulin initiation or conversion
 – Minor injuries
 – Nursing Homes – enhanced services 
 – Phlebotomy
 – Post-op suture removal
 – Pre and post ops
 – Primary care sexual health scheme
 – Prostate cancer follow up
 – Provision of immediate and first response care
 – Referral review scheme
 – Ring pessary insertion
 – Sigmoidoscopy
 – Smoking cessation programmes
 – Spirometry
 – Student Health
 – Alcohol and substance misuse
 – Vasectomy
 – Violent patients
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Maintaining quality and managing workload – checklist


Remember your prime responsibility as a GP is to provide safe and quality care to 
patients who need GP services as in your contract. The following checklist is to 
help you fulfil your contractual and professional duty of care to patients at a time of 
widespread demands and pressures.


 – When changing service provision in any way, you must always ensure that your 
practice is fulfilling the terms of its Primary Medical Services contract and 
considering the needs of patients. Please contact your LMC or the BMA GP 
committee if you are unsure.


 – Don’t accept inappropriate referral or workload shift that is diverting you from your 
core duty of care to patients:


 – Write to the service provider in question if general practice has not been 
commissioned to do the work, and use and adapt the template letters provided 
with this guidance


 – Contact the CCG/Area Team/Local Authority commissioner 
 – Do not take on any new non-obligatory work that is diverting you from your prime 


duty of care to patients which is: 
 – unfunded or under-funded and therefore cannot be delivered appropriately to 


patients 
 – not beneficial for patients


 – Review enhanced service provision. Consider ceasing involvement, after 
appropriate notice and evaluation of impact on patients (normally three 
months), in under-funded enhanced services 


 – Provide appropriate information (for example in the form of posters) to ensure that 
patients know why changes are being made, eg inadequate capacity and a need to 
protect the quality of ‘core’ services or no longer being commissioned.


 – Promote self-care and appropriate use of other services where applicable, but be 
careful not to give patients any impression they cannot visit their local GP if they 
need care. 


 – Review the practice’s provision of services under ‘collaborative arrangements’ and 
other non-NHS work, taking into account the actual cost to the practice of providing 
these services


 – Consider the importance and feasibility of continuing in externally appointed roles
 – Consider new systems of working or use of technology to assist workload 


management
 – Consider working with other practices to alleviate workload pressures (see section 6)
 – If other options are not available, consider reducing the size of the practice area, or 


closing the practice list. This may be considered if taking on new registrants could 
put pressure on the practice and damage patient access to, or the quality of, the 
services offered. Please consult your LMC for further advice and see section 7.


 – With any changes to service, ensure there is sufficient consultation with patients 
and always ensure you follow GMC Good Medical Practice.
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Information to patients


Follow this link for an example of the sort of information one CCG has provided to local 
patients www.kernowccg.nhs.uk/choosebetter


Below is a further example from another CCG:


Template information for GP practices in Devon, Cornwall & Isles of Scilly
Practice name: 


Get the right treatment
Your GP surgery can provide a huge range of advice, examinations, treatment, vaccinations, 
prescriptions and other routine healthcare.


But did you know there are lots of other local services that you can go to directly for help? No 
need to see your GP first.


This guide sets out the main services that available and how you can contact them.


Minor ailments and conditions
DID YOU KNOW: You can get rapid advice, treatment and even prescriptions from your local 
pharmacy. Under the Pharmacy First scheme, the pharmacist can prescribe medicines for 
these conditions (normal charges and exemptions apply): 


 – Coughs, colds, sore throats, blocked nose
 – Ear-ache
 – Thrush and uncomplicated urinary tract infections
 – Teething and nappy rash
 – Threadworms
 – Hay fever
 – Athlete’s foot
 – Diarrhoea
 – Cold sores and mouth ulcers
 – Skin rashes, impetigo
 – Eye infections


WHAT TO DO: Just drop in to your local pharmacy and ask to see the pharmacist. If you have 
difficulty finding a pharmacy, you can use the NHS Choices website – www.nhs.uk – or dial 
111.


Muscular and skeletal problems
DID YOU KNOW: You may refer yourself straight to the NHS physiotherapy service for 
conditions including: 


 – Back and neck pain
 – Sprains and strains
 – Whiplash disorders
 – Sports injuries
 – Joint pain
 – Muscle pain


WHAT TO DO: Staff will try to offer you a same-day appointment if you phone them Monday 
to Friday, between 8.30 and 12 noon, on 01626 883765.


Podiatry/footcare for patients aged 60-plus
DID YOU KNOW: You may refer yourself for podiatry and foot conditions, including:


 – Painful foot problems or foot abnormalities
 – Ingrowing toenails, verrucae 
 – …but not corns, calluses or nail-cutting


WHAT TO DO: Please call 01803 217712 between 8.45am and 3.45pm, Monday to Friday. Or 
pick up a Podiatry Assessment Form from the Health Centre receptionist.



http://www.kernowccg.nhs.uk
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Minor injuries to adults and children aged 3-plus
DID YOU KNOW: MIUs (minor injury units) are able to help if you suffer:


 – Lacerations, cuts, grazes, wounds
 – Sprain, strain, muscle or joint injury
 – Broken bone (fracture)
 – Skin complaint – insect/animal/human bite or sting 
 – Foreign bodies like splinters
 – Minor scalds and burns
 – Minor head injuries from a low fall
 – Localised allergic reactions and infections (to wounds, for example)
 – Minor eye injuries and infections


Emergency contraception is also available
WHAT TO DO: Phone your nearest MIU – it will usually be open seven days a week, 8am to 
9pm, but it’s a good idea to check before you go 
Newton Abbot Hospital = 01626-324500 
Totnes Hospital = 01803-862622 


Mental wellbeing concerns for over 18yr olds
DID YOU KNOW: you can refer yourself straight to the local specialist NHS anxiety & 
depression service if you are struggling with:


 – Panic attacks
 – Depression, low mood
 – Anxiety, excessive worry
 – Social anxiety/shyness
 – Phobias
 – Post-traumatic stress disorder
 – Agoraphobia
 – Obsessive compulsive disorder
 – Health anxiety
 – Bulimia


WHAT TO DO: Call 01626 203500 between 9am and 5pm, Monday to Friday They will also let 
your GP know.


Sexual health advice and treatment
DID YOU KNOW: You can get help if you have concerns or:


 – Need contraceptive advice and implants
 – Need tests for sexually-transmitted diseases 
 – Have symptoms such as vaginal discharge 


WHAT TO DO: There are clinics at Newton Abbot Hospital and Castle Circus Health Centre. 
You can get in touch, in confidence, by calling 01803-656500.
Babies, children and parenting


DID YOU KNOW: You can go straight to your named health visitor for advice and guidance on 
issues such as:


 – Baby and child growth and development
 – Childhood conditions, allergies and infections
 – Breastfeeding, bottle-feeding and weaning
 – Teething
 – Post-natal depression, and parental mental and physical health
 – Child behaviour issues, such as sleeping, eating, potty-training and tantrums
 – Support with parenting, family health and relationships


WHAT TO DO: Phone 01803 874457 or dial 111
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Community nursing support 
DID YOU KNOW: If you are housebound patients and on the Newton Abbot locality district 
nurse caseload, you can get direct help with: 


 – Leg ulcers
 – Dressings
 – Enemas
 – Catheters
 – Syringe drivers


WHAT TO DO: Call the local Torbay & Southern Devon Health & Care Trust community 
nursing patient line on 07811 123875.


Life-threatening conditions
DON’T FORGET: Always dial 999 for life-threatening conditions such as:


 – Severe chest pain
 – Severe difficulty in breathing
 – Unconsciousness 
 – Severe loss of blood
 – Severe burns or scalds
 – Choking
 – Suspected stroke
 – Fitting or concussion
 – Drowning
 – Severe allergic reactions


And if you aren’t sure…
DON’T FORGET: For advice on health conditions and the availability of local services, you can 
dial 111 at any time day or night.
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Dealing with system problems – example 


Service alert form for primary/secondary interface issues


Complete this form for any system problems arising from patients referred, discharged or 
undergoing hospital care or when a consultant or GPwSI requests you to take action which 
you feel is his/ her responsibility.


Please return one copy of this letter to the Consultant/ GPwSI concerned and email a copy 
to the CCG 


Patient Hospital No. ~[Hospital Number] Date of birth ~[Date Of Birth]


NHS number ~[NHS Number] Practice Reference 
No.


~[Patient Number]


Consultant Name ~[Free Text: 
Consultant’s Name:]


Hospital/Trust ~[Free Text: 
Hospital/Trust 
Name:]


Appointments


Tick box


Patient appointment not received (standard 2 weeks after referral for non-
urgent referrals)


Inaccurate DNA notification requiring re-referral – choose from list below:


DNA – patient had not received appointment notification


DNA – patient contacted hospital to cancel in advance of appointment


DNA – patient had not been able to get through to hospital to cancel 
appointment


Details:
     


Referral problems


Tick box


Failure to onward refer patient with a serious or urgent clinical need, eg 
suspected cancer as outlined in NHS Harrow’s Policy on Consultant To 
Consultant Referrals


Inappropriate request for GP to make new referral to a related service


Inappropriate/premature discharge from service requiring new referral for 
ongoing problem


Inappropriate return of referral to GP, eg insufficient details provided to CAS 
service


Details:
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Investigations


Tick box


Request to organise investigations that should be arranged by hospital 
doctor


Request to chase/act upon the results of investigations requested by 
hospital (this is the responsibility of the hospital doctor)


Failure to act on an abnormal investigation result


Not providing a patient/GP with information of an investigation carried out 
in hospital


Request to organise a diagnostic procedure in 12/24/36 months. General 
Practice does not have reliable recall systems for arranging diagnostic 
procedures requested under a hospital specialist’s care


Details:
     


Page 2  Patient’s Hospital No: ~[Hospital Number] or NHS No: ~[NHS Number]   


Discharge arrangements


Tick box


Inadequate information on discharge planning arrangements


Discharged too early requiring re-referral


Details:
     


Correspondence problems 


Tick box


Delay in receipt of outpatient letter (standard is 2 weeks; quicker if urgent) 


Delay in receipt of A&E letter (standard is within 1 business day of 
discharge)


Delay in receipt of discharge Summary (standard is within 1 business day 
of discharge)


Illegible or incomplete letter from hospital


Details: 
     


Communication problems


Tick box


Lack of telephone access for patient, eg to cancel appointment, speak to
secretary or hospital doctor regarding a management query


Problems for practice to contact hospital doctor/departments/secretary


Details: 
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Other problems not outlined above (provide details)
     


What action do you want the hospital to take?


     


What action, if any, do you want Harrow PCT to take?
     


Contact details: 


Practice Stamp:                  


NAME: .............................................................   
POSITION:       .............................................................
DATE:  ~[Today...] .............................................................
EMAIL:        .............................................................
TEL NO:   .............................................................
FAX NO:   .............................................................
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Part 11: Templates for practice use


The following template letters have been drawn up to help practices manage workload, and 
should be adapted for local use as appropriate.


Use the hyperlinks to quickly reach each appendix.


Appendix 1 – Template response to secondary care work transfer


Appendix 2 – Template response to inappropriate prescribing requests


Appendix 3 – Template response to requests to follow up investigations performed in other 
settings


Appendix 4 – Template response to requests for post-operative checks


Appendix 5a – Letter to hospital provider regarding discharge of patients after missed 
appointment 


Appendix 5b – Template letter to local CCG regarding discharge of patients after missed 
appointment 


Appendix 6 – Template letter to CCG regarding inappropriate workload transfer


Appendix 7 – Template letter for request to complete non-contractual administrative task


Appendix 8 – Template response to requests for work absence sick notes for less than seven 
days


Appendix 9 – Template letter to Area Team regarding delay to information request or 
payment
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Appendix 1


Template response to secondary care work transfer


Patient details:


Dear X


I refer to your request for this practice to undertake …………. (insert work requested). I enclose 
a copy of your request (optional).


I am sorry that we are unable undertake this work for the following reason (s): 


(Use as appropriate)
 – The task(s) is not an essential service as per our GMS/PMS contract  
 – This work has not been commissioned by our CCG  
 – This work has not been funded as a national or local enhanced service 
 – This work is more appropriately provided by yourself as a specialist 


You will be aware of the current pressures on general practice, and we unable to undertake 
unresourced or inappropriate work that is outside our contractual responsibility, and which 
will as a result jeopardise our core duty of care to patients. 


We have informed the patient that this work is not the responsibility of the practice and 
would be grateful if you would contact them directly to provide the service.


Thank you for your understanding.
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Appendix 2


Template response to inapporporiate prescribing requests


Patient details:


Dear X


You recently wrote asking us to prescribe the following medication for the above patient. A 
copy of your request is attached.


We are sorry that in line with our GMC duty of care to patients, we are unable to prescribe this 
medication because:


(Use as appropriate)


 – We do not feel competent and skilled to prescribe this specialist drug. This should be 
prescribed by a specialist who can take clinical responsibility for this prescription.  


 – The initiation of this drug should be done by a specialist, and the patient stabilised on the 
medication before being considered suitable for a GP to prescribe


 – The request is for unlicenced use of this drug, and which should therefore be prescribed 
by a specialist able to take appropriate clinical responsibility 


(For shared care requests)


 – We are unable to take on this request for shared care, since we do not feel we have 
the necessary expertise and skills to take clinical responsibility for the prescribing and 
monitoring of this specialist medication.


 – We are unable to prescribe this medication under shared care arrangements, since the 
prescribing of this medication has not been commissioned as a shared care enhanced 
service from this GP practice 


We would be grateful if you would arrange for the patient to receive this medication via 
the hospital pharmacy or ideally via a hospital FPI0HP. The patient could then use the 
latter to collect this medication from their local community pharmacy.
 
The practice will be taking no further action with regard to this activity and the 
transfer of responsibility has not taken place.


Additional comments:
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Appendix 3


Template response to requests to follow up investigations performed in other settings


Dear x, 


Re: <<Patient Identifier Label>>


We write in response to your letter regarding the above patient requesting that we chase up 
the ………………………………………….investigations undertaken by your department. 


A copy of your request is enclosed.


This result of this investigation will automatically be sent to you or your department as the 
requesting clinician. Please note that as per GMC guidance, it is the responsibility of the 
doctor requesting a test to take clinical responsibility to follow up and take appropriate 
action on the result.


We would therefore respectfully request that you follow up the result and take any action 
accordingly. You will be aware of the pressure general practice is under, resulting from an 
ever-increasing workload. We would ask that you review your hospital policy on this issue, to 
avoid practices incurring inappropriate bureaucratic workload of chasing up results which 
are already in your possession, and which falls under your responsibility.


We will be proceeding on the assumption that you will be taking responsibility for reviewing 
and taking any action on the above investigation result(s). 
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Appendix 4


Template response to requests for post-operative checks


Dear x, 


Re: <<Patient Identifier Label>>


We write further to your letter of (insert date) requesting that we undertake a post-operative 
review on the above patient.


This work falls outside the remit of the General Practice contract and has not been 
commissioned from us as an enhanced service. The best person to undertake such a review 
is the surgeon who knows what procedure was performed, any difficulties or complications 
that occurred during surgery, and what post operative complications would be expected, 
if any. We therefore do not believe it is in the best interests of this patient for us to do this 
review and are unable to comply with your request.


Pressure on general practice means that we cannot take on inappropriate or unresourced 
work outside our contract, since this would detract from our core duty of care to patients
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Appendix 5a


Letter to hospital provider regarding discharge of patients after missed appointment 
(a similar adapted letter could be sent to the CCG to change commissioning 
specifications)        


Dear x,


Your department has discharged this patient from your service following missing an 
appointment.


You have requested that we make a new GP referral for the patient to be seen.


You will be aware that general practice is under unprecedented workload pressures. It is not 
appropriate for GPs and staff to incur the additional bureaucracy and workload to re-refer 
patients after a single missed appointment. Additionally many GP appointments are wasted 
due to patients seeing a GP for the sole administrative purpose of a re-referral, and which 
could instead have been offered to other patients.


We are asking you to review your policy to either routinely send patients a further 
appointment, or to allow patients to reinstate their missed appointment within a specified 
time directly with your appointment department, in order to not incur unnecessary 
additional bureaucracy on hard pressed GP surgeries.


We have copied our CCG to inform them of this.


We look forward to hearing from you







37British Medical Association Quality first : Managing workload to deliver safe patient care Appendix 5b


Appendix 5b


Template letter to local CCG regarding discharge of patients after missed appointment  
       


Dear CCG Chair/CEO


Request to enable patients to directly rebook missed hospital appointments
We are currently receiving (a high number of/multiple) requests from our local hospital X 
to re-refer patients who have missed their hospital appointment with a new referral letter. 
Patients miss hospital appointments due to a variety of reasons, some due to human error or 
due to extenuating circumstances. 


The automatic process of providers discharging a patient from a clinic after missing an 
outpatient appointment is punitive to patients, results in needless bureaucracy, and is 
wasting considerable time for both patients and GPs. It has clinical governance concerns of 
delays to care or loss of follow up. Further, those patients who have contacted the hospital 
directly to reinstate their appointment are still told to see their GP for a new referral.


The NHS England commissioned report from NHS Alliance and  the Primary Care Foundation 
“Making Time for General Practice” estimates that 4.5% of GP appointments are utilised 
for this pure bureaucratic purpose, equating to 15m wasted appointments annually which 
instead could have been available to ill patients.


We therefore request that you amend local commissioning specifications to require that 
providers put in place an automatic re-referral system to enable patients to directly rebook a 
missed appointment, provided they do so within and agreed timeframe e.g. four weeks, from 
the date of the non-attendance. This is in line with the recommendations in “Making Time 
in General Practice”, and also with the BMA workload management document “Quality First: 
managing workload to deliver safe patient care”.


At a time when GPs are under overwhelming pressure and which is adversely impacting 
on access and quality, it is vital that commissioners take action to reduce inappropriate 
workload in general practice, so that GPs can spend their time attending to the medical 
needs of their patients.


This step will actually save money, in reducing the unnecessary costs of administration and 
staff time both in hospitals and general practice, by ending the duplication of re-referring 
and re-processing referrals. 


We have written to hospital X separately to request that they review their policy on this 
matter, and have copied this letter to our Local Medical Committee.


We look forward to hearing from you.  
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Appendix 6


Template letter to CCG regarding inappropriate workload transfer


Dear x, 


INAPPROPRIATE TRANSFER OF WORK TO THIS PRACTICE


We are writing to inform you that the following inappropriate work has been requested from 
our practice.


Source of inappropriate workload request:


Details of request (include copy of letter):


This work is not part of our contractual requirement, nor has it been resourced as an 
enhanced service. Given the extreme pressures that general practices are under, we are not 
able to take on this additional and inappropriate work, which will detract from and adversely 
affect our ability to provide core GP services to patients. 


We would ask you to review the service specification with the provider for this particular 
service to ensure that such work is not inappropriately transferred to general practice in the 
future.


With many thanks


Cc LMC
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Appendix 7


Template letter for request to complete non-contractual administrative task


Dear x, 


We recently received a request from you to carry out (insert description of work, eg 
questionnaire, or information request requested)


This work is not part of our contractual requirements. You will be aware that general practice 
is under unprecedented pressure, and therefore we are unable to carry out your request, 
since this would detract from our ability to provide core contracted services to our patients. 
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Appendix 8


Template response to requests for work absence sick notes for less than seven days


Dear x (employer name)
 
(patient details)
 
We are writing to remind you that it is the responsibility of employees to self-certificate for 
any absence from work through illness of less than seven days duration.  


Unfortunately, pressures on general practice mean that we are having to review our work to 
ensure that we are able to focus on our key duty of care for patients, and so we are unable to 
provide sick notes for absences of less than a week.
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Appendix 9


Template letter to area team regarding delay to information request or payment


Dear x,


We are writing to inform you that we have been attempting to 


 – obtain information regarding (provide details)
 – chase payments for (provide details):


We have contacted your department since: (details) and have yet to receive a response.


You will be aware that GP practices are under unprecedented workload pressures. It is not 
acceptable that practices should incur such delays in receiving repsonses to such requests, 
and for busy staff to be diverted into the bureaucracy and workload of chasing this up, rather 
than providing their core services for patients.


Please can we receive a response to our request by….


We have copied the Local Medical Committee to assist us if the information is not 
forthcoming
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Foreword


Thank you from Health Education England


Primary care faces increasing and unprecedented 
pressures.  The commission aimed to identify solutions 
that would meet the present and future needs of the NHS 
and, if our recommendations are carried out, we believe 
that many of the current problems in primary care could 
be addressed. The commission members brought a wealth 
of experience and knowledge that provided depth and 
balance to the work and I would like to thank them for 
their contributions, challenge and support in writing this 
report. Focusing on care provided in general practice, 
community pharmacy and community nursing, our aim 
was to identify ways in which primary care could develop 
so that patients could continue to be confident that they 
would receive high quality primary care.  We also wanted 
to identify ways forward that would result in primary care 
increasingly becoming the career of choice for young 
doctors, nurses and pharmacists. 


When I left medical school in 1975, I had no doubt that I 
wanted to be a GP. It had always seemed to me the most 
rewarding branch of medicine – combining a wide range 
of clinical challenges with one to one relationships with 
patients that rarely occur in other branches of medicine. 
I remain proud to live in a country with a healthcare 
system that has long been respected and admired 
around the world. With the constant problems that seem 
to surround the NHS, it’s easy to forget that primary 
care in the UK is often held up as an example that other 
countries seek to emulate.


Through the submission of evidence, site visits and 
dialogue with local and national organisations, what 
we found was that exceptional people and teams had 
taken opportunities to create new and innovative ways 
of working. We also looked at the international literature 
to see what could be learnt. As a result this report will 
be of interest to a wide spectrum of readers, including 
those receiving, delivering or planning primary care. The 
commission believe the solutions are many and can be 
applied at a national level and local level. This will include 
better and smarter ways of working such as hospital 
doctors working more closely in community settings and 
the expansion of the broader multi-disciplinary team 
including nurses, pharmacists and new roles such as 
physician associates.


On behalf of the commission, I would like to thank the 
many individuals and organisations across the country 
who responded to our request to share their work and 
experiences. These formed the evidence and the basis 
for recommendations for this report. A special mention 
is due to the twelve sites we visited across England who 
went the extra mile to meet us and whose work we 
found inspiring. The commission’s work would not have 
happened without the untiring support from staff in 
the programme team at Health Education England who 
worked against very tight deadlines.  


Professor Martin Roland CBE
Chair, Primary Care Workforce Commission


On behalf of Health Education England, I would like 
to extend our thanks to Martin and everyone who 
contributed to this review. This includes the commission 
members, local and national organisations, primary care 
practices and the healthcare professionals who shared 
their varied and innovative ways of working on which this 
report is based.
 
Health Education England exists for one reason only - 
to help improve the quality of care by making sure our 


NHS workforce has the right numbers, skills, values and 
behaviours to meet the needs of patients. The primary 
care workforce is a key part of the future of the NHS and 
will continue to evolve.
 
We will now look closely at the recommendations that 
have been put forward in this report.
 
Professor Ian Cumming OBE
Chief Executive, Health Education England
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The context
The UK has been at the forefront of modern primary care 
development, and many countries continue to look to 
the NHS as a model to emulate. However, primary and 
community care services now face major challenges; 
with an increasing workload, an ageing population, and 
increasingly complex medical problems being diagnosed 
and managed in the community. The relationship between 
the public and health professionals is also changing – with 
an increasing focus on giving people information and 
involving them in decisions about their care.


The problem
Investment in primary care has fallen well behind 
investment in hospitals, despite increasing expectations 
of the work that should be done in primary care. 
Between 2003 and 2013, the number of hospital 
consultants increased by 48 per cent while GP numbers 
increased by only 14 per cent. Indeed, the number of 
GPs per head of population has declined since 2009, 
with major problems of recruitment and retention. 
Nursing is another area of serious concern, with an 
ageing workforce in general practice nursing and similar 
problems of recruitment and retention. Between 2001 
and 2011, the number of community nurses fell by 38 
per cent and there is a growing dependency on agency 
staff. Only in pharmacy does there appear to be a 
potentially adequate supply of newly trained graduates. 
Furthermore, many primary care premises now appear 
outdated in relation to the extended range of services 
that should be provided in the community.


The vision
The Commission’s vision for the future of the primary 
care workforce is drawn from the people we have met, 
the evidence we have read, our professional experience 
and, perhaps most of all, from the innovative examples 
of primary care we saw across the country. We were 
universally impressed and inspired by these visits.  
There is very little in this report that is not already 
happening somewhere in the NHS. What is needed is for 
these examples of outstanding practice to be rolled out 
more widely.


Much of what we recommend can be achieved rapidly, 
though other changes will take time, especially those 
that require cultural change and the development of 
relationships across organisational boundaries. However, 
with a highly skilled workforce, effective multi-disciplinary 
teams and well-developed IT systems, we believe that the 
NHS is in an unparalleled position to develop a modern 
primary healthcare system that is truly world class. 
Focusing on care provided by healthcare professionals 
working in general practices, community nursing and 
in pharmacies, we offer a vision of primary care that 
will provide challenging and fulfilling careers for health 
professionals while delivering a standard of care to 
patients of which the NHS can be truly proud. 


To achieve this vision, primary care needs to change. It will 
still be based around the GP practice holding responsibility 
for the care of its registered patients, but practices will 
have a stronger population focus and an expanded 
workforce. Many existing healthcare professionals will 
develop new roles, and patients will be seen more often 
by new types of healthcare professional such as physician 
associates. Clinical staff will have better administrative 
support and, when needed, healthcare professionals will 
be able to spend more time with their patients to discuss 
and plan their care. They will also be able to communicate 
with patients and with other health professionals by 
phone, email, electronic messaging and video-conference.


Individual general practices and community pharmacies 
will work more closely together through networks and 
federations in order to provide a wider range of services, 
and IT systems will become joined up across providers 
of primary care. Primary and community care staff will 
also work closely with secondary care and social services 
through some of the models outlined in the NHS Five Year 
Forward View. Premises will be upgraded, making better 
use of existing community facilities in order to support 
closer working with hospitals and with social services, and 
to provide a wider range of diagnostic facilities.


Building new models of care needs to be done equitably. 
Some of the most deprived areas of the country have 
the greatest recruitment problems, the biggest resource 
challenges and the greatest health need. First-class primary 
healthcare must be available in all parts of the NHS.


Executive summary and summary  
of recommendations
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It will be important to support these changes through 
education and training, especially in general practice 
nursing and community nursing, where career structures 
and training opportunities lag well behind training for 
doctors. Primary care staff, including managers, will 
need training and ongoing support to provide leadership 
and management of new and emerging primary care 
organisations.


In order to achieve our vision, we make the following 
recommendations.


A multi-disciplinary workforce 
for primary care
Two fundamental things are required in order to deliver 
the vision of primary care that we have outlined in this 
report: there need to be sufficient staff with appropriate 
training to do the work that is needed in primary care, 
and individual staff members need to have the skills to 
evaluate what they are doing and be empowered to 
improve the systems in which they are working. 


In preparing this report, we saw a range of models 
for delivering high-quality primary care. In addition to 
excellent traditional practices where there were more 
doctors than nurses, we also saw practices where there 
were more nurses than doctors, and practices where 
significant amounts of the workload were undertaken 
by other health professionals such as pharmacists 
or physician associates. For this reason, we do not 
recommend one particular staffing model or ratio (for 
example, GPs or general practice nurses per head of 
population). All general practice teams need both medical 
and nursing input (Sections 2.2.1 and 2.2.2), but we see 
major opportunities to expand the primary care workforce 
through the use of other healthcare professionals 
(Sections 2.2.3 to 2.2.5). 


There are also opportunities to reduce the administrative 
burden on healthcare professionals. This is a major cause 
of workload stress and a significant issue cited by GPs 
leaving the profession early. GPs currently spend 11 per 
cent of their time on administration. If administrative 
staff (such as medical assistants) took on half of this 
work, this would be equivalent to 1,400 more full-time 
GPs in England. New approaches to the best use of 
administrative support roles need active piloting and 
evaluation (Section 2.2.4).


We make the following recommendations in relation to 
the primary care workforce:


1. Both short-term and long-term strategies are needed 
to increase recruitment and retention of GPs. The 
measures to increase GP numbers outlined in the 
Ten Point Plan agreed by Health Education England 
(HEE), NHS England, the Royal College of General 
Practitioners (RCGP) and BMA in 2015, should be 
implemented rapidly along with the Government’s 
commitment to recruiting 5000 additional GPs. 
National targets for GP numbers should be regularly 
reviewed. There should also be scope to adjust 
plans at local level providing that those plans can be 
demonstrated to meet local need. (Sections 2.2.1 
and 6, recommendation to HEE, NHS England, 
professional bodies and general practices)


2. Measures equivalent to the Ten Point Plan agreed 
for GPs are needed to improve recruitment and 
retention in primary care nursing. The number of 
general practice nurses and community nurses needs 
to increase in order to address both current shortfalls 
and the number of nurses due to retire in the next 
5-10 years. (Section 2.2.2, recommendation to NHS 
England, HEE and general practices)


3. There should be greater involvement of clinical 
pharmacists, including prescribing pharmacists, in the 
management of people on long-term medication and 
people in care homes. This role is best carried out in 
the GP practice in order to allow full access to the 
patient record and to maximise interaction between 
the pharmacist and other clinical staff in the practice. 
(Section 2.2.3, recommendation to NHS England, HEE, 
general practices and community pharmacies)
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4. Wider use should be made of community pharmacists 
and pharmacy support staff in managing minor illness 
and advising people about optimising their medicines. 
There should be agreed protocols for treatment and 
referral between local organisations of pharmacists 
and GP practices. (Section 2.2.3, recommendation 
to NHS England, HEE, federations of community 
pharmacies and GP practices)


5. There are substantial potential benefits from a range 
of new approaches to staffing in general practices 
including the wider use of physician associates and 
healthcare assistants. The potential for paramedics 
to substitute for GPs in the assessment of urgent 
requests for home visits merits further evaluation. 
(Sections 2.2.4 and 2.2.5, recommendation to NHS 
England, HEE, the National Institute for Health 
Research and general practices)


6. New support staff roles have the potential to reduce 
the administrative burden on GPs and nurses to 
enable them to focus on clinical care. These roles 
should be developed and evaluated. (Section 2.2.4, 
recommendation to HEE, NHS England and practices, 
the National Institute for Health Research)


7. More evaluation is needed of new approaches to 
using allied health professionals in primary care, 
especially to determine whether direct access for 
some conditions makes cost-effective use of NHS 
resources. (Section 2.2.5, recommendation to the 
National Institute for Health Research)


8. 24-hour community nursing services should be 
available in all areas in order to achieve a significant 
and sustainable shift of care from hospital to the 
community. (Section 2.2.2, recommendation for NHS 
England and CCGs)


9. The costs and benefits of using a relatively unskilled 
workforce to triage requests for out-of-hours care 
are not sufficiently well established and may be a 
cause of hospital overuse. Research is needed to 
compare skilled versus less-skilled staff providing 
telephone triage in out-of-hours care. (Section 2.6, 
recommendation to the National Institute for Health 
Research and CCGs)


10. Practices should analyse their clinical case-mix when 
deciding what skills they need to deliver high-quality 
care. They then need to agree clear criteria for what 
each healthcare professional will do and ensure that 
staff are fully competent in the roles they undertake. 
(Section 2.2.7, recommendation to general practices, 
CCGs and  healthcare regulators)


11. Practices need to create protected time and space 
to support effective team working. In line with the 
consultant contract, contractual and employment 
arrangements for staff in primary care should include 
time to support professional activities focused on 
quality improvement and clinical governance. (Section 
5, recommendation to NHS England, HEE, GP and 
pharmacy practices)


Making better use of technology
Building on the strength of electronic general practice 
records, primary care staff, including community nurses 
and health visitors, should be able to access a common 
primary care record. In addition, we regard it as outdated 
that healthcare professionals working in primary care are 
unable to communicate freely with hospital specialists, for 
example, by using email and electronic messaging.


We also believe it will soon appear outdated that, unlike 
countries such as Denmark, patients and clinicians cannot 
routinely communicate by email: if 5 per cent of GP 
consultations could be dealt with by email, this would 
save 17 million face-to-face consultations a year. However, 
we do not know to what extent emails from patients 
would generate additional demand. We make the 
following recommendations in relation to making better 
use of technology:


12. Email correspondence and electronic messaging should 
become routine between primary care healthcare 
professionals and hospital specialists, enabling both 
to seek advice and give guidance on patient care. 
While this may need protected time in the working 
day, there are significant potential cost savings in 
terms of reduced referrals to hospital. (Section 2.3.1, 
recommendation to NHS England and CCGs)


13. Email correspondence between primary care clinicians 
and their patients should be piloted prior to becoming 
a routine part of NHS care. The impact of introducing 
emails from patients on the primary care workload 
should be evaluated, bearing in mind its potential 
to reduce face-to-face consultations. (Section 2.3.2, 
recommendation to NHS England, general practices 
and the National Institute for Health Research)


14. Primary care staff, including community nurses and 
health visitors, should use a common medical record 
based on the general practice electronic record. 
(Section 2.2.2, recommendation to NHS England, 
CCGs and to local authorities)
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15. There should be a single point of access to out-of-
hours services to avoid patients needing to make 
more than one call to get advice. Software solutions 
that go beyond the Summary Care Record need to 
be accelerated so that GP out-of-hours services have 
full access to electronic medical records including care 
plans. (Section 2.6, recommendation to NHS England, 
CCGs and general practices)


Federations and networks of 
practices
Despite the strong worldwide reputation of UK primary 
care, it is increasingly recognised that the traditional small, 
independent ‘corner shop’ model of general practice and 
community pharmacy can no longer fully meet the needs 
of patients. Practices will need to be linked in networks, 
federations or large practices (‘super-practices’) or as part 
of multi-speciality community providers. This will enable 
them to provide a wider range of services, to offer better 
opportunities for staff development and training, and to 
work more effectively with commissioners, specialists, 
hospitals and social services. 


Support and training is needed for those taking 
on leadership and management roles in these new 
organisations. Primary care staff have historically been 
relatively unengaged in NHS opportunities for leadership 
training and this must be redressed. 


Federations or networks of practices offer opportunities 
to develop links with patient groups and local 
community organisations in a way that is very difficult 
for individual practices. This will provide better support 
for people with long-term conditions and others with 
particular health needs. Federations and networks also 
offer the opportunity to engage patients much more 
actively in planning primary care services than has been 
possible before.


16. Large groupings of general practices (for example, 
federations, networks and super-practices) and 
federations of community pharmacies have much to 
offer in extending the scope of care provided in the 
community and improving coordination of  
care. Their development should be supported. 
(Section 4, recommendation to NHS England and 
professional bodies)


17. Within federations and networks, staff should be 
identified with responsibility for developing links 
with patient groups and with local community 


and voluntary organisations. (Section 3.3, 
recommendation to GP federations and networks  
and federations of pharmacies)


Integrating care
Fragmentation of care is one of the major faults in health 
and social care, and the current array of community-based 
services is confusing for the public and professionals. We 
make the following recommendations in order to improve 
integration of care.


18. In line with some models in the NHS Five Year Forward 
View, specialists should be involved in a wider range 
of activities that bring them into direct contact with 
primary care staff. These might include routine email 
and telephone advice, supporting continuous quality 
improvement by attending multi-disciplinary team 
meetings, supporting primary care staff working in 
extended roles and providing referral clinics in primary 
care settings. (Section 3.1, recommendation to NHS 
England, CCGs and general practices)


19. Contracts for community nursing services and GP out-
of-hours care should require bidders to demonstrate 
that they have the ability to integrate well with other 
primary care providers. This will encourage contracts 
to be held by organisations representing primary care 
providers, for example, federations of GP practices, 
multi-specialty community providers or primary 
and acute care systems, rather than by stand-alone 
providers or community trusts (Sections 2.6 and 3.2, 
recommendation to NHS England and CCGs)


20. There should be a single point of access to community 
services and social services for urgent assessments. To 
facilitate effective multi-disciplinary assessment (for 
example, acutely ill older people, discharge planning), 
staff from the necessary range of healthcare 
disciplines and from social services should be co-
located and develop a team-based approach.  
(Section 3.3, recommendation to NHS England, CCGs 
and local authorities)


Quality and safety in  
primary care
GPs and general practice nurses are seeing patients with 
increasingly complex problems some of whom require 
longer face-to-face consultations. Already, the average 
time spent by GPs in each consultation exceeds the 
average booking interval. This is particularly important for 
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patients with complex medical and personal needs, where 
doctors need to be able to give longer appointments for 
comprehensive assessment and management, and where 
better patient education may result in improved use of 
medication and more effective self-care. 


If face-to-face consultations become longer, some of 
this increased time may be offset by people having 
their problems more satisfactorily addressed at an initial 
consultation and not needing to return. Time may also 
be freed up for longer consultations by employing 
other team members to see less complex cases and by 
extending use of other forms of communication (such as 
phone, video-conferencing and email). 


As people develop more complex long-term conditions, 
it will become more important for patients to see a 
clinician whom they know so that their preferences can 
be taken into account avoiding, for example, unwarranted 
polypharmacy. For healthcare professionals, it is 
increasingly important that they should see patients that 
they know in order to provide safe care for patients with 
complex problems within time-constrained consultations. 
The increasing difficulty that patients experience in 


booking with a particular doctor or nurse is becoming a 
major issue for patient choice in the NHS.


21. General practices should be organised so that a 
significant proportion of face-to-face consultations 
can be longer in order to enable patients to have time 
to fully explore their health problems, their options for 
care and how they can best manage their conditions. 
(Section 2.4.3, recommendation to NHS England, 
CCGs and general practices)


22. The ability for people to book to see a doctor or nurse 
of their choice should be monitored as a key metric of 
the quality of general practice care. (Sections 2.4.2, 
recommendation to NHS England, CCGs and general 
practices)


23. Data should be publicly available on the quality of 
primary care. This should include measures of access, 
communication, clinical quality and integration. It is a 
priority to develop measures of integration since these 
do not currently exist in a form that can be routinely 
applied in the NHS. (Section 2.4, recommendation 
to NHS England and National Institute for Health 
Research and the CQC)
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Population groups with 
particular needs
Socio-economic deprivation
24. Measures are needed to address inequalities in the 


distribution of healthcare professionals in order to 
improve the major deficits seen in areas of socio-
economic deprivation and poor health. New workforce 
initiatives should be prioritised in these areas. (Section 
2.5.1, recommendation to HEE and NHS England)


Care for children
25. GP practices should have access to a named 


paediatrician and a named children’s nurse. They 
should have named health visitors who use a common 
NHS electronic record to share information with other 
primary care staff. (Section 2.5.2, recommendation to 
HEE and NHS England)


Care for people with mental health 
problems 
26. Practices or groups of practices should have access to 


a named consultant psychiatrist and a named mental 
health worker such as a primary care mental health 
worker or community psychiatric nurse. (Section 
2.5.3, recommendation to NHS England)


Care for people with challenging health and 
social care needs
27. Clinical commissioners should address the needs 


of people with challenging health and social care 
needs (such as homeless people and substance 
abusers) that need ‘one-stop’ healthcare hubs where 
people can receive multiple services in one place. 
This may be addressed by practices established to 
provide care specifically for vulnerable groups or 
through conventional practices with on-site access 
to a multi-disciplinary team that includes social 
workers and drug and alcohol teams. (Section 2.5.4, 
recommendation to NHS England and CCGs)


Care for people in nursing and residential 
homes
28. Care for people in nursing and residential homes 


should be organised so that all patients in a home 
are cared for by one GP practice, except where 
a resident asks to be registered with a different 
practice. Likewise, one community pharmacy, ideally 
linked to the practice, should provide advice on safe 
prescribing and medicines use in each home. (Section 
2.5.5, recommendation to CCGs, general practices, 
community pharmacies and care home owners)


29. Within general practices, one or two doctors should 
take responsibility for their patients in each home, 
prioritising proactive care over responding to acute 
illness, for example, with regular ‘ward rounds’. GPs 
should have access to the full electronic medical 
record with the ability to prescribe electronically 
while they visit nursing or residential homes. (Section 
2.5.5, recommendation to general practice and care 
home owners)


Care at the end of life


30. People at the end of life and their families should 
be able to identify and contact named individuals 
who lead on their care, for example a GP, 
community nurse, or specialist nurse. (Section 2.5.6, 
recommendation to general practices)


31. Healthcare professionals providing care to patients 
at the end of life should have access to an up-to-
date care plan 24 hours a day, access to community 
nursing services 24 hours a day, and to night sitting 
services. They should have ready access to drugs 
commonly used at the end of life, and advice from 
palliative care specialists should be available 24 
hours a day. (Section 2.5.6, recommendation to NHS 
England, CCGs and community pharmacies)


Education and training: creating 
learning organisations
With some exceptions (for example, medical student 
teaching and GP training), little priority has been given 
in the NHS to training and professional development for 
staff working in primary care. This needs to change and 
we make several specific recommendations relating to 
training. In addition to these, an infrastructure needs to 
be provided to support training across the primary care 
workforce including training and support for quality 
improvement activities.


32. Structured training opportunities should be available 
to all primary care staff wishing to develop extended 
clinical, academic or leadership roles during their 
careers. There is a particular need for leadership 
training and ongoing support for primary care staff 
with leadership roles in federations and networks 
and for staff to develop skills in quality improvement. 
We also identified a need for staff to be trained 
in new forms of consultation using phone, video-
conference and email. Specific provision is needed 
for foundation programmes with minimum training 
standards for registered nurses who transition from 
secondary to primary care, (Sections 2.2.1 and 2.2.2, 
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recommendation to CCGs, HEE, general practices 
and regulators)


33. Pre- and post-registration placements in primary 
care should be commissioned as part of routine 
training for nurses and pharmacists as they are for 
medical students and GPs. (Sections 2.2.2 and 2.2.3, 
recommendation to HEE)


34. The number of pre-registration pharmacy placements 
needs to increase in order to meet the enhanced 
role for pharmacists identified in this report. These 
placements should include experience in community 
pharmacies and in general practices as well as in 
hospitals. (Section 2.2.3, recommendation to HEE and 
community pharmacies)


35. There should be opportunities for joint training of 
health and social care staff to enable more efficient 
assessments to be made and to increase understanding 
between the professions. Community staff making 
urgent assessments of acutely ill patients should 
receive basic training in the skills of other members of 
their team in order to increase the efficiency of their 
assessments. (Section 3.2, recommendation to HEE, 
NHS England, CCGs,  local authorities, healthcare 
regulators and professional bodies)


36. Community Education Provider Networks provide a 
model that promotes inter-professional learning based 
around the needs of local populations. This model 
forms part of the concept of a training hub in the Ten 
Point Plan and should be developed further in order 
to meet the educational needs of multi-disciplinary 
primary care teams. (Section 5, recommendation to 
NHS England and HEE)


Providing better data about 
primary care; making innovation 
evidence based
We received a consistent message planning in primary 
care is difficult because of the lack of reliable systematic 
data about the numbers of different disciplines in primary 
care, who currently does what, and whether they 
have the appropriate skills to deliver the wide range of 
functions that are needed. Workload and activity surveys 
are carried out infrequently, by a range of interested 
parties and without any consistent methodology. This 
needs to change to enable better planning and evaluation 
of primary care in future. In addition, many innovations 
in primary care are poorly evaluated with a piecemeal 
approach to evaluation that makes it hard for policy 
makers or NHS leaders to defend the use of the resources.


37. Data should be available to enable details of the 
workforce, the work carried out by them, and the 
quality of that work to be available on a routine basis. 
(Section 8, recommendation to NHS England)


38. All new resources invested in new models of care 
should include a component for suitably trained staff 
to evaluate and share evidence of their effectiveness 
in order to justify new ways of working. (Section 8, 
recommendation to NHS England and the National 
Institute for Health Research)


Making change happen
Some of our recommendations will require significant 
additional investment, particularly the need for additional 
staff. However, not all of the recommendations are 
expensive and some will result in cost savings from 
better use of NHS resources. If primary care can offer a 
consistent and coordinated service, this will reduce the 
constant demands for growth in the acute sector and 
many of our recommendations are designed to reduce the 
demand on specialist services.


Compared to recruitment of new staff, many of our 
recommendations will be less expensive. These include 
education and training, IT development, and changing 
contracting requirements for some NHS services. Some of 
these will result in cost savings from better use of 
NHS resources. 


Some of our recommendations require a minimal 
investment, for example the ability for GPs and 
general practice nurses to communicate easily by 
email with their specialist colleagues in hospital. Some 
recommendations require only the will to change, for 
example, one GP practice having responsibility for 
all patients in a care home except where residents 
specifically request an alternative GP, patients at the 
end of life being able to identify who is responsible for 
coordinating their care, and introducing the ability for 
patients to see a doctor or nurse of their choice as a key 
performance metric for the NHS.


Some recommendations require technical solutions 
that are long overdue. These include general practices, 
community staff and health visitors using a common 
patient record. Software solutions need to be 
accelerated so that staff visiting care homes and those 
providing out-of-hours care have full access to the 
patient’s medical record. 
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Some of our recommendations require further research 
or evaluation. All new NHS initiatives should collect data 
to show whether they have added value and improved 
quality and patient/staff experience. There is an urgent 
need for good measures to show the extent to which care 
is well integrated: these measures need to be developed. 
We think there is a strong case for allowing patients to 
email their GP or nurse as in some other countries, but the 
impact on primary care workload needs to be assessed. 
Some new roles in primary care also need further 
evaluation before they can be widely recommended. 
These include new administrative roles such as medical 
assistants, physiotherapists providing first-contact care 
without referral, and paramedics responding to urgent 
requests for care. 


The ‘triple aim’ of healthcare – of improving population 
health, improving patient experience and containing cost – 
needs to become a ‘quadruple aim’ that includes improving 
the working life of health professionals. This recognises 
that care of the patient requires care of the provider. If 
our recommendations are implemented, we envisage 
primary care moving rapidly out of its present situation with 
constant talk of crisis to one where a high-quality service is 
provided by well-motivated professionals. Our vision for the 
future is summarised in the following box:


Primary care will have at its heart active collaboration 
between healthcare professionals and the people they 
care for. This patient-focused approach will require 
collaboration between professionals and strong 
team working, both within and across organisational 
boundaries.


Primary care practices will include a wider range of 
disciplines. As well as GPs, nurses and administrative 
support, primary care teams may include healthcare 
assistants, physician associates, paramedics, allied 
health professionals, social workers and others. 
Pharmacists will increasingly become a core part of the 
general practice team. 


It will be normal for general practices to work together, 
for example, as parts of federations or networks of GP 
practices, giving smaller practices access to an extended 
primary care team. Community pharmacies will also 
form networks that may sometimes join with general 
practice networks.


Given the complexity of people’s needs and the need 
for time to fully engage people in managing their care, 
many face-to-face consultations will be longer. Primary 
and community care staff will make greater use of 
technology to increase access and support for patients. 
They may communicate by phone, by video-conference 


Our vision of primary care for the future


and by email, and practices will provide web-based 
support to help patients manage their own conditions. 
Staff will be able to guide patients to a wider range of 
resources from lay and voluntary organisations.


Community nurses and health visitors will work 
much more closely with general practices and will 
share electronic records with them. In many cases, 
contracts for community nursing services will be held 
by federations of GP practices to improve integration 
of care.


Hospital doctors and nurses will increasingly work with 
others in community settings, for example, in care of the 
elderly. While hospital-based specialists may run clinics 
and see patients in the community, a major role will be 
to support clinicians in primary care.


Support staff will deal with much of the administrative 
work currently done by doctors and nurses (such as 
dealing with most email and electronic tasks), freeing 
them up for clinical work.


High-quality education will be available to all staff 
working in primary care to give them access to 
continuing professional development, to enable them to 
develop advanced skills, and to provide them with the 
leadership and management skills to run new primary 
care organisations such as federations of GP practices.
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1. Introduction


1.1 The challenges to be addressed


Good primary care is widely acknowledged as key to 
delivering effective and efficient healthcare. The UK has 
led the world in the development of primary care over 
the last 50 years, and many countries continue to look 
to primary care in the NHS as a model to be emulated. 
Nevertheless, the NHS faces major challenges. The 
Commission on the Future Primary Care Workforce has 
been set up in response to these challenges:


•	 An	increasing	population


•	 A	rapidly	ageing	population	


•	 Rising	demand	for	care	with	increasing	numbers	of	
primary care visits each year


•	 Increasing	numbers	of	complex	patients	with	multiple	
long-term conditions


•	 A	need	for	increased	time	with	patients	to	support	
self-management and to share decision making


•	 Progressive	move	of	care	from	hospitals	to	primary	care


•	 A	need	to	provide	better	access	to	primary	care


•	 Poor	coordination	between	general	practice,	
community health services and hospitals, and 
between the NHS and social services. 


Demand for primary care is increasing, particularly for 
people with multiple complex problems. Workload 
projections suggest that older people with multiple long-
term conditions, including people with frailty, will be 
the major source of increasing work for primary care in 
coming years. The long-term increase in the complexity 
of people seen in primary care is illustrated by changes 
in patterns of investigation, where the number of test 
results dealt with by practices tripled between 2003 and 
2013. Likewise, in prescribing, the number of people with 
complex and potentially hazardous prescription regimes 
more than doubled between 1995 and 2010 (Figure 1).1  


Figure 1: Increase in complexity – percentage of people on multiple medications and at risk of serious drug interaction 
(data from Guthrie et al, BMC Medicine 2015; 13: 74)


1 Data on investigations are from Northern Ireland and on prescribing from Scotland. Up-to-date data on these are not available for England.
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These challenges are not being addressed by the current 
distribution of resources. Investment in primary care 
has fallen well behind investment in hospitals, despite 
increasing expectations of the work that should be done 
in primary care. Between 2003 and 2013, the number 
of hospital consultants increased by 48 per cent while 
GP numbers increased by only 14 per cent.2  Indeed, 
the number of GPs per head of population has actually 
declined since 2009. To add to this, there are now 
substantial difficulties in recruitment and retention: in 
2013/14, 8 per cent of GP places and 12 per cent of GP 
training places remained unfilled, and fewer than 20 per 
cent of foundation doctors say that general practice is 
their first choice of career. 


Nursing is a second area of major concern: from 2010 
to 2014, a time when more care was being delivered in 
the community, the nursing workforce in acute trusts 
expanded by 4 per cent while the community nursing 
service contracted. Nursing also has an ageing workforce 
with problems of recruitment and retention: 64 per cent 
of general practice nurses are over 50, with only 3 per 
cent under 40. Between 2001 and 2011, the number 
of community nurses fell by 38 per cent,3 and there is a 
growing dependency on agency staff. 


Young healthcare professionals looking to work in 
primary care should find stable and fulfilling career 
structures, but instead they often find inconsistent 


employment arrangements and uncertain opportunities 
for career development. The changes we describe in 
this report will meet these challenges, but not with 
the current workforce and not without changes in the 
ways that healthcare professionals work in primary care. 
Investment is needed, both to attract young healthcare 
professionals to work in primary care and to facilitate the 
development of new models of care.


The aim of the Commission is to propose models of 
primary care that meet the needs of the population, 
both now and in the future. In doing this, we have been 
mindful of people’s need for both urgent and routine care 
that is readily accessible, and for new models of care that 
will continue a longstanding shift of care from hospitals 
into the community, as outlined in the NHS Five Year 
Forward View. To do this, there needs to be a reversal of 
longstanding investment in secondary care at the expense 
of primary care. For example, Figure 2 illustrates a 20-year 
decline in the percentage of NHS doctors who are GPs.


In addition to investment in primary care, there is a 
need for much closer integration between primary and 
secondary care and between health and social care, along 
with a need for a focus on prevention and reducing health 
inequalities. The work that is required from primary care is 
crucially dependent on activity in other sectors; increasingly, 
pressures on secondary care and on social services have 
important knock-on impacts on primary care.


Figure 2: GPs as a percentage of the medical workforce, 1995-2014 (from CfWI, EE30)


2 www.hscic.gov.uk/catalogue/PUB13849/nhs-staf-2003-2013-gene-prac-rep.pdf 
3 www.rcn.org.uk/__data/assets/pdf_file/0008/521198/004366_District_nursing_harnessing_the_potential.pdf 
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In planning services for the future, primary care needs  
to provide: 


•	 the	first	point	of	contact	with	healthcare	professionals	
who are able to deal with the great majority of 
physical and mental health needs 


•	 high-quality	care	that	is	accessible,	affordable	and	
acceptable to all groups in the population


•	 continuous	lifetime	care	that	is	person-centred,	rather	
than disease-focused


•	 comprehensive	care	that	provides	for	all	needs	that	
are common in the population


•	 co-ordinated	care,	especially	for	people	with	complex	
health needs


•	 care	that	has	a	focus	on	the	population	and	not	just	
on the needs of individuals.


There is a growing need for strong multi-disciplinary 
teams working in primary care, and for primary care 
staff to work more closely with other sectors. However, 
at the core of each team will be generalists able to deal 
with a wide range of problems, supported by team 
members with more specialist roles all working to their full 
potential. The models of care we describe involve training 
staff to take on new roles to substitute for work previously 
done by others (for example, replacing work done by GPs 
with physician associates or healthcare assistants), and 
also training staff to do new work not previously done by 
anyone (such as training specialist nurses to case-manage 
elderly people with frailty). 


In line with the NHS Five Year Forward View, we believe 
that general practice plays a central role in both providing 
primary care and coordinating care more widely. However, 
general practice needs to become more outward facing, 
more population focused, to work more closely with the 
range of other disciplines involved in delivering care in the 
community, to take more responsibility for training and 
development of its own staff, and to work more pro-
actively with secondary care and social services.


The ‘triple aim’ of healthcare – of improving population 
health, improving patient experience and containing 
cost – needs to become a ‘quadruple aim’ that includes 
improving the working life of health professionals. This 
recognises that ‘care of the patient requires care of the 
provider’.4  We provide a vision of primary care that 
will provide challenging and fulfilling careers for young 
health professionals while delivering a standard of care to 
patients of which the NHS can be truly proud.


Main sources of evidence: RCGP (EE25, FF33, FF117), RCN 
(FF127), NHS Confederation and National Association 
of Primary Care (EE33), BMA (EE58, FF137), Centre for 
Workforce Intelligence (EE30, FF134), Nuffield Trust (EE43, 
FF108), RAND Europe (FF105), NHS Five Year Forward 
View (FF106), RCGP/General Practice Foundation (FF108), 
Kings Fund (FF118), Health and Social Care Information 
Centre (FF119), General Medical Council (FF122).


1.2 Health Education England’s 
mandate, the Commission’s aims 
and working methods
This report was commissioned by Health Education 
England (HEE) at the request of the Secretary of State 
for Health. HEE has a broad mandate,5  which includes 
ensuring that the NHS has a workforce with the right 
skills, values and competencies. 


The aim of the Commission is to identify models of 
primary care that will meet the needs of the future NHS. 
The Commission’s report will therefore inform HEE’s 
future plans in terms of the types of staff that need to be 
recruited to the NHS, and their training needs throughout 
their working lives. Key recommendations of the report 
require action from others, including NHS England. 
We considered care provided by GPs, general practice 
nurses, community nurses and healthcare assistants, 
allied health professionals, physician associates and 
pharmacists, including the roles that each might play in 
the primary care workforce. The report does not extend 
to opticians, dentists and some other primary care nurses, 
such as school nurses or nurses working in care homes. 
The Commission collected evidence from the following 
sources:


•	 Calls	for	evidence	from	a	wide	range	of	national,	
regional and local organisations – over 200 
documents were received in response to this call. 
These are available at Annex Bi


•	 Visits	by	the	Commission	to	sites	selected	to	provide	
examples of innovative practice. Following a call for 
suggestions, visits were made to twelve organisations 
across England, listed at Annex D


•	 Oral	evidence	sessions,	in	which	we	took	further	
evidence from representatives of leading national 
organisations


•	 An	overview	of	the	national	and	international	
literature conducted by RAND Europe available at 
Annex Aii


4 Bodenheimer T, Sinksy C. Ann Fam Med 2014; 12: 573-6, http://www.annfammed.org/content/12/6/573.full
5 https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/411200/HEE_Mandate.pdf
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2.1 Up-scaling: increasing 
capacity to provide community-
based services
Despite the strong worldwide reputation of UK primary 
care, it is increasingly recognised that the traditional small, 
independent ‘corner shop’ model of general practice no 
longer meets the needs of patients. Much of the evidence 
presented to us identified a need for general practice to 
be scaled up, and that this was needed in two ways:


•	 Practices	need	to	be	large	enough	to	provide	the	
range of services that patients should expect to 
receive in any practice. This will also ensure that 
healthcare professionals have sufficient support from 
others in the team so that they can make effective 
and efficient use of their clinical skills.


•	 Practices	need	to	be	linked	(for	example,	in	networks	
or federations) in order to provide a wider range of 
services, to offer opportunities for staff development, 
to interact effectively with commissioners, specialists 
and hospitals, and to collaborate with social services.


However, this scaling up must also preserve people’s 
ability to access care at convenient locations near their 
homes, and preserve the particular benefits of small 
practices so that people can get continuity of care and 
develop trusting relationships with individual healthcare 
professionals. We suggest ways in which both of these 
can be achieved. The basic design features of primary care 
should be based around:


•	 a	registered	list	of	patients


•	 pro-active,	population-based	care	delivered	by	a	multi-
disciplinary team


•	 an	experienced	clinician	to	make	decisions	about	care	
early in the consultation process


•	 ready	access	to	diagnostic	tests


•	 continuity	of	relationship	where	important,	set	against	
timely access where needed


•	 care	for	patients	with	multimorbidity	that	is	tailored	to	
the needs of the patient


•	 high-quality	end-of-life	care


•	 clinical	leadership	and	professional	management	


•	 information	systems	that	can	be	accessed	from	
different parts of the service


•	 high-quality	premises	that	are	fit	for	the	increased	
range of services being provided in the community.


Main sources of evidence: NAPC (EE33), COGPED (EE41), 
Nuffield Trust (EE43, FF108), RCGP (FF33), COGPED (EE41), 
Vitality Partnership (EE01), Health Education North West 
(EE38), Leeds CCGs (EE22), NHS Devon and Cornwall (EE26).


2.2 Up-skilling: increasing the 
ability of primary care teams to 
deliver care
Primary care teams need to increase both in size and in 
the scope of what they do, because:


•	 more	care	will	be	provided	in	primary	care	in	the	future


•	 many	parts	of	the	country	have	difficulty	in	recruiting	
sufficient GPs and nurses, and there will be a lag as 
more are trained


•	 some	primary	care	professionals,	such	as	physician	
assistants and pharmacists, can manage significant 
parts of the primary care workload


•	 some	team	members	can	bring	specialist	skills	to	the	
general practice workforce, for example, pharmacists 
in medicines optimisation and physiotherapists for 
musculoskeletal problems.


2.2.1 GPs
There is a current shortage of GPs, which is likely to get 
worse. The NHS Five Year Forward View recommends that 
the number of GPs in training should be expanded ‘as fast 
as possible’, and NHS England, HEE, the Royal College 
of General Practitioners (RCGP) and BMA have agreed a 
‘ten-point plan’ to address this shortage.6 


Projections of long-term shortfall are difficult to predict 
and depend on training places being filled, GPs staying 
in the UK, GPs staying in the workforce, and age at 


2. Delivering primary care to meet the needs of 
the population


6 RCGP, BMA, NHS England, HEE (2015). Building the Workforce – the New Deal for General Practice.  


  www.england.nhs.uk/commissioning/wp-content/uploads/sites/12/2015/01/building-the-workforce-new-deal-gp.pdf
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retirement. A number of submissions highlighted the 
poor state of current data on the primary care workforce, 
including workload figures. We note the government’s 
commitment to an additional 5,000 GPs by 2020, and 
also workforce planning provided by the RCGP arguing 
that 8,000 more GPs are needed to provide more 
comprehensive out-of-hospital care and clinical leadership 
for an expanded service.


The increase in work reported by GPs over recent years 
relates especially to the ageing population, to the 
increasing number of people with multiple long-term 
conditions, and to work traditionally undertaken in 
hospitals. The work done by GPs will change and is likely 
to focus increasingly on complex cases, with more routine 
care being provided by other healthcare professionals 
whom we describe in subsequent sections. In Section 
2.2.6, we discuss further the roles of different members 
of the general practice team (‘What role should each 
profession take?’).


In Section 6, we reproduce the key points from the ten-
point plan agreed in 2015 between NHS England, HEE, 
RCGP and BMA. Urgent implementation of this plan 
will have a substantial impact on GP recruitment and 


retention. While local implementation will be needed 
and will be led by local demands, national bodies need 
to ensure that resources are made available and give 
clear direction on effective approaches for improving 
recruitment and retention. Central direction will also be 
needed to ensure that the workforce shifts into the most 
underserved areas, as the market currently works against 
this; the areas with the lowest professional incomes, 
poorest premises and least locum/workforce availability 
are often those with the most deprived populations and 
worst health.


The lack of clearly structured career development is one 
of the things that medical students and doctors early in 
their careers find unattractive about general practice. 
This relates partly to what is possible in a lifetime in the 
speciality. In addition to having a rewarding career as a 
GP, many doctors do undertake additional roles in primary 
care – either developing a special clinical interest, a role in 
education, undertaking research, or other leadership roles 
within primary care. These opportunities are not as visible 
as they should be.


Although our prime remit did not include a review of 
the GP contract, we were not presented with convincing 
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evidence for either retaining or moving away from the 
independent contractor status of GPs. We heard that 
it has served the NHS well in some respects (such as 
harnessing the entrepreneurial abilities of GPs) and less 
well in others (for example, the lack of career structures 
and training opportunities for employed staff). However, 
we note that in other countries a range of employed, 
semi-private (like the NHS) and private arrangements can 
all be used to provide good-quality care. 


Recommendations 


•	 Both	short-term	and	long-term	strategies	are	needed	
to increase recruitment and retention of GPs. The 
measures to increase GP numbers, as outlined in the 
Ten Point Plan agreed by HEE, NHS England, RCGP and 
BMA in 2015, should be implemented rapidly along 
with the government’s commitment to recruiting 5000 
additional GPs.7 National targets for GP numbers should 
be regularly reviewed. There should also be scope to 
adjust plans at local level providing that those plans can 
be demonstrated to meet local need.


•	 Structured	training	opportunities	should	be	available	
to GPs who wish to develop extended clinical, 
academic or leadership roles.


Main sources of evidence: RCGP (FF33), BMA (FF137), 
Centre for Workforce Intelligence (EE30), National 
Association of Primary Care (EE33), COGPED (EE41), NHS 
England (FF106).


2.2.2 General practice and community 
nurses
The UK has been ahead of many other countries in 
recognising the benefits that nurses bring to the primary 
care team. Indeed, the rising burden of chronic disease 
has resulted in an international drive to expand the 
nursing role in primary care. In this section we focus 
on general practice nurses and community nurses, 
while also recognising that healthcare assistants have 
important roles in the workforce. We have chosen not 
to focus on individual nursing job titles or roles in our 
recommendations (such as specialist nurse, advanced 
nurse practitioner) as the actual tasks carried out by 
nurses often depend as much on experience and the 
supportive environment in which they are working as 
on formal qualifications. While we recognise this as the 
reality today, we also note the general lack of opportunity 
for nurses to develop their skills, and the poorly defined 
career paths in primary care nursing. This includes a 
general lack of governance, especially in general practice, 
to ensure that all those in the workforce (from healthcare 
assistants to nurse practitioners) both have and maintain 
the skills that are required for their roles.


General practice nurses, supported by healthcare 
assistants, now take on a wide range of responsibilities 
which, depending on their training and experience, 
include management of the main long-term conditions 
such as diabetes and asthma, seeing vulnerable groups 
such as children, people with mental health problems 


7www.parliament.uk/business/publications/written-questions-answers-statements/written-question/Commons/2015-03-10/227112/
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and those with learning disability, as well as taking on 
generalist roles including the management of acute minor 
illness. We believe that nurses could take on substantially 
more care for both acute and chronic conditions, but 
there are major pressures on the general practice nursing 
workforce that are similar to those for GPs – difficulty 
recruiting, an ageing workforce and (more marked for 
nursing) a lack of well-defined educational opportunities 
and paths for career progression.


The potential that nurses have to innovate and lead a 
high-quality service was emphasised to the Commission 
by a visit to a nurse-led practice in West London, where 
most of the clinicians are nurses (some with advanced 
qualifications) with a relatively small amount of 
support from doctors whom they employ. The business 
development skills of the Nurse Directors were paramount 
to the success of this practice. While we do not specifically 
advocate this as a model for the future, the visit 
emphasised to us the varied mix of staff within a practice 
that can deliver high-quality care (such as ‘nurse-led, GP-
lite’, ‘GP-led, nurse-lite’ and so on), and the opportunity 
for nurses to take on leadership roles in primary care. We 
do not believe that these professions should operate on 
their own – one of the strengths of UK primary care is the 
way that, over the past 30 years, professionals in general 
practice have learned to work closely together as part of 
a multi-disciplinary team. However, teamworking is also 
hindered by poor records. In line with the government’s 
policy on personalised health and care,8 general practice 
staff, community services and health visitors should share 
a common electronic record.


Some nurses describe their GP employers being unwilling 
to make time available for continuing professional 
development, and a lack of equity with colleagues who 
have NHS Agenda for Change contracts. This can make 
general practice nursing an unattractive career option and 
few development opportunities exist for general practice 
nurses to develop advanced practice or leadership skills, 
further restricting their career opportunities, for example, 
in commissioning or leading primary care practices or 
organisations. Nurses would more readily see primary care 
nursing as a career if, like medicine, experience in primary 
care were included at all stages of training through pre- 
and post-registration placements, and if a career pathway 
was more visible during training. This is in line with the 
recommendations in the Shape of Caring review.9 An 
Education and Career Framework for district and general 
practice nurses has been developed by HEE and should 
form the basis for the future educational strategy for this 
group of nurses.


Due to the ageing nursing workforce in general practice 
and the lack of succession planning, there is an urgent 
need to attract pre-registration nursing students and 
newly qualified nurses into the profession. We believe that 
the number of general practice nurses needs to increase 
as they provide an important part of the workforce in 
health promotion, in managing the demand for acute 
care, and in the management of long-term conditions. 


We also believe that the number of community nurses 
needs to increase. Currently this number is declining and, 
although this has been compensated to a degree by the 
appointment of more specialist nurses and healthcare 
assistants, the increasingly complex general nursing care 
that is needed by people in the community requires an 
increase in both numbers and skills of community nurses. 
More community nurses will also be needed to ensure 
that 24-hour community nursing services are available 
throughout the country, in order to prevent hospital 
admission of some older people who become acutely ill. 
This has already been achieved in several places across 
England and should be rolled out elsewhere.


There are significant opportunities to develop new ways 
for staff to enter the nursing workforce. For example, 
accelerated routes for healthcare assistants working as 
band 4 assistant practitioners can facilitate the entry 
of existing staff into pre-registration nursing roles in 
primary care.


The current organisation of community nursing services 
does not encourage well-integrated care; for example, 
they have experienced progressive dissociation from 
GP practices and poorly developed IT systems. Where 
GP practices are of sufficient size, community teams 
should be co-located with GP practices in order to 


Health Education Yorkshire and the Humber created 
a model to encourage entry of nurses into general 
practice, providing student nurses with accredited 
high-quality placements attached to practice nurse 
teams. As a result, the percentage of student nurses 
considering general practice nursing as a first 
career choice has increased from 30 per cent to 88 
per cent, with an increasing number of practices 
employing students directly on qualification.
 
Health Education Yorkshire and the Humber: 
Winners of the workforce category,  
2014 HSJ awards


8 https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/384650/NIB_Report.pdf
9 https://hee.nhs.uk/work-programmes/shape-of-caring-review/
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maximise opportunities for communication between 
practice and community staff. In some situations, for 
example, where there is a community hospital, it may be 
possible to provide a wider range of services including 
blood transfusion, chemotherapy and other day-case 
procedures.


We also find the divide between nurses working in 
general practices and those working in the community 
unhelpful and divisive. Consideration should be given to 
arrangements for common employment terms, common 
commissioning arrangements and better educational 
opportunities to encourage integration between the two 
branches of the nursing profession. We make suggestions 
in Section 4 on the role that federations or networks of 
GP practices could play in making this change.


Recommendations


•	 Measures	equivalent	to	the	‘Ten	Point	Plan’	agreed	
for GPs are needed to improve recruitment and 
retention in primary care nursing. The number of 
general practice nurses and community nurses needs 
to increase in order to address both current shortfalls 
and the number of nurses due to retire in the next 
5-10 years.


•	 Nurses	should	have	opportunities	for	professional	
development, including the acquisition of advanced 
clinical skills and leadership skills. Particular provision 
should be made for foundation programmes with 
minimum training standards for registered nurses who 
transition from secondary to primary care.


•	 Placements	for	pre-	and	post-registration	nurses	
in primary care should be commissioned as part of 
routine nurse training. 


•	 Community	nurses	and	health	visitors	should	use	
common medical records based on the general 
practice electronic record. 


•	 24-hour	community	nursing	services	should	be	
available in all areas in order to achieve a significant 
and sustainable shift of care from hospital to the 
community.


Main sources of evidence: RCGP (FF128), RCN (EE53, 
FF99, FF100, FF125, FF148, FF149), Nuffield Trust (EE43), 
North Lincolnshire CCG (EE15), Health Education Yorkshire 
and the Humber (EE27), Health Education North West 
London (EE44, FF74, FF100), HEE (FF146).


2.2.3 Pharmacists 
In this section we consider models where pharmacists 
work in GP practices as well as the traditional role of the 
pharmacist operating from premises in the community.


Pharmacists in GP practices may be working as part of 
a CCG-funded scheme, employed by the practice or a 
partner in the practice. Pharmacists carry out a range of 
medicines optimisation tasks in general practices mostly 
linked to patients on long-term medication, including 
monitoring and rationalisation of repeat prescriptions, 
carrying out reviews for people on multiple medications, 
supporting adherence to medication, and advising on 
prescribing to care home residents, who are at particular 
risk of medication-related adverse events. Prescribing 
pharmacists can take increased responsibility in these roles.


Most pharmacies now have a private consulting space 
and offer advice in the management of minor illness 
and reviews for people on new and regular medications. 
Pharmacists may also hold contracts to offer specific 
services such as weight management and smoking 
cessation. The workforce providing these services 
includes registered pharmacists but also registered 
pharmacy technicians and other pharmacy support staff. 
Greater use of these pharmacy services could relieve 
some of the demand for care from general practices 
(though might also generate additional demand). We 
recommend that there should be agreed protocols for 
local treatment or referral by pharmacists. These would 
be developed by existing professional bodies, though in 
future they would be developed by federations of GP 
practices in association with federations of community 
pharmacists (or joint federations). 


In the Old School Surgery in Bristol, the prescribing 
pharmacist is a partner in the practice. She reviews 
people with long-term conditions, does medication 
reviews, checks medication when people are 
discharged from hospital, visits housebound 
people, and leads audit and training in the practice 
for prescribing and the Quality and Outcomes 
Framework. The practice also houses a community 
pharmacist, who sees people with minor conditions 
and phones 600 vulnerable people each month to 
check their medication. The practice prescribing 
costs are £5.46 per patient per year, against a 
national average of £8.
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In our view, pharmacists’ involvement in some complex 
aspects of care such as medication reviews and advising 
on medication use in care homes is best carried out in 
collaboration with the general practice team, to allow 
pharmacists full access to medical records and maximise 
opportunities for discussion and shared learning with staff 
in the practice. 


Recommendations


•	 There	should	be	greater	involvement	of	clinical	
pharmacists, including prescribing pharmacists, in the 
management of people on long-term medication and 
people in care homes. This role is best carried out in 
the GP practice in order to allow full access to the 
patient record and to maximise interaction between 
the pharmacist and other clinical staff in the practice.


•	 Wider	use	should	be	made	of	community	pharmacists	
and pharmacy support staff in managing minor illness 
and advising people about optimising their medicines. 
There should be agreed protocols for treatment and 
referral between local organisations of pharmacists 
and GP practices.


•	 The	number	of	pre-registration	pharmacy	
placements needs to increase in order to meet the 
enhanced role for pharmacists identified in this 
report. These placements should include experience 
in community pharmacies and in general practices, 
as well as in hospitals.


Main sources of evidence: Royal Pharmaceutical Society 
(EE32, FF47, FF48, FF49, FF50, FF51, FF52), BMA (EE58), 
Old School Pharmacy (EE03), Centre for Workforce 
Intelligence (EE30), Devon Local Pharmaceutical 
Committee (EE09), Northumbria Healthcare (EE11), Dorset 
CCG/Westbourne Medical Centre (EE24), RAND Europe 
(FF105), Innovation in Health and Wellbeing (EE12), Care 
UK (FF11), Pharmacy Voice (FF120).


2.2.4 New clinical and support staff roles in 
general practice 
Physician associates (previously called physician assistants) 
provide generalist clinical care in general practice, typically 
seeing people with acute minor illness. They have two 
years training, most after a basic science degree. This 
training follows the model of a medical qualification 
(for example, taking histories, performing examinations, 
making diagnoses, interpreting tests). Unlike the US, 
physician associates in the UK need authorisation 
from a doctor when they judge that a patient needs a 
prescription. Working under the supervision of a GP, they 
can make a significant contribution to practice workload. 


Increasing use is being made of healthcare assistants in 
carrying out health assessments, performing routine tests, 
helping people monitor their conditions and carrying 
out administrative tasks. When the Commission visited 
Nottingham City Care, we observed healthcare assistants 
being used to assess urgent requests for community 
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support and receiving training that would enable them 
to both assess and meet some of the needs traditionally 
associated with community nursing, physiotherapy and 
social work. 


In our view, these new types of worker, working within 
general practice teams, have significant potential to 
address workload issues in primary care. Physician 
associates (and paramedics – see Section 2.2.5) offer 
a relatively rapid way of attracting more healthcare 
professionals into the workforce to address current levels 
of need and demand, and it is much cheaper to train 
physician associates than additional GPs. However, more 
studies are needed to assess how effective and cost-
effective these roles are in the long term. 


While we recognise considerable potential in developing 
these new roles, the governance of these new staff 
members will be of critical importance in ensuring the 
quality and safety of their work. This is a particular issue 
where the GP practice is the employer, when GPs need 
clarification of the training and governance of these 
new staff members. Federations of GP practices have a 
particular role in supporting general practices in this area.


There is also a case for training support staff, including 
healthcare assistants and existing administrative staff, 
to assist healthcare professionals in the administrative 
aspects of their work. Excessive administration is a major 
problem: in a recent survey of GPs leaving general practice 
before the age of 50, more than half cited excessive 
non-clinical workload as a reason for leaving general 
practice, with other common reasons being a dislike of 
the target-driven approach to patient care and excessive 
overall workload. Some US family physicians use ‘medical 
assistants’ to deal all their emails and electronic tasks (see 
box). This includes reviewing test results and arranging 
follow-up appointments where needed, only passing on 
to the doctor those things that need their direct attention. 
Staff trained in these roles could substantially reduce the 
time that healthcare professionals spend on administrative 
tasks, allowing them to concentrate on clinical work. 
These roles merit piloting and evaluation. 


The Fisher Medical Centre in Skipton could not 
find GPs to replace retiring partners and decided to 
employ physician assistants (PAs). They have two PAs 
who each see around 20 people a day, mostly same-
day appointments. PAs are not able to prescribe, so 
they work closely with GPs, consulting when they 
have a patient who needs a prescription. The PAs 
also do telephone consultations and assist the GPs in 
reviewing investigations and correspondence. 
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Recommendations


•	 There	are	substantial	potential	benefits	from	a	range	
of new approaches to staffing in general practices 
including the wider use of physician associates and 
healthcare assistants. 


•	 New	support	staff	roles	have	the	potential	to	reduce	
the administrative burden on GPs and nurses to 
enablethem to focus on clinical care. These roles 
should be developed and evaluated.


Main source of evidence: BMA/RCN (FF99), Health 
Education Thames Valley (EE16, FF17-19), Health 
Education Yorkshire and the Humber (EE27, FF39), South 
East Commissioning Support Unit (FF82-FF86) RCN/
BMA (FF99), Nottingham City Care (EE07), RAND Europe 
(FF105), Roundhouse (FF136), Early leavers 1 (FF143), Early 
leavers 2 (FF144)


2.2.5 Allied health professions, including 
paramedics
We received evidence on the roles that physiotherapists 
could take as part of primary care teams, which included 
face-to-face or phone triage of musculoskeletal problems, 
self-referral to physiotherapy, and physiotherapy as part 
of a falls service. In some areas, people may book directly 
with a physiotherapist without referral from a GP, though 
access may be restricted to those who meet pre-agreed 
criteria. Published evidence suggests that the costs of 
self-referred physiotherapy consultations may be less than 
for patients referred by GPs, but studies do not generally 
look at the overall impact on general practice workload. 
The economic benefit of physiotherapy interventions is 
likely to be greater if reduced time off work is taken into 
account – that is, increases in work productivity may offset 
possible increases in NHS costs associated with wider 
use of physiotherapists. Input from physiotherapy and 
other allied health professionals may also be beneficial 
in maintaining independence on some long-term (for 
example, neurological) conditions. 


The cost-effectiveness of individual physiotherapy 
interventions is therefore likely to depend on whether 
they substitute for, or are additional to, standard GP care 
and whether the economic benefits of returning to work 
are taken into account. Physiotherapists’ ability to work 
independently in primary care would be enhanced if they 
were more widely able to prescribe (since 2014, some 
have become prescribing physiotherapists), as this would 
reduce the need for parallel GP appointments.


Some practices have started to use paramedics, especially 
for initial assessment of urgent visits that would otherwise 
require a GP to leave the surgery. We were told that 
they can be safe and effective in this role, but we do not 
know how often a visit by a GP is still required, or the 
cost-effectiveness of employing paramedics in this role 
compared to using other practice staff. This is a role that 
would benefit from further piloting and evaluation.


“The task list is unbearable. I spend 1.5 hours 
clearing out my task list every evening before leaving 
and another 1.5 hours at home after the kids go to 
bed.” (US family physician) 


“The medical assistants and nurses are masters of 
desktop management, authorized to take tasks 
off the provider’s worklist, calling people back, 
reviewing messages. The goal is for the physician to 
see only physician-level work: the rest is delegated to 
other members of the team.” 


Sinksy et al (2013) 10


10 Sinksy C et al. (2015). In Search Of Joy In Practice. American Board of Internal Medicine Foundation.  


   www.abimfoundation.org/~/media/Foundation/Initiatives/Primary%20Care/070913_Finding%20Joy%20in%20Practice%20FULL%20WHITE%20PAPER.ashx?la=en
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Recommendations


•	 More	evaluation	is	needed	of	alternative	approaches	
to using allied health professionals in primary care, 
especially to determine whether direct access for some 
conditions makes cost-effective use of NHS resources.


•	 The	potential	for	paramedics	to	substitute	for	GPs	
in the assessment of urgent requests for home visits 
merits further evaluation.


Main sources of evidence: Chartered Society of 
Physiotherapy (EE23, FF32, EE54), Health Innovation 
Network South London (EE52), College of Occupational 
Therapy (EE55), Royal College of Speech and Language 
Therapists (EE29), RAND Europe (FF105)


2.2.6 What role should each profession take? 
During the course of site visits, we have become aware 
of a number of different staffing models operating in 
practices. These include:


•	 practices	where	nurses	outnumber	doctors


•	 practices	where	doctors	outnumber	nurses	


•	 practices	with	substantial	input	from	an	employed	
pharmacist or a community pharmacy on site with 
access to medical records


•	 practices	employing	physician	associates


•	 practices	where	there	is	a	contract	with	the	
ambulance service to deploy paramedics to urgent 
home visits


•	 practices	where	people	can	book	directly	with	a	
physiotherapist.


In all cases, there was a recognition that all the staff 
working within primary care needed to function as 
one cohesive team, deploying their respective skills to 
achieve the best outcomes for their patients and the 
wider population. Since there are a number of models 
that appear to be able to provide high-quality care, we 
do not recommend one particular staffing model, such 
as GPs or general practice nurses per head of population, 
although all general practice teams need both medical 
and nursing input. We also see major opportunities to 
expand the primary care workforce through the use of 
other healthcare professionals.
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The overall staffing of individual practices should relate to 
the tasks that need to be done. These include preventive 
care, diagnosis and management of acute physical 
and mental illness, management of chronic physical 
and mental conditions, and care at the end of life. The 
majority of these tasks require staff with a broad range of 
skills able to carry out the role of a generalist. 


We would not, therefore, support suggestions that the 
patient population should be segmented into groups 
to be seen by particular healthcare professionals (for 
example, paediatrics, acute care, mental illness, cancer, or 
long-term conditions). The actual staffing of an individual 
practice is likely to depend on local circumstances, 
including local availability of staff. In our view, the 
need for the ‘expert generalist’ will increase rather than 
decrease. The reason for this is that segmentation of 
the population into those with acute minor illness and 
people with long-term conditions will become increasingly 
untenable as the population ages: people with acute 
illness will increasingly be those who also have long-term 
conditions, often on multiple medications. 


We also recognise a role for healthcare professionals with 
advanced clinical skills exercising these within federations 
and networks of general practices, and working with 
specialists to provide a wider range of services. Later in 
this report, we draw attention to the needs of particular 
population groups (Sections 2.6.1 to 2.6.6), and to 
geriatrics, paediatrics and psychiatry, where close links with 
specialists will be particularly beneficial (see Section 3.1). 


Healthcare professionals in primary care will need an 
increasing range of skills, including telephone, video and 
email consulting, skills in health coaching, and increased 
skills in care planning and coordination. Formal training in 
these roles will increase the attractiveness of primary care 
as a career to young healthcare professionals.


In summary, a wide range of staffing models, which 
include GPs, nurses and other health professionals, 
can deliver high-quality primary care. For this reason, 
we do not recommend one particular staffing model, 
although all general practice teams need both medical 
and nursing input (Section 2.2.1 and 2.2.2). We see 
major opportunities to expand the primary care workforce 
through the use of other healthcare professionals (Section 
2.2.3 to 2.2.5). 


2.2.7 How should practices change their 
skill mix?
There are many opportunities to change practice skill mix 
and staff roles. These changes can help address workload 
issues, improve the patient experience and sometimes deliver 
savings. However, achieving these benefits requires careful 
planning and support. As one practice said to us: “Always 
gather your data and evidence to justify a new member 
of the clinical team.” Practices should analyse their clinical 
caseload in order to decide on the skills that will meet the 
needs of their population. They also need to agree clear 
pathways and referral criteria for what each clinician will see 
and do, and ensure people fully understand their new roles 
and evaluate these together over time.


There are particular opportunities for different staff 
to manage minor illness, to work with patients in the 
management of their long-term physical and mental 
conditions, to undertake medicines optimisation, and 
to care for children and young families. The new staff 
employed by practices or groups of practices may include 
pharmacists, specialist nurses, physicians’ associates, 
physiotherapists, healthcare assistants and hospital 
specialists. One practice we visited employed a wide range 
of professionals on a sessional basis and calculated that 
they made savings of 50 per cent, compared to employing 
GPs for the equivalent number of sessions. An alternative 
to employing new staff can be to extend the skills of 
current staff. This can lead to more responsive care as well 
as a deeper appreciation of each team member’s skills.


Recommendation


•	 Practices	should	analyse	their	workload	and	clinical	
case-mix when deciding what skills they need to 
employ. They then need to agree clear criteria for what 
each healthcare professional will do and ensure that 
staff are fully competent in the roles they undertake.


Cuckoo Lane Surgery in Hanwell is a nurse-run 
practice with two nurse directors and 26 staff, 
including six nurse practitioners, four practice nurses, 
one healthcare assistant and four hours of sessional 
GP time a day. The practice offers the full range of 
primary care services for its 4,600 patients, including 
some services that it provides for the locality (such 
as paediatric phlebotomy). This practice which was 
recently rated ‘outstanding’ by CQC, demonstrates 
an alternative staffing model that can be used 
deliver high-quality care.
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2.2.8 Team working
Effective team working is a critical underpinning to high-
quality care, particularly when practices are using a wider 
range of staff to manage patients with complex problems. 
Strong team working not only ensures effective use of a 
different skill mix but also has a big impact on the quality 
of the working lives of staff. One practice told us that 
they try to create an ethos that staff should never feel 
they are on their own.


Team working does not happen automatically and requires 
setting time aside to reflect as a team on the needs of 
their patients. Recruitment based on values as well as 
competences can strengthen a team’s alignment. We 
were impressed with the mutual support evident in some 
practices we visited, which had brief ‘huddles’ once or 
twice a day for staff to share experiences, anxieties, stresses 
or successes. This reduced the isolation that very easily 
arises, even in a large group, when staff are too busy to 
look beyond the next thing they have to get done.


Recommendation


•	 Practices	need	to	create	protected	time	and	space	to	
support effective team working.


2.3. Making better use of 
technology
Primary care has for some time made widespread use of 
technologies that are still only patchily being introduced 
into hospitals – for example, electronic records, 
automated alerts for drug interactions/allergies, and 
automated guideline prompts. In the future, home-based 
technologies will either facilitate remote monitoring of 
people’s health or enable them to test themselves (for 
example, anticoagulant monitoring). We anticipate that 
these may significantly affect the way in which healthcare 
is delivered, to the extent that each technology proves to 
be a cost-effective alternative to conventional care.


The area on which we focus in this report, because it 
particularly affects the primary care workforce, is the 
use of electronic communication such as email or video-
conferencing between primary care staff and both 
patients and hospital specialists. 


‘Web-GP’ at the Hurley Group – an NHS organisation 
that runs a number of practices and GP walk-in 
centres across London – offers:


•	 a	symptom	checker


•	 self-help	guides	and	videos	about	common	
conditions


•	 signposting	to	alternate	sources	of	care	such	as	
local pharmacies


•	 24/7	phone	advice	within	one	hour	via	111


•	 e-consultations	in	which	people	can	submit	
questions to their GP for response within one 
working day


2.3.1 Communication with other specialists
We regard it as outdated that GPs and specialists are 
unable to communicate freely by email or by electronic 
messaging. Although some areas have commissioned 
services that enable GPs to email specialists for advice, 
these remain the exception rather than the rule. Often 
people need to be referred to hospital just for a simple 
query to be answered. At a time when there is so much 
focus on integration of care, it seems bizarre to us that 
provision is not made within the job plans and contracts 
of both GPs and specialists to encourage this basic level of 
communication.


2.3.2. Communication with patients
We also anticipate that video-conferencing consultations will 
become a common extension of the telephone consultations 
that are already widespread in general practice. For 
example,	the	West	Midlands	Vitality	partnership	has	already	
introduced smartphone apps and video-conferenced 
consultations to supplement traditional methods of access. 
These approaches allow practices to move away from a ‘one 
size fits all’ response to their patients.


We think it will soon look outdated that, in an age 
where so much communication occurs by email, few 
people can email their GP or practice nurse. In contrast, 
86 per cent of GPs in Denmark (see box) and 46 per cent 
in the Netherlands use email regularly to communicate 
with patients.
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The use of these new technologies does have 
limitations, including information security and challenges 
in establishing and maintaining IT infrastructure. 
Furthermore, we do not know whether email would 
reduce the need for patients to come into the surgery 
or would generate additional demand. The experience 
of Kaiser Permanente, a US healthcare organisation, is 
that allowing patients to email their doctor does not 
lead to any reduction in face-to-face consultations. In 
Section 2.2.4 we describe the use of medical assistants 
to deal with emails and electronic tasks, to reduce the 
administrative burden on clinicians. Allowing patients to 
email practices does not mean that doctors or nurses have 
to provide all the responses.


As the nature of consultations changes, with greater use 
of phone, video or email, training methods will need to 
reflect the different skillsets required for alternative forms 
of consultation.


Recommendations


•	 Email	correspondence	and	electronic	messaging	
should become routine between primary care 
healthcare professionals and hospital specialists, 
enabling both to seek advice and give guidance on 
patient care. While this may need protected time in 
the working day, there are significant potential cost 
savings in terms of reduced referrals to hospital.


•	 Email	correspondence	between	primary	care	clinicians	
and patients should be piloted prior to becoming a 
routine part of NHS care. The impact of introducing 
emails from patients on the primary care workload 
should be evaluated, bearing in mind its potential 
to reduce face-to-face consultations. Healthcare 


professionals should receive training in consultations 
via phone, video-conference and email. 


Main sources of evidence: RAND Europe (FF105), 
Westbourne Medical Centre/Dorset CCG (EE24).


2.4 Maintaining quality and 
safety of care
There are several elements that determine whether 
a healthcare system delivers high-quality care. These 
include:


•	 Can	people	access	healthcare	when	they	need	it?	


•	 Is	the	care	people	receive	safe	and	effective,	including	
both good clinical quality and good interpersonal 
communication? 


•	 Is	care	well	coordinated?	


In this section, we discuss access to primary care 
and two important elements of clinical effectiveness, 
which we believe will become increasingly important 
as the population ages and more complex problems 
are seen in primary care. These are the importance of 
continuity of care and of healthcare professionals having 
sufficient time with patients. We discuss coordination 
and integration of care further in Section 3. This is a 
particular issue in relation to patient safety, because 
many threats to patient safety occur due to fragmented 
or poorly coordinated care.


In our view, data should be publicly available on the quality 
of primary care. This should include measures of access, 
inter-personal communication and whether people can see 
the clinician of their choice (for example, through patient 
surveys), clinical quality (for example, through QOF) and 
measures of integration. It should be a priority to develop 
measures of integration since they do not currently exist in 
a form that can be routinely applied in the NHS.


2.4.1. Access
Good access includes the availability of appointments, 
timeliness of care and the ability to access a GP or 
nurse of the patient’s choice. All these are important 
components of access that go beyond simple opening 
hours. Pharmacies already have long opening hours and 
extending GP opening hours has been a strong policy 
focus recently.


People generally have good access to general practice. In 
2014/15, 85 per cent of people reported that they were 
able to get an appointment last time they tried and the 


In Denmark, people have been able to email their 
GPs for over 10 years. They log into the practice 
website to send their email, with the word limit set by 
the GP (typically 150 words). Patients are reminded 
that emails must be for non-urgent problems. GPs 
often send emails to communicate test results and 
have standard templates for this. Nursing home staff 
can also email the GP, for example, with medication 
queries. Many GPs have a nurse or admin assistant 
checking their e-mails, answering the simple ones and 
only passing on the more complex ones to the GP. 
The largest group of email users is older people with 
chronic conditions. The practice is paid 4.20 euros per 
email. The use of email has increased rapidly, from 
400,000 in 2006 to 4 million in 2013 (Denmark’s 
population is 5.6 million). 
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appointment was ‘very convenient’ or ‘fairly convenient’ 
for 92 per cent of them (about half in each category). 
However, the percentage of people who report they 
are unable to secure an appointment has been rising 
(from 9 per cent in 2012 to 11 per cent in 2015), and 
the percentage of people whose appointment was at a 
convenient time has been falling.


In the face of rising demand, practices have introduced a 
range of alternatives to the traditional GP appointment. 
These include seeing other healthcare professionals (for 
example, see Sections 2.2.2 to 2.2.5) and the use of 
telephone consultations. New approaches to making it 
easier for people to book appointments include online 
booking. One practice that has developed a smartphone 
app for people to make appointments (see box), and 
in Section 2.3.2 we discuss how the Hurley Clinic is 
providing online support to patients through ‘Web-GP’.


The Robin Lane Medical Centre in Pudsey 
developed a smartphone app for people to request 
appointments, send secure messages to healthcare 
professionals and set appointment reminders. In 
addition to the convenience that the app offers to 
people, it’s helped to reach patient groups who may 
not ordinarily interact with their GP – for example, 
young people seeking confidential advice about 
sexual health.


Practices can therefore provide a range of ways in which 
care can be accessed. In our view, discussion around access 
has focused too strongly on practice opening hours. While 
these are important, the discussion needs to be balanced 
by considering the ease with which people can make 
appointments (for example, they may only be able to 
phone at 8am for a limited number of ‘available’ slots), 
the range of clinical staff available, and other important 
aspects of quality. 


2.4.2 Continuity of care
There is a tension between providing rapid access to 
general practice and offering continuity of care. Recent 
changes to NHS policy (for example, patients having 
a named GP) have emphasised the importance of the 
personal care that patients should receive and the 
importance of continuity of care. As the Nuffield Trust 
suggests in one of their design principles for primary 
care, people should be offered “continuity of relationship 
where this is important, and access at the right time when 
it is required”. 


There are a number of concepts grouped under the 
term ‘continuity of care’. These include informational 
continuity (for example, several people having access to 
the same electronic record), management continuity (for 
example, following an agreed protocol for management 
of a long-term condition) and relational continuity 
(that results from seeing the same doctor or nurse on a 
regular basis over time). 


Relational continuity has been declining in recent years and 
results from the GP Patient Survey suggest that, year on 
year, 3 per cent fewer people are able to see the doctor of 
their choice (see Figure 3). This is despite the fact that most 
people have a particular doctor they prefer to see – 52 per 
cent for 18-24 year olds, increasing to 81 per cent for ages 
75-84. The increasing difficulty that patients experience in 
booking with a particular doctor or nurse is becoming a 
major issue for patient choice in the NHS.


Loss of continuity is potentially as great a problem for 
GPs as for patients. As the population ages, patients 
and their medical records become more complicated, 
and it becomes more difficult for the GP or nurse to deal 
safely with a patient with complex problems that he or 
she doesn’t know within the space of a time-limited 
consultation. The RCGP has provided a toolkit suggesting 
ways in which continuity of care can be improved within 
the context of modern general practice.12


12 www.rcgp.org.uk/policy/rcgp-policy-areas/continuity-of-care.aspx
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2.4.3 Giving people enough time in general 
practice consultations
Fully addressing the needs of people with complex 
conditions requires a different approach to consultations. 
Care needs to be less episodic and reactive, and focus 
more on supporting patients to look after their own 
conditions. This takes time and a ten-minute consultation 
is inadequate for many of the people attending a general 
practice. In 2006, the average time spent by GPs in 
consultations (11.9 minutes) already exceeded the booked 
10-minute appointment slot that most practices offer. 
When consultations are rushed, important clinical needs 
can be missed, as can be the core issues that individuals 
want addressed. 


We noted that, in many European countries, consultation 
times are longer than in the UK. In the country with the 
longest booked consultation time (Sweden, 25 minutes), 
people also have consultation rates around a quarter of 
those in the UK. The ‘Year of Care Partnerships’ envisaged 


by the NHS provide more time in planning care so that 
care becomes less reactive and episodic.13 This type 
of care requires a move away from the standard short 
consultation.


The number of problems that need to be dealt with 
during a consultation is likely to increase further as 
the population ages. Furthermore, even ‘minor’ acute 
problems will be increasingly present in people who have 
complicated long-term conditions. Therefore, the pressure 
on healthcare professionals to deal with several problems 
during a consultation will increase. We are aware that 
some doctors and many nurses already book routine 
consultations at 15-minute intervals, and practices that 
operate this type of booking arrangement have described 
to us how this helps them deal with people’s problems 
more effectively. Alternative approaches that reduce the 
need for face-to-face consultations should be evaluated, 
including phone and email consultations with patients.


13 www.yearofcare.co.uk/


Figure 3: Percentage of people able to see or speak to the GP they prefer ‘a lot of the time’, ‘almost always’ or ‘always’ 
(of people who say they have a particular GP they prefer to see – data from GP Patient Survey)
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Recommendations 


•		 General	practices	should	be	organised	so	that	a	
significant proportion of face-to-face consultations 
can be longer in order to enable patients to have time 
to fully explore their health problems, their options for 
care and how they can best manage their conditions. 


•	 The	ability	for	people	to	book	to	see	a	doctor	or	nurse	
of their choice should be monitored as a key metric of 
the quality of general practice care. 


•	 Data	should	be	publicly	available	on	the	quality	of	
primary care. This should include measures of access, 
communication, clinical quality and integration. 
It should be a priority to develop measures of 
integration since these do not currently exist in a form 
that can be routinely applied in the NHS. 


Main sources of evidence: RCGP (FF33, FF34, FF135), 
BMA (EE58), Nuffield Trust (EE43, FF108), RAND Europe 
(FF105).


Tackling a crisis – the experience of Group Health 
Cooperative, Seattle


In the 2000s, Group Health Cooperative in Seattle 
introduced reforms to make primary care more 
efficient. They brought in advanced access, laid off 
nurses, reduced consultation times and introduced 
productivity incentives for doctors. Productivity 
improved, but A&E visits went up, doctors became 
burnt out, reduced their hours and retired early. There 
was a looming crisis. 


They decided they couldn’t go on as they were. 
They redesigned their care on the principles of the 
patient-centred medical home, with more attention 
on personal relationships with individual healthcare 
professionals, better team working and better 
coordination. They reduced the number of patients 
per doctor and increased appointment times. They 
recruited medical assistants and clinical pharmacists. 
Nursing roles were extended to include outreach 
work. They shifted much of their work to email and 
phone contacts. A&E visits fell, and both patients and 
staff were happier. They also became more profitable.
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2.5 Population groups with 
particular needs
2.5.1 Care in areas of severe socio-economic 
deprivation
People in areas of major socio-economic deprivation often 
suffer the dual disadvantage of poor health and poor 
health services. ‘GPs at the Deep End’ is a group of GPs 
working with general practices serving Scotland’s 100 most 
socio-economically deprived populations, and comparable 
support groups are also being set up in English areas of 
socio-economic deprivation. 


Deep End projects have identified a range of measures to 
improve the care of, and outreach to, the most vulnerable 
and marginalised groups within local communities. These 
include targeted appointments for people with the most 
complex needs, combined with additional consultation 
time, practice-attached community link workers to help 
people navigate the health and social care systems, 
connecting practices and individuals to community 
resources for health, and attached alcohol and mental 
health workers.


There are marked regional variations in the numbers of 
healthcare professionals across England; for example, 
the number of GPs per 100,000 ranges from 63.4 in the 
North	West	to	81.5	in	the	Thames	Valley.	Furthermore,	the	
poorest regions, where health is also worst, have fewest 
GPs and the greatest difficulty recruiting, with many posts 
remaining unfilled. In addition to addressing deficiencies 
in staffing, reducing inequalities in distribution of staff 
may be as important as the absolute increase in numbers. 
We note international experience that providing training 
places in underserved areas increases the likelihood that 
doctors will stay in those areas, and that non-financial 
incentives (such as ongoing training and support) are just 
as important as financial incentives in encouraging health 
professionals to work in these areas.


The NHS Five Year Forward View suggests new ways 
of working, with GP practice staff working more 
closely and empowering communities. This may be of 
particular importance to encourage in areas of socio-
economic deprivation, where poor lifestyles make a major 
contribution to ill health.


Recommendation 


•	 Measures	are	needed	to	address	inequalities	in	the	
distribution of healthcare professionals in order to 
improve the major deficits seen in areas of socio-
economic deprivation and poor health. New workforce 
initiatives should be prioritised in these areas.


Main sources of evidence: RCGP (FF33, EE19, EE18).


2.5.2 Care for children
The UK’s outcomes for children are among the worst in 
western Europe, with, for example, childhood asthma 
mortality nearly five times as great as most other EU 
countries. A recent report by the Royal College of 
Paediatrics and Child Health (RCPCH), RCGP and RCN 
suggests standards for the care of children, several 
of which focus on training and support for clinicians 
in primary care. The recommendations include a link 
consultant paediatrician and a link community children’s 
nurse for each GP practice or group of practices, better 
access to advice on sick children, and the development of 
local care pathways for common conditions. 


We endorse these recommendations but note that 
hospital paediatricians are increasingly specialised. Primary 
care paediatrics may need to be to be included as part of 
their training if they are to be most effective in supporting 
staff in primary care. We also note that GPs in some 
parts of the country may be unfamiliar with the role of 
the community children’s nurse and their potential role, 
for example, in avoiding admissions of sick children. In 
our view, health visitors should have a more prominent 
role in the management of a wide range of child health 
problems, and there should be at least one named health 
visitor for all GP practices, who uses a single electronic 
record alongside other members of the primary care team. 


Recommendations


•	 GP	practices	should	have	access	to	a	named	
paediatrician and a named children’s nurse. 


•	 GP	practices	should	have	named	health	visitors	who	
use a common electronic NHS record along with other 
primary care staff.


Main sources of evidence: RCPCH (FF116, FF117).
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2.5.3 Care for people with mental health 
problems and learning disabilities
Many people either present to primary care with mental 
health problems or have mental health problems associated 
with their physical conditions. Mental healthcare and care 
for people with learning disability are always at risk when 
budgets are under pressure. From 2010 to 2014, there 
was a loss of nearly 4,000 nursing posts in mental health 
services and over 1,500 learning disability nurses (nearly 30 
per cent of this workforce). The result is that, increasingly, 
specialist staff can only deal with the most severe illness. 


Resources for primary care practitioners have increased 
through the development of IAPT (Improving Access to 
Psychological Therapies) services, and in some areas, the 
attachment of primary care mental health workers to 
practices. General practices need links to mental health 
advice for the wide range of psychological problems seen in 
both adults and children in primary care, and to consultant 
advice for those with more serious mental health problems. 
These links might include availability for telephone advice, 
face-to-face case reviews and on-site clinics.


Recommendation


•	 Practices	or	groups	of	practices	should	have	access	
to a named consultant psychiatrist and to a named 
mental health worker such as a primary care mental 
health worker or community psychiatric nurse.


Main source of evidence: RCN (FF127).


The York Street Practice in Leeds supports homeless 
people and asylum seekers, those with transient 
lifestyles and people who are vulnerably housed. 
Funded through an APMS contract, they:


•	 have a rolling list of 1,200 people, with 30-50 
new/removed registrations per week


•	 have a team that includes GPs, nurses, care 
navigators, drug and alcohol therapists, mental 
health nurses with additional support from 
lawyers, benefit workers and housing support


•	 actively involve their users in developing  
their services.


2.5.4 Care for people with challenging 
health and social care needs
Some groups of people, for example, homeless people, 
substance abusers and asylum seekers, may have particular 
needs that span a range of health and social care needs. 
Homeless people may need particular access to services 
for drug and alcohol abuse, and they may also need more 
flexible appointment systems and more proactive approaches 
for follow-up than other groups in the population. We have 
seen examples of practices set up specifically to provide care 
for these vulnerable groups, where care from a range of 
agencies is available. While this type of service may also be 
available in conventional general practices, it is unlikely to 
be easily provided in small practices that do not have on-site 
access to a wide multi-disciplinary team.
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Recommendation 


•	 Clinical	commissioners	should	address	the	needs	
of homeless people and asylum seekers who need 
‘one-stop’ healthcare hubs, where people can receive 
multiple services in one place at one time. This may 
be addressed by practices established to provide care 
for these vulnerable groups or through conventional 
practices that have on-site access to a multi-
disciplinary team that includes social workers and 
drug and alcohol teams. 


Main source of evidence: RCGP (FF34)2.5.5 Care for 
people in nursing and residential homes


2.5.5 Care for people in nursing and 
residential homes
People in nursing and residential homes are being admitted 
to hospital with increasingly severe and complex conditions. 
This report does not extend to the important issues of 
staffing within homes themselves, but there are important 
knock-on changes for primary and community services in 
the NHS. People living in homes are particularly vulnerable 
to adverse reactions from medications and many avoidable 
admissions are believed to occur in people from homes. 
Providing good care in homes is more difficult when care 
is reactive rather than proactive, when the doctor does not 
know his or her patients, and when there are poor links with 
local pharmacies. Difficulties are compounded when a home 
is served by several GPs.


We saw examples where care was reported to be greatly 
improved when one doctor took responsibility for all of a 
practice’s patients in a care home, and where only one or 
two practices provided care for people in any one home. 
This allows care to be better planned, (for example, by 
undertaking regular ‘ward rounds’ of patients, most of 
whom will be known to the GP), increases coordination 
between the practice and the home, and allows more 
opportunity for training of staff. However, this should not 
override the wishes of residents who specifically wish to be 
registered with a different practice. Pharmacists have an 
important role in advising on safe prescribing and medicines 
use in care homes. As with GPs, there should be one 
pharmacy responsible for providing this care. This may or 
may not be the same pharmacy that dispenses prescriptions.


Medicines are a major source of error and potential harm 
to residents of care homes. Medication errors can also be 
reduced by GPs always having access to the full medical 
record when in a home (for example, by carrying a practice 
laptop), prescribing while in the home (for example, 


through a dedicated wireless printer) and by using a 
practice-attached pharmacist to review medication regimes 
(this may or may not be the same pharmacy that dispenses 
prescriptions). We also note (in Section 3.1) the potential 
benefits of linking consultant geriatricians to GP practices, 
and this is likely to be particularly important because of the 
increasing number of elderly people with frailty.


Joint provision of education involving local authorities, 
health services and care home staff could help to improve 
the quality and coordination of care. Such training could 
include placements of nurses in training in care homes and 
could also include training to meet the needs of residents 
with dementia, especially those with challenging behaviour.


Recommendations


•	 Care	for	people	in	nursing	and	residential	homes	
should be organised so that all patients in a home 
are cared for by one GP practice, except where a 
resident asks to be registered with a different practice. 
Likewise, one community pharmacy, ideally linked to 
the general practice, should provide advice on safe 
prescribing and medicines use for each home.


•	 Within	general	practices,	one	or	two	GPs	should	
take responsibility for their patients in each home, 
prioritising proactive care over responding to acute 
illness, for example, with regular ‘ward rounds’. 


•	 GPs	should	have	access	to	the	full	electronic	medical	
record, with the ability to prescribe electronically while 
they visit nursing or residential homes. 


Main sources of evidence: Royal Pharmaceutical Society 
(EE32, FF131), Northumbria Healthcare NHS FT (EE11), 
RAND Europe (FF105), Royal College of Nursing (FF125).


Practices in Newton Abbott got together with care 
home managers and agreed that, provided the 
residents agreed, one practice would look after 
each care home. They used the Prime Minister’s 
Challenge Fund to provide homes with access to 
a local GP from 8am to 8pm, seven days a week. 
A GP with a special interest, supported by an 
interface geriatrician, leads a multi-disciplinary frailty 
service that operates seven days a week from the 
community hospital. GPs, care home managers, 
patients and relatives all think care has got better 
and job satisfaction has increased.
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2.5.6 Care at the end of life
People at the end of life have special needs that are often 
poorly met, especially out of normal surgery hours (two-
thirds of the week). Care needs to be arranged around 
the needs of the patient rather than, as is all too often the 
case, the needs of the service. Care plans are important 
and need to be shared proactively with patients and their 
carers. Patients and their families should be able to identify 
and contact named individuals who lead on their care, such 
as their GP, community nurse or specialist nurse.


In surgery hours, it is important to provide continuity of 
care wherever possible. Each patient at the end of life 
should be able to identify one GP who takes the lead for 
coordinating their care and one other clinician who they 
know will be familiar with their care. 


Out of hours, healthcare professionals need access to the 
patient’s medical record. This is already happening in some 
areas, with partial solutions in others. The issue will only 
be satisfactorily addressed by software solutions that give 
out-of-hours clinical staff (such as GPs, community nurses) 
full access to medical records. While this would benefit 
people seeking out-of-hours care more generally access 
to accurate and up-to-date information is particularly 
important for people at the end of life.


There should be a single point of access to 24-hour 
domiciliary care services and community nurses 
which are rapidly and reliably available (for example, 
within two hours). Often this will be from community 
nurses, although we have seen examples where other 
professionals (such as physios and social workers) have 
training from each other’s disciplines to be able to carry 
out urgent assessments. This function can also often be 
provided by healthcare assistants. There should also be 
rapid access to a service to stay with people overnight 
(commonly provided by ‘Hospice at Home’ schemes or 
charities such as Marie Curie). Such services should also 
be available to other people who might otherwise need 
to be admitted to hospital (for example, an older person 
with frailty who develops an acute illness).


Poor availability of drugs is a common problem at 
the end of life. Wider use should be made of ‘just in 
case’ boxes, which include a range of drugs that may 
be needed at the end of life. Nominated pharmacists 
should be available to provide ‘just in case’ boxes inside 
and outside working hours for use by doctors or nurses 
in the patient’s home, and prescribing pharmacists 
should be able to alter prescriptions to match the 
patient’s needs.


Practice teams may need advice from palliative care 
specialists, and advice should be available, at least by 
phone, 24 hours a day.







2. Delivering primary care to meet the needs of the population


35


Recommendations 


•	 People	at	the	end	of	life	and	their	families	should	be	
able to identify and contact named individuals who 
lead on their care for example a GP, community nurse 
or specialist nurse.


•	 Healthcare	professionals	providing	care	to	patients	
at the end of life should have access to an up-to-
date care plan 24 hours a day, access to community 
nursing services 24 hours a day, and to night sitting 
services. They should have ready access to drugs 
commonly used at the end of life.


•	 Advice	from	palliative	care	specialists	should	be	
available 24 hours a day.


Main sources of evidence: RCGP (FF33), Health Education 
East of England (FF53), Royal Pharmaceutical Society 
(FF48), RCPCH, RCGP and RCN (FF106, FF107).


2.6 Urgent care
Urgent care out of normal office hours has become a 
source of confusion for people who are not always clear 
how to access care, and sometimes require two phone 
calls to get through to someone for advice. People are 
also often unclear who is giving them advice. Sometimes 
the practice phone line is directed through automatically 
to NHS 111, in other practices a message instructs then 
to call NHS 111. Having been triaged by NHS 111, people 
may then be referred back to a GP out-of-hours centre. 


There needs to be a single point of access for all people 
to avoid them having to make more than one phone call. 
The person they speak to needs to be able to give advice 
and, where appropriate, direct the patient to somewhere 
they can be seen. GP out-of-hours services should have 
access to the electronic records of practices they are 
covering. This is easier when most practices in a district 
are using the same electronic record (for example, EMIS-
Web or SystmOne). Software solutions that go beyond the 
Summary Care Record and allow access to more than one 
electronic medical record system need to be accelerated.


Integration of out-of-hours care with other primary care 
services is likely to be enhanced where the contract for 
providing out-of-hours care is held by an organisation 


providing other primary care services – for example, a 
federation of GP practices, multi-speciality community 
provider or a primary and acute care system. This model 
is likely to be preferable to contracts with a third-party 
provider. Contracts for out-of-hours care should in future, 
therefore, be required to demonstrate integration with 
existing primary and community care services.


We note that at the same time as hospitals are using 
more experienced staff to triage people (for example, 
consultant physicians in A&E 12-18 hours a day), triage in 
primary care is carried out by increasingly unskilled staff 
(NHS 111). Experienced doctors and nurses may provide 
more effective triage, reducing unnecessary hospital 
attendances. Their effectiveness is further enhanced if 
they can prescribe after telephone consultations through 
electronic links to pharmacies. One submission suggested 
locating pharmacists in NHS111, which enables them to 
give advice to call minders and on-call GPs and, where 
appropriate, to prescribe.


Recommendations 


•	 There	should	be	a	single	point	of	access	to	out-of-
hours services in order to avoid people needing to 
make more than one call to get advice. Software 
solutions that go beyond the Summary Care Record 
need to be accelerated so that GP out-of-hours 
services have full access to electronic medical records 
including care plans.


•	 Contracts	for	out-of-hours	care	should	require	bidders	
to demonstrate that they have the ability to integrate 
with other primary care providers


•	 The	costs	and	benefits	of	using	a	relatively	unskilled	
workforce to triage requests for out-of-hours care are 
not sufficiently well established and may be a cause 
of hospital overuse. Research is needed to compare 
skilled versus less-skilled staff providing telephone 
triage in out-of-hours care. 


Main sources of evidence: College of Emergency Medicine 
(EE17, FF20-22), RCGP (FF33, FF36, FF37), visit to Corby 
Urgent Care Centre, Health Education Thames Valley 
(EE16), Care UK (F11), Urgent Care Commission (FF76), 
RCGP (FF101/103).
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3.1 Working with other 
specialists 
Fundamental	to	the	NHS	Five	Year	Forward	View	are	
new ways of working between GPs and specialists. Two 
key models proposed are the Multispecialty Community 
Provider (MCP) and the Primary and Acute Care System 
(PACS). While not mutually exclusive, MCPs envisage a 
much wider range of specialist services being delivered in 
the community, often from expanded community facilities 
that are closely linked to general practices, and PACS 
offer an alternative model of much closer links between 
primary and secondary care. 


In implementing these models, it will not be sufficient 
simply to locate doctors from other disciplines in 
community-based facilities. This often happened in the 
1990s, when GP fundholders provided funds for others to 
do outreach clinics in GP surgeries. Although popular with 
patients, specialists lost economies of scale from working 
in hospitals and little learning took place between GPs 
and other specialists, both of whom were too busy to 
spend time with each other. 


MCPs envisage something different that involves a much 
closer relationship between GPs and other specialists. This 
may include:


•	 consultant-run	email	and	telephone	helplines	
providing advice for GPs, nurses and other health 
professionals


•	 consultant	participation	in	multi-disciplinary	team	
meetings, for example, reviewing people in nursing 
homes


•	 consultants	with	sessional	time	to	support	primary	
care staff to work in extended roles, for example, by 
running joint clinics or attending primary care-led 
clinics where their main function is to give advice and 
support healthcare professionals in primary care


•	 outreach	clinics	in	primary	care	settings.


While there is potential for a range of specialists to work 
more closely with health professionals working in the 
community, this will be particularly beneficial for children, 
older people and those with long-term mental health 
problems. These are the areas where close liaison with 
primary care staff will be most valuable and is needed to 
provide better-integrated care. In other specialties (such as 
ENT or dermatology), the benefits of developing a closer 
interface with specialists in primary care settings include 
supporting GPs and specialist nurses to take on extended 
roles. This may include support for GPs or nurses with a 
special interest who are managing referrals from other 
local practices.


A number of contractual/employment models are 
suggested in the NHS Five Year Forward View. These 
include practices or federations employing specialists 
(doctors or nurses) or taking them as partners. The PACS 
model envisages a single organisation providing primary 
and specialist care. As yet there is no preferred model 
– the key is that new models encourage new ways of 
working rather than simple translocation of services.


3. Integrating care


Whitstable	Medical	Practice,	an	NHS	Vanguard	 
site, offers:


•	 on-site	physiotherapy,	audiology,	ultrasound	and	
sigmoidoscopy


•	 consultant-led	cardiology,	orthopaedic,	
gynaecology and urology clinics


•		 Epilepsy,	dermatology	clinics	and	minor	surgery	
clinics led by GPs with a special interest







3. Integrating care


37


Recommendation
 
•	 In	line	with	some	models	in	the	NHS	Five Year Forward 


View, specialists should be involved in a wider range 
of activities that bring them into direct contact with 
primary care staff. These might include routine email 
and telephone advice, supporting continuous quality 
improvement by attending multi-disciplinary team 
meetings, supporting primary care staff working 
in extended roles, and providing referral clinics in 
primary care settings.


Main sources of evidence: NHS Five Year Forward View 
(FF106), Health Education East of England (EE35, FF56, 
FF58), British Society of Rheumatology (EE54), RAND 
Europe (FF105), Health Education North West (EE40), 
Health Education North Central and East London (EE42).


3.2 Working with community 
health services 
The need for better-integrated community services is 
most obvious in relation to older people with frailty at 
risk of hospital admission or needing to be discharged 
from hospital. In addition to conventional community 
nursing roles, important roles include the introduction 
of intermediate care teams, community matrons, virtual 
wards, in-reach and outreach teams, and other types of 
specialist nurse. For urgent assessments (and ideally all 
assessments), there needs to be a single point of access 


for primary care professionals to refer people so that 
one phone call can trigger a needs assessment from a 
range of health professionals. These could include nurses, 
therapists, end-of-life care, reablement and care home 
support. Social workers should be part of these teams, 
preferably co-located with healthcare staff. 


We visited one site where staff making urgent 
assessments were trained in basic skills by other members 
of the team. This meant that one team member could 
make an immediate assessment of nursing, physiotherapy 
and social work needs, increasing the speed and efficiency 
of initial assessment. We also received evidence on the 
benefits resulting from joint training of health and social 
care staff.


Because of the poor coordination of general practice 
and community nursing care, there are arguments for 
the contracts for community nursing services being held 
by primary care providers of sufficient size, for example, 
federations of GP practices, multi-specialty community 
providers or primary and acute care systems, rather 
than by standalone community trusts. This would offer 
better opportunities for integrating care, compared to 
the standalone community trust, and facilitate benefits 
such as shared electronic medical records. We therefore 
recommend that future contracts for community nursing 
services should require demonstrable integration between 
primary and community care services as well as the ability 
to provide high standards of employment practice. It 
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should be noted that we are not recommending that 
community nurses be employed by individual practices, 
except possibly by ‘super-practices’ that represent very 
large populations. 


Community paediatrics (including community 
paediatricians, school nurses, specialist physiotherapists, 
psychologists and occupational therapists) presents 
particular problems for providing well-coordinated care. 
Paediatricians need close links to hospital colleagues 
and facilities, yet they are often denied access to the 
full range of hospital investigations. On the other hand, 
community paediatric staff also need to liaise closely with 
the education department of local authorities for children 
with developmental delay, with special schools, and with 
child and adolescent psychiatry services for children with 
behavioural disorders.


Recommendations 


•	 Contracts	for	community	nursing	services	should	
require bidders to demonstrate that they have the 
ability to integrate with other primary care providers. 


•	 There	should	be	a	single	point	of	access	to	community	
services and social services for urgent assessments. 


•	 Community	staff	making	urgent	assessments	of	
acutely ill people should receive basic training in the 
skills of other members of their team in order to 
increase the efficiency of urgent assessments. 


Main sources of evidence: NAPC (EE33), Nottingham 
City Care (EE07), Harrogate FT & CCG (EE13), Central 
Manchester CCG (EE14, FF14, FF15), RCGP and the 
College of Social Work (EE14), Royal College of Nursing 
(EE53, FF99, FF125), RCGP (FF103), Nuffield Trust (EE43).


3.3 Working with social services 
and local communities
Many respondents pointed to the need for better 
integration between health and social care, but there is no 
clear blueprint for how this should be achieved. 


Social workers have particular skills in working with 
patients with complex problems and handling risk, and 
there are substantial opportunities for closer working with 
primary care. This may either be with social workers from 
local authorities or with the increasing number of social 
workers who work either independently or with charities. 
Commissioning of social workers to join primary care teams 
could come from either health or social care budgets. 


We were impressed with examples where requests for 
urgent assessment or hospital discharge planning were 
referred to joint teams, including co-located health and 
social care staff, to facilitate share decision-making and 
learning. 


Although co-location of health and social care staff has 
clear benefits, there are considerable cultural differences 
between staff that come from each of these backgrounds, 
and also practical differences, especially for small 
practices or community organisations. There should be 
opportunities for joint training of health and social care 
staff to enable more efficient assessments to be made and 
to increase understanding between the professions. 


More systematic approaches are also needed to integrate 
local community and public health interventions with 
primary and community care. This would enable practices 
to advertise and promote these opportunities to patients. 
Time and skills within the public health and primary care 
workforce need to be allocated for this type of work 
to enable the skills and facilities within communities 
to support people, especially people with long-term 
conditions and population groups with particular needs, 
whom we discuss in Sections 2.5.1 to 2.5.6


Recommendations 


•	 To	facilitate	effective	multi-disciplinary	assessment	
(for example, acutely ill older people or discharge 
planning), staff from the necessary range of 
healthcare disciplines and from social care should be 
co-located and develop a team-based approach.


•	 There	should	be	opportunities	for	joint	training	
of health and social care staff to enable more 
efficient assessments to be made and to increase 
understanding between the professions. 


•	 Staff	should	be	identified	in	federations	or	groupings	
of GP practices with responsibility for developing 
links with local community organisations, in order 
to provide better support for people with long-term 
conditions and others with particular health needs.


Main sources of evidence: Skills for Care (EE19), RCGP 
and the College of Social Work (EE14, FF107), Halton 
CCG (EE18), The College of Social Work (EE49), British 
Association of Social Workers (FF97, FF98). 







4. Working together: federations and networks of practices


39


Federations and other collaborative networks are an 
important way of enabling primary care organisations 
such as GP practices to provide a wider range of services, 
while at the same time offering the benefits of a smaller 
organisation, such as convenient location and continuity 
of care. At the same time, community pharmacists are 
starting to develop their own federated structures, 
occasionally with GPs. Primary care providers working 
together can also help monitor and better understand 
variation in clinical performance by sharing comparative 
data. Working collaboratively and sharing ideas across 
federations and networks can also help new models of 
care and new staff roles to emerge. 


Three main types of organisation are described, with the 
most common developing models as follows:


•	 Super-partnerships	–	large-scale	single	partnerships	
created through formal partnership mergers.


•	 Multi-practices	–	small-scale	GP	partnerships	
managing multiple practices and services.


•	 Federations	or	networks	–	collaborations	between	
multiple practices through informal linkages 
(networks) or formal legal contracts (federations).


These larger organisations have the ability to provide the 
governance and capability to hold contracts for services 
such as out-of-hours care and community nursing. In 
addition, they reduce the isolation of smaller practices and 
enable them to: 


•	 share	resources	


•	 deliver	a	wider	range	of	services	in	the	community,	
including diagnostic services


•	 provide	links	to	community	resources,	including	the	
voluntary sector and services provided by local authorities


•	 provide	extended	opening	hours	


•	 share	investment	in	training	and	in	the	development	
of staff career structures (for example, general 
practice nurses), including support for small practices 
in releasing staff for training


•	 provide	an	element	of	governance,	for	example,	in	
relation to terms of service and employment, and 
access to training for staff employed by GP practices.


The extent of ambition varies considerably between these 
new organisations. Some federations exist principally 
to share back-office functions, Continuing Professional 
Development (CPD) programmes and to enhance 
educational capacity. Others have used a federated or 
super-practice structure to invest in new buildings to 
provide a wide range of extended community-based 
services. These organisations may also be large enough to 
take on collective responsibility to bid for contracts to run 
other community services, for example, GP out-of-hours 
care, community nursing and allied health professionals, 
and this type of contract has the potential to reduce some 
of the fragmentation that currently exists in community 
services. Larger primary care organisations may also be 
able to employ specialists directly or contract for sessional 
time from specialists, mirroring some innovative models 
elsewhere in the world, such as the Pegasus Alliance in 
Christchurch, New Zealand.


4. Working together: federations and networks 
of practices


The Suffolk GP Federation is owned by 65 
practices, has 630,000 registered patients, 60 staff 
and a turnover of £4 million. The federation is a 
community interest company with an elected board 
of GPs, practice managers and a chief executive. 
The federation has expanded the role of primary 
care, provides a range of services to support 
local practices and facilitates work with other 
organisations. 


Invicta is a GP Federation in East Kent and is also 
a community interest company. It has a narrower 
focus but also provides local services across its patch, 
including a minor injuries service and training for 
paramedics. The federation took over a practice 
that would otherwise have closed following the 
retirement of its GPs. 
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Federations and large practices have a particular 
opportunity to extend the reach of primary care to involve 
community groups, voluntary organisations and local 
authority services. Small practices do not have the staff or 
time even to be aware of the wide range of resources that 
may be available for people in the community. Federations 
offer the opportunity to make these links and reverse the 
longstanding detachment of general practice from their 
communities that has developed over recent decades. 
However, some federations have developed without 
a specific focus on local geographies. This may need 
to change if they are to take on roles such as holding 
contracts for community nursing services.
Federations and large practices also offer better 
opportunities to involve patients in planning services than 
Practice Participation Groups linked to individual practices. 
Federations of practice should engage actively with 
patient groups in planning services.


There is currently no optimal size for a general practice 
federation, and they typically range from 50,000 to 
150,000 patients. Significant investment is required in 
some cases to ensure that the infrastructure is able to 
support multi-disciplinary services, including the challenge 
of ensuring that patient records can be shared between 
different members of an extended team. To reflect the 
growing multi-disciplinary nature of the primary care 
workforce, there need to be opportunities for general 
practice nurses and practice managers, among others, 
to take leadership positions in these organisations. 
In particular, federations should appoint a lead nurse 
responsible for professional development and for ensuring 
equitable access to education and training for nurses 
employed in the federation. 


Significant investment will be required in leadership 
and organisational development for primary care staff 
taking on responsibilities in these new organisations. 
In particular, investment is needed to develop the right 
culture and the next generation of primary care leaders 
and managers to ensure that change is sustainable. 
Primary care staff have historically been relatively 
unengaged in NHS opportunities for leadership training 
and this must be redressed.


Recommendations


•	 Large	groupings	of	general	practices	(for	example,	
federations, networks and super-practices) and 
federations of community pharmacies have much to 
offer in extending the scope of care provided in the 
community and improving coordination of care. Their 
development should be supported. 


•	 Within	federations	and	networks,	staff	should	be	
identified with responsibility for developing links 
with patient groups and with local community and 
voluntary organisations. 


•	 Management	and	leadership	training	and	ongoing	
support for primary care staff, including doctors, 
nurses and pharmacists, should be provided in order 
to encourage those wishing to develop leadership 
roles in these new organisations.


Sources of evidence: RCGP (FF33, FF139), BMA (EE58), 
Vitality Partnership (EE01), RCN (FF123), NAPC (EE33), 
Nuffield Trust (EE43, FF108), RAND Europe (FF105), Family 
Doctor Association (FF07-FF10), NHS Confederation and 
National Association of Primary Care (EE33), Leeds North 
South and East CCGs (FF28).
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During the course of its visits, Commission members visited 
organisations that demonstrated some striking examples 
of innovative practice. While some of these stood out for 
the work that they were doing, we were also struck by 
the way in which they combined innovative work with the 
characteristics of learning organisations. In particular, they 
made time during the working day to share experiences 
and clinical problems. They were organisations where 
mutual support between staff shone out.


We asked about key factors that were needed to achieve 
this combination of productivity, clinical achievement, 
positive motivation, and team cohesiveness. The 
unanimous answer was that space had to be made 
to reflect and to share problems and successes with 
colleagues in their team, in spite of the working day being 
filled with clinical work. We also noted that practices we 
visited understood the principles of quality improvement. 
They observed what they did, they shared difficult issues, 
and they were data-rich and able to use data to reflect 
on how to improve their performance. An open and 
supportive approach enabled them to take on new roles 
in a safe way that developed trust across the whole team. 


The need for protected time for education was repeatedly 
emphasised to us, alongside the value of skills in 
evaluation to enable people to reflect critically and 
improve on the work that they were doing. Time and 
support were also needed for innovations to spread: too 
often, innovative practice is confined to the innovator’s 
immediate circle.


Training and CPD can be difficult to organise for an 
individual practice or pharmacy and there is wide variation 
in the access and time given to staff training. Federations 
of general practices and Community Education Provider 
Networks (CEPNs) have the necessary scale to develop 
and deliver training. In particular, CEPNs aim to promote 
inter-professional learning based around the needs of 
populations. They provide an opportunity to meet the 
educational needs of the multi-disciplinary primary care 
team, but also bring in community organisations and local 
authorities to provide education that is much broader that 
that traditionally provided to single professional groups. 
These models should be developed further. 


We note that the standard NHS consultant contract 
includes programmed time for ‘supporting professional 
activities’, which include audit, continuing professional 
development and clinical governance activities. 
Contractual and employment arrangements in primary 
care need to make equivalent time available for reflective 
learning among primary care staff and to meet the needs 
of their professional organisations, such as the Nursing 
and Midwifery Council.


Recommendations 


•	 Community	Education	Provider	Networks	provide	a	
framework that promotes inter-professional learning 
based around the needs of local populations. This 
model should be developed further across England 
in order to meet the educational needs of multi-
disciplinary primary care teams. 


•	 In	line	with	the	consultant	contract,	contractual	and	
employment arrangements for staff in primary care 
should include protected time to support professional 
activities focused on quality improvement and clinical 
governance. These activities need to be backed 
by an infrastructure to teach and monitor quality 
improvement activities.


Main sources of evidence: RCGP (FF33), BMA (EE58), 
Health Foundation (FF109, FF110), Westbourne Medical 
Centre/Dorset CCG (EE24).


5. Creating learning organisations


CEPNs have the potential to:


•	 connect	training	and	non-training	practices,	
community services, other services and 
education providers


•	 be	developed,	owned	and	delivered	in	the	
community


•	 co-ordinate	training	and	workforce	development	
across professional groups


•	 expand	community	training	placements	


•	 develop	new	roles	where	needed,	such	as	care	
navigators and physician associates


•	 build	sustainability	and	stability	through	local	
collaborations.
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Fewer than half of GPs working in England who 
responded to a recent BMA survey say they would 
recommend general practice to a medical student or 
doctor in training, and anecdotal evidence suggests that 
similar views about general practice nursing are prevalent. 
The changes we have recommended are designed to 
deliver high-quality primary care at the same time as 
creating productive and satisfying careers. 


The changes we recommend will require additional staff 
to be recruited to primary care but equally important 
are the additional skills that will be needed from the 
current and future primary care workforce. These include 
extended clinical skills for the roles that healthcare 
professionals in primary care will be delivering in 
future, and the management and leadership skills that 
will be needed to run new and evolving primary care 
organisations. Structured opportunities to release staff 
for in-service training during their careers will be needed 
and will make primary care a more attractive career if they 
become more systematically available.


We endorse the ‘Ten Point Plan’ for building the general 
practice workforce recently published by RCGP, BMA, NHS 
England and HEE.14 The plan includes the need to promote 
general practice in medical schools, to enhance recruitment 
to specialist training schemes for general practice, to 
improve the breadth of training, to invest in schemes to 
retain doctors in the workforce and enable them to return 
after career breaks, and to provide incentives for doctors 
to remain in practice at the end of their careers. We also 
note the suggestion of portfolio options to extend doctors’ 
options towards the end of their careers, in order to 
retain experienced doctors near to retirement within the 
workforce. This revives a proposal that was included in the 
2003 GP contract but never enacted. HEE and NHS England 
will need to lead on specific strategies to recruit, retain, 
retrain and return GPs to service. There will need to be both 
short and longer-term strategies for sustaining any uplift in 
the GP workforce.


This plan focuses on the need for education of GPs, 
however, in the work of the Commission we noted 
substantial gaps in the training needs of other primary 
care professionals. These same principles should be 
applied in particular to the training of general practice 
and community nurses. The percentage of the nursing 
workforce working outside the acute sector has remained 
virtually unchanged over the last decade, despite 
increasing amounts of work moving into primary care. 
GPs, general practice nurses and community nurses 
all suffer from workforce shortages and an ageing 
workforce. There needs to be a much stronger focus on 
primary care nursing as a career during general nurse 
training, and the specific skills required for primary care 
nursing should be included as part of the pre-registration 
nursing curriculum. Better support is needed around 
continuing professional development and mentorship 
for existing nurses working in primary care, including 
opportunities to extend their clinical, leadership and 


6. Creating sustainable careers


Ten-point plan to build the general practice 
workforce (RCGP, BMA, NHS England, HEE, 2015)


1. Promoting general practice to newly qualified 
doctors 


2. Improving the breadth of training for general 
practice 


3. Developing training hubs to enhance inter-
professional training for the whole primary care 
team


4. Targeted support for GPs moving to under-
served areas


5. Investment in retainer schemes 


6. Improving the training capacity in general 
practice 


7. Providing incentives for older doctors to remain 
in practice 


8. Developing new ways of working, including a 
broader workforce to support GPs in their clinical 
work


9. Providing schemes to promote easy return to 
practice 


10. Targeted investment for those returning to 
general practice


14 RCGP, BMA, NHS England, HEE (2015). Building The Workforce – The New Deal For General Practice.  


   www.england.nhs.uk/commissioning/wp-content/uploads/sites/12/2015/01/building-the-workforce-new-deal-gp.pdf 
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management skills. Nurses also need formal training 
opportunities so that they can move easily from hospital 
nursing into general practice and community nursing, 
for example, after a career break. In addition to this, we 
received evidence that the quality of ongoing training and 
support for general practice nurses is very variable across 
the country, including whether nurses are released for 
training by their employers.


We had a number of submissions from specialist 
societies, such as The Royal College of Psychiatrists, 
the British Society for Rheumatology and the British 
Orthopaedic Association, pointing to the need for better 
training for primary care clinicians in their specialties. In 
relation to developing new models of care, there will be 
a particular need for clinicians in primary care to receive 
training for extended roles, but also for the nature 
of training to change and be based increasingly on 
interactions between specialists and generalists working 
in primary care settings rather than lectures delivered 
outside the workplace. Physiotherapists have a particular 
role to play in bridging primary and secondary care for 
musculoskeletal conditions.


Increasing the primary care workforce by recruiting 
more doctors, nurses and allied health professionals 
may not be the most effective or cost-effective way to 
provide some types of care in primary care settings. We 
identified particular opportunities for providing training 
and ongoing support for physician associates, healthcare 
assistants and possibly paramedics. We noted a potential 
new role for medical assistants that is used in some 
other countries to relieve healthcare professionals of 
administrative work (such as dealing with most email 
and electronic tasks), and evaluation of this new role is 
recommended in the ten-point plan.


We noted a number of ways of bringing more healthcare 
assistants working in extended roles into the primary care 
workforce, including the use of apprenticeships schemes 
to recruit local people, and schemes for healthcare 
assistants working in general practice who want to train 
as general practice nurses. These may both be ways of 
adding to the primary care workforce.


In contrast to shortages of GPs and general practice 
nurses, there is likely to be an excess of trained 
pharmacists in England over the next few years, although 
there are currently insufficient pre-registration training 
places to enable all graduating pharmacists to become 
registered. There are opportunities for pharmacists to 
increase their contribution to primary care, especially if 
training is offered to enable them to provide extended 
roles as part of the general practice team (see Section 
2.2.3). Increasing the supply of pre-registration 
placements for pharmacists may be one of the most rapid 
ways of increasing the primary care workforce in the short 
term. Such placements would ideally include experience in 
both hospitals and in primary care.


Main sources of evidence: RCGP, BMA, NHS England, HEE 
(FF111), Centre for Workforce Intelligence (EE30), RCGP 
(FF33), BMA (EE58), COGPED (EE41), RCN/BMA (FF99), 
RCN (EE53), NAPC (EE33), South Sefton CCG (EE21), 
Dorset CCG/Westbourne Medical Centre (EE24), HEE 
Yorkshire and the Humber (EE27, FF39-FF45), Royal College 
of Psychiatrists (EE20), British Society for Rheumatology 
(EE54), BOA (EE57), Health Education East of England 
(EE34-EE37, FF53-FF58), Health Education North Central 
and East London (EE42, FF63, FF64), Health Education 
South London (EE28, FF66-FF69), Health Education North 
West London (EE44, FF74, FF100), SE Commissioning 
Support Unit (EE46), RAND Europe (FF105).
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Three things are required in order to deliver the vision of 
primary care that we have outlined in this report. First, 
there needs to be sufficient staff with appropriate training 
to do the work that is needed in primary care. Second, 
those staff need to have the skills to evaluate what they 
are doing and be empowered to change and improve the 
systems in which they are working. Third, the context in 
which staff are working needs to change. The NHS Five 
Year Forward View has created the right political and policy 
context for change, but some of the fundamental funding 
mechanisms in the NHS also need to change to in order to 
incentivise care that is truly integrated across sectors. Key 
to this also is that the NHS can measure the key outcomes 
that are now required from the health service.


In the course of this enquiry, we sought out innovative 
examples of primary care for us to visit (see Annex D). 
We were universally impressed and inspired by these 
visits. We were equally impressed by the individuals who 
had led changes in their local service as by the changes 
themselves, but the NHS cannot rely on exceptional 
people in a few places to deliver the scale of change that 
is needed. A much wider section of the workforce needs 
to be involved in both leading and managing change, 
with support for organisational development across 
primary care.


Training should be made available to primary care staff 
to enable them to take on leadership roles, including 
training in and ongoing support for strategic planning and 
business development. A culture needs to be encouraged 
within primary care to innovate and embrace change. 
Some of the changes we suggest in this report will, in the 
medium term, reduce the constant feeling of fire-fighting 
that many primary care workers feel and provide space to 
develop the service in the ways that are needed.


Some of the changes we have asked for will be difficult. 
They call for cultural shifts, for example, working with 
unfamiliar staff, where we know that change is slow and 
crucially dependent on developing personal relationships. 
Most of the changes we suggest are incremental, but 
some require organisational change where change itself is 
disruptive. Indeed, some of the many changes that have 
occurred in the NHS in recent years have reduced the 
capacity of those working in primary care for innovation. 
While urgent changes are needed to address workforce 


issues in primary care, it is important not to expect 
quick results from new models of care that require new 
relationships to be formed and trust to develop.


Governance is also important. The changes envisaged in the 
NHS Five Year Forward View point to NHS staff taking on a 
wide range of new and unfamiliar roles. It is essential that 
adequate clinical and corporate governance arrangements 
are in place, not only to ensure that care is of sufficiently 
high quality but also to ensure that those responsible for 
providing those services are aware of their responsibilities.


A core issue for this Commission has been the 
misalignment between trends in the professional 
workforce and population need. As we described earlier, 
the rising burden of chronic disease and frailty requires 
significantly more care to be delivered by primary and 
community services, yet recent workforce trends have 
not supported this shift from secondary to primary care. 
Many attribute this misalignment to a failure in workforce 
planning at both a national and local level, however, 
workforce planning is becoming increasingly complex 
and difficult. The factors that should inform a workforce 
plan – population health need, the nature of care and 
workforce roles – are all changing and interdependent. 
These changes are further accelerated by medical and 
technological advances.


Given these complexities, workforce planning is 
necessarily a balancing act that requires the ability to 
respond flexibly and adjust to changes in supply and 
demand factors over time. A submission from Health 
Education Yorkshire and Humber showed the value of 
a scenario-based approach. They recognise that there 
is no single workforce solution. Some practices in areas 
with lower retirement and healthy recruitment to training 
pathways may continue to configure their workforce 
to historical norms. However, they believe that most 
practices will find themselves under increasing workload 
pressure and will need to see their workforce evolve to 
embrace a wider skill mix out of necessity. A few practices 
will be in a more extreme situation that demands more 
radical workforce transformation, with a complete 
redesign of clinical pathways, significantly fewer GPs and 
much higher use of non-medical staff. Individual solutions 
will depend on both the needs of the population and the 
local availability of staff.


7. Making change happen: planning the future 
workforce
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A consistent message we received was that planning in 
primary care is difficult because of the lack of systematic 
data about who currently does what in primary care, 
or data on whether the primary care workforce has the 
appropriate training and skills to deliver the wide range of 
functions that are needed. Workload and activity surveys 
are carried out infrequently, by a range of interested parties, 
and without any consistent methodology. This needs to 
change to enable better planning and evaluation of primary 
care in future. In addition, many innovations in primary care 
are poorly evaluated. There is often a piecemeal approach 
to evaluation, which makes it hard for policy makers or 
NHS leaders to defend the use of their resources and be 
held to account for their implementation in practice.


8. Providing better data about primary care; 
making innovation evidence based


•	 Data	should	be	available	to	enable	details	of	the	
workforce, the work carried out by them, and the 
quality of that work to be available on a routine basis.


•	 All	new	resources	invested	in	new	models	of	care	
should include a component for suitably trained staff 
to evaluate and share evidence of their effectiveness 
in order to justify new ways of working. 


Main sources of evidence: RCGP (FF33), NHS 
Confederation and NAPC (EE33), Nuffield Trust (EE43, 
FF112) Health Education East of England (EE34), Health 
Foundation (FF109, FF110), Health Education Yorkshire 
and Humber (FF39).
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Crises sometimes turn out to be opportunities. General 
practice was certainly in crisis in 1965, when there 
were acrimonious disputes over the GP contract and 
18,000 GPs signed undated letters of resignation from 
the NHS. Despite deep divisions within the profession, 
these negotiations resulted in the 1966 GP contract that 
turned out to be the salvation of general practice at the 
time, with the introduction of support for practice staff 
and premises laying the foundations of modern general 
practice.
 
Another crisis occurred in 1991 when incentives were 
introduced for meeting immunisation and cervical 
cytology targets. Most GPs had only paper records and 
had to go down to their local computer store to start 
developing a recall register – yet that was the start of 
what is now the most comprehensive primary care 
electronic medical record of any country in the world. 


There are certainly those who believe there is a crisis 
in primary care at the present time, but there are also 
opportunities. The government continues to see a 
strong system of primary care as the foundation of the 
NHS, with primary care practitioners responsible for 
both commissioning and providing an increasing range 
of services. Our recommendations look to provide a 
workforce that is fit and able to deliver care to a changing 
population with changing needs, but who will always 
require high-quality compassionate care whenever they 
meet the NHS. 


Our vision for the future of primary care is drawn from 
the people we have met, the evidence we have read, our 
professional experience and, perhaps most of all, from 
the innovative examples of primary care we saw across 
the country. We were universally impressed and inspired 
by these visits. There is very little in this report that is 
not already happening somewhere in the NHS. What is 
needed is for these examples of outstanding practice to 
be rolled out more widely. Two fundamental things are 
required in order to deliver the vision of primary care that 
we have outlined in this report: there need to be sufficient 
staff with appropriate training to do the work that is 
needed in primary care, and individual staff members 
need to have the skills to evaluate what they are doing 
and be empowered to improve the systems in which they 
are working. 


Much of what we recommend can be achieved rapidly, 
though other changes will take time, especially those 
that require cultural change and the development of 
relationships across organisational boundaries. However, 
with a highly skilled workforce, effective multi-disciplinary 
teams and well-developed IT systems, we believe that the 
NHS is in an unparalleled position to develop a modern 
primary healthcare system that is truly world class. 
Focusing on care provided by healthcare professionals 
working in general practices, community nursing and 
in pharmacies, we offer a vision of primary care that 
will provide challenging and fulfilling careers for young 
health professionals while delivering a standard of care to 
patients of which the NHS can be truly proud. 


9. Conclusions
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To achieve this vision, primary care needs to change. It will 
still be based around the GP practice holding responsibility 
for the care of its registered patients, but practices will 
have a stronger population focus and an expanded 
workforce. Many existing healthcare professionals will 
develop new roles, and patients will be seen more often 
by new types of healthcare professional such as physician 
associates. Clinical staff will have better administrative 
support and, when needed, healthcare professionals will 
be able to spend more time with their patients to discuss 
and plan their care. They will also be able to communicate 
with patients and with other health professionals by 
phone, email and video-conference.


Individual general practices and community pharmacies 
will work more closely together through networks and 
federations in order to provide a wider range of services, 
and IT systems will become joined up across providers 
of primary care. Primary and community care staff will 
also work closely with secondary care and social services 
through some of the models outlined in the NHS Five Year 
Forward View. Premises will be upgraded, making better 
use of existing community facilities in order to support 
closer working with hospitals and with social services, and 
to provide a wider range of diagnostic facilities.


Building new models of care needs to be done equitably. 
Some of the most deprived areas of the country have 
the greatest recruitment problems, the biggest resource 
challenges and the greatest health need. First-class primary 
healthcare must be available in all parts of the NHS.


It will be important to support these changes through 
education and training, especially in general practice 
nursing and community nursing, where career structures 
and training opportunities lag well behind training for 
doctors. Primary care staff, including managers, will 
need training and ongoing support to provide leadership 
and management of new and emerging primary care 
organisations.


In preparing this report, we saw a range of models 
for delivering high-quality primary care. In addition to 
excellent traditional practices where there were more 
doctors than nurses, we also saw practices where there 
were more nurses than doctors, and practices where 
significant amounts of the workload were undertaken 
by other health professionals such as pharmacists 
or physician associates. For this reason, we do not 
recommend one particular staffing model or ratio (for 
example, GPs or general practice nurses per head of 
population). All general practice teams need both medical 
and nursing input (Sections 2.2.1 and 2.2.2), but we see 


major opportunities to expand the primary care workforce 
through the use of other healthcare professionals 
(Sections 2.2.3 to 2.2.5). 


There are also opportunities to reduce the administrative 
burden on healthcare professionals. This is a major cause of 
workload stress and a significant issue cited by GPs leaving 
the profession early. GPs currently spend 11 per cent of 
their time on administration. If administrative staff (such as 
medical assistants) took on half of this work, this would be 
equivalent to 1,400 more full-time GPs in England. New 
approaches to the best use of administrative support roles 
need active piloting and evaluation (Section 2.2.4).


In order to achieve our vision for primary care, we make the 
following recommendations:


A multi-disciplinary primary  
care workforce
1. Both short-term and long-term strategies are needed 


to increase recruitment and retention of GPs. The 
measures to increase GP numbers outlined in the 
Ten Point Plan agreed by Health Education England 
(HEE), NHS England, the Royal College of General 
Practitioners (RCGP) and BMA in 2015, should be 
implemented rapidly along with the government’s 
commitment to recruiting 5000 additional GPs. 
National targets for GP numbers should be regularly 
reviewed. There should also be scope to adjust 
plans at local level providing that those plans can be 
demonstrated to meet local need. (Sections 2.2.1 
and 6, recommendation to HEE, NHS England, 
professional bodies and general practices)


2. Measures equivalent to the Ten Point Plan agreed 
for GPs are needed to improve recruitment and 
retention in primary care nursing. The number of 
general practice nurses and community nurses needs 
to increase in order to address both current shortfalls 
and the number of nurses due to retire in the next 
5-10 years. (Section 2.2.2, recommendation to NHS 
England, HEE and general practices)


3. There should be greater involvement of clinical 
pharmacists, including prescribing pharmacists, in the 
management of people on long-term medication and 
people in care homes. This role is best carried out in 
the GP practice in order to allow full access to the 
patient record and to maximise interaction between 
the pharmacist and other clinical staff in the practice. 
(Section 2.2.3, recommendation to NHS England, HEE, 
general practices and community pharmacies)
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4. Wider use should be made of community pharmacists 
and pharmacy support staff in managing minor illness 
and advising people about optimising their medicines. 
There should be agreed protocols for treatment and 
referral between local organisations of pharmacists 
and GP practices. (Section 2.2.3, recommendation 
to NHS England, HEE, federations of community 
pharmacies and GP practices)


5. There are substantial potential benefits from a range 
of new approaches to staffing in general practices 
including the wider use of physician associates and 
healthcare assistants. The potential for paramedics 
to substitute for GPs in the assessment of urgent 
requests for home visits merits further evaluation. 
(Sections 2.2.4 and 2.2.5, recommendation to NHS 
England, HEE, the National Institute for Health 
Research and general practices)


6. New support staff roles have the potential to reduce 
the administrative burden on GPs and nurses to 
enable them to focus on clinical care. These roles 
should be developed and evaluated. (Section 2.2.4, 
recommendation to HEE, NHS England and practices, 
the National Institute for Health Research)


7. More evaluation is needed of new approaches to 
using allied health professionals in primary care, 
especially to determine whether direct access for 
some conditions makes cost-effective use of NHS 
resources. (Section 2.2.5, recommendation to the 
National Institute for Health Research)


8. 24-hour community nursing services should be 
available in all areas in order to achieve a significant 
and sustainable shift of care from hospital to the 
community. (Section 2.2.2, recommendation for NHS 
England and CCGs)


9. The costs and benefits of using a relatively unskilled 
workforce to triage requests for out-of-hours care 
are not sufficiently well established and may be a 
cause of hospital overuse. Research is needed to 
compare skilled versus less-skilled staff providing 
telephone triage in out-of-hours care. (Section 2.6, 
recommendation to the National Institute for Health 
Research and CCGs)


10. Practices should analyse their clinical case-mix when 
deciding what skills they need to deliver high-quality 
care. They then need to agree clear criteria for what 
each healthcare professional will do and ensure that 
staff are fully competent in the roles they undertake. 
(Section 2.2.7, recommendation to general practices, 
CCGs and  healthcare regulators)


11. Practices need to create protected time and space 
to support effective team working. In line with the 
consultant contract, contractual and employment 
arrangements for staff in primary care should include 
time to support professional activities focused on 
quality improvement and clinical governance. (Section 
5, recommendation to NHS England, HEE, GP and 
pharmacy practices)


Making better use of technology
Building on the strength of electronic general practice 
records, primary care staff, including community nurses and 
health visitors, should be able to access a common primary 
care record. In addition, we regard it as outdated that 
healthcare professionals working in primary care are unable 
to communicate freely with hospital specialists, for example, 
by using email and electronic messaging.


We also believe it will soon appear outdated that, unlike 
countries such as Denmark, patients and clinicians cannot 
routinely communicate by email: if 5 per cent of GP 
consultations could be dealt with by email, this would save 
17 million face-to-face consultations a year. However, we 
do not know to what extent emails from patients would 
generate additional demand. We make the following 
recommendations in relation to making better use of 
technology:


12. Email correspondence and electronic messaging 
should become routine between primary care 
healthcare professionals and hospital specialists, 
enabling both to seek advice and give guidance on 
patient care. While this may need protected time in 
the working day, there are significant potential cost 
savings in terms of reduced referrals to hospital. 
(Section 2.3.1, recommendation to NHS England  
and CCGs)


13. Email correspondence between primary care clinicians 
and their patients should be piloted prior to becoming 
a routine part of NHS care. The impact of introducing 
emails from patients on the primary care workload 
should be evaluated, bearing in mind its potential 
to reduce face-to-face consultations. (Section 2.3.2, 
recommendation to NHS England, general practices 
and the National Institute for Health Research)


14. Primary care staff, including community nurses and 
health visitors, should use a common medical record 
based on the general practice electronic record. 
(Section 2.2.2, recommendation to NHS England, 
CCGs and to local authorities)
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15. There should be a single point of access to out-of-
hours services to avoid patients needing to make 
more than one call to get advice. Software solutions 
that go beyond the Summary Care Record need to 
be accelerated so that GP out-of-hours services have 
full access to electronic medical records including care 
plans. (Section 2.6, recommendation to NHS England, 
CCGs and general practices)


Federations and networks of 
practices
Despite the strong worldwide reputation of UK primary 
care, it is increasingly recognised that the traditional small, 
independent ‘corner shop’ model of general practice and 
community pharmacy can no longer fully meet the needs 
of patients. Practices will need to be linked in networks, 
federations or large practices (‘super-practices’) or as part 
of multi-speciality community providers. This will enable 
them to provide a wider range of services, to offer better 
opportunities for staff development and training, and to 
work more effectively with commissioners, specialists, 
hospitals and social services. 


Support and training is needed for those taking 
on leadership and management roles in these new 
organisations. Primary care staff have historically been 
relatively unengaged in NHS opportunities for leadership 
training and this must be redressed. 


Federations or networks of practices offer opportunities 
to develop links with patient groups and local community 
organisations in a way that is very difficult for individual 
practices. This will provide better support for people with 
long-term conditions and others with particular health 
needs. Federations and networks also offer the opportunity 
to engage patients much more actively in planning primary 
care services than has been possible before.


16. Large groupings of general practices (for example, 
federations, networks and super-practices) and 
federations of community pharmacies have much to 
offer in extending the scope of care provided in the 
community and improving coordination of  
care. Their development should be supported. 
(Section 4, recommendation to NHS England and 
professional bodies)
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17. Within federations and networks, staff should be 
identified with responsibility for developing links 
with patient groups and with local community 
and voluntary organisations. (Section 3.3, 
recommendation to GP federations and networks and 
federations of pharmacies)


Integrating care
Fragmentation of care is one of the major faults in health 
and social care, and the current array of community-based 
services is confusing for the public and professionals. We 
make the following recommendations in order to improve 
integration of care.


18. In line with some models in the NHS Five Year Forward 
View, specialists should be involved in a wider range 
of activities that bring them into direct contact with 
primary care staff. These might include routine email 
and telephone advice, supporting continuous quality 
improvement by attending multi-disciplinary team 
meetings, supporting primary care staff working in 
extended roles and providing referral clinics in primary 
care settings. (Section 3.1, recommendation to NHS 
England, CCGs and general practices)


19. Contracts for community nursing services and GP out-
of-hours care should require bidders to demonstrate 
that they have the ability to integrate well with other 
primary care providers. This will encourage contracts 
to be held by organisations representing primary care 
providers, for example, federations of GP practices, 
multi-specialty community providers or primary 
and acute care systems, rather than by stand-alone 
providers or community trusts (Sections 2.6 and 3.2, 
recommendation to NHS England and CCGs)


20. There should be a single point of access to community 
services and social services for urgent assessments. To 
facilitate effective multi-disciplinary assessment (for 
example, acutely ill older people, discharge planning), 
staff from the necessary range of healthcare 
disciplines and from social services should be co-
located and develop a team-based approach.  
(Section 3.3, recommendation to NHS England, CCGs 
and local authorities)
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Quality and safety in  
primary care
GPs and general practice nurses are seeing patients with 
increasingly complex problems some of whom require longer 
face-to-face consultations. Already, the average time spent 
by GPs in each consultation exceeds the average booking 
interval. This is particularly important for patients with 
complex medical and personal needs, where doctors need 
to be able to give longer appointments for comprehensive 
assessment and management, and where better patient 
education may result in improved use of medication and 
more effective self-care. 


If face-to-face consultations become longer, some of 
this increased time may be offset by people having 
their problems more satisfactorily addressed at an initial 
consultation and not needing to return. Time may also be 
freed up for longer consultations by employing other team 
members to see less complex cases and by extending use 
of other forms of communication (such as phone, video-
conferencing and email). 


As people develop more complex long-term conditions, 
it will become more important for patients to see a 
clinician whom they know so that their preferences can 
be taken into account avoiding, for example, unwarranted 
polypharmacy. For healthcare professionals, it is 
increasingly important that they should see patients that 
they know in order to provide safe care for patients with 
complex problems within time-constrained consultations. 
The increasing difficulty that patients experience in 
booking with a particular doctor or nurse is becoming a 
major issue for patient choice in the NHS.


21. General practices should be organised so that a 
significant proportion of face-to-face consultations 
can be longer in order to enable patients to have time 
to fully explore their health problems, their options for 
care and how they can best manage their conditions. 
(Section 2.4.3, recommendation to NHS England, 
CCGs and general practices)


22. The ability for people to book to see a doctor or nurse 
of their choice should be monitored as a key metric of 
the quality of general practice care. (Sections 2.4.2, 
recommendation to NHS England, CCGs and general 
practices)


23. Data should be publicly available on the quality of 
primary care. This should include measures of access, 
communication, clinical quality and integration. It is a 
priority to develop measures of integration since these 
do not currently exist in a form that can be routinely 
applied in the NHS. (Section 2.4, recommendation 
to NHS England and National Institute for Health 
Research and the CQC)


Population groups with 
particular needs
Socio-economic deprivation
24. Measures are needed to address inequalities in the 


distribution of healthcare professionals in order 
to improve the major deficits seen in areas of 
socio-economic deprivation and poor health. New 
workforce initiatives should be prioritised in these 
areas. (Section 2.5.1, recommendation to HEE and 
NHS England)


Care for children
25. GP practices should have access to a named 


paediatrician and a named children’s nurse. They 
should have named health visitors who use a common 
NHS electronic record to share information with other 
primary care staff. (Section 2.5.2, recommendation to 
HEE and NHS England)


Care for people with mental health 
problems 
26. Practices or groups of practices should have access to 


a named consultant psychiatrist and a named mental 
health worker such as a primary care mental health 
worker or community psychiatric nurse. (Section 
2.5.3, recommendation to NHS England)


Care for people with challenging health and 
social care needs
27. Clinical commissioners should address the needs 


of people with challenging health and social care 
needs (such as homeless people and substance 
abusers) that need ‘one-stop’ healthcare hubs where 
people can receive multiple services in one place. 
This may be addressed by practices established to 
provide care specifically for vulnerable groups or 
through conventional practices with on-site access 
to a multi-disciplinary team that includes social 
workers and drug and alcohol teams. (Section 2.5.4, 
recommendation to NHS England and CCGs)
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Care for people in nursing and  
residential homes
28. Care for people in nursing and residential homes 


should be organised so that all patients in a home 
are cared for by one GP practice, except where a 
resident asks to be registered with a different practice. 
Likewise, one community pharmacy, ideally linked to 
the general practice, should provide advice on safe 
prescribing and medicines use in each home. (Section 
2.5.5, recommendation to CCGs, general practices, 
community pharmacies and care home owners)


29. Within general practices, one or two doctors should 
take responsibility for their patients in each home, 
prioritising proactive care over responding to acute 
illness, for example, with regular ‘ward rounds’. GPs 
should have access to the full electronic medical 
record with the ability to prescribe electronically 
while they visit nursing or residential homes. (Section 
2.5.5, recommendation to general practice and care 
home owners)


Care at the end of life
30. People at the end of life and their families should 


be able to identify and contact named individuals 
who lead on their care, for example a GP, 
community nurse, or specialist nurse. (Section 2.5.6, 
recommendation to general practices)


31. Healthcare professionals providing care to patients 
at the end of life should have access to an up-to-
date care plan 24 hours a day, access to community 
nursing services 24 hours a day, and to night sitting 
services. They should have ready access to drugs 
commonly used at the end of life, and advice from 
palliative care specialists should be available 24 
hours a day. (Section 2.5.6, recommendation to NHS 
England, CCGs and community pharmacies)


Education and training: creating 
learning organisations
With some exceptions (for example, medical student 
teaching and GP training), little priority has been given 
in the NHS to training and professional development for 
staff working in primary care. This needs to change and 
we make several specific recommendations relating to 
training. In addition to these, an infrastructure needs to 
be provided to support training across the primary care 
workforce including training and support for quality 
improvement activities.


32. Structured training opportunities should be available 
to all primary care staff wishing to develop extended 
clinical, academic or leadership roles during their 
careers. There is a particular need for leadership 
training and ongoing support for primary care staff 
with leadership roles in federations and networks 
and for staff to develop skills in quality improvement. 
We also identified a need for staff to be trained 
in new forms of consultation using phone, video-
conference and email. Specific provision is needed 
for foundation programmes with minimum training 
standards for registered nurses who transition from 
secondary to primary care, (Sections 2.2.1 and 2.2.2, 
recommendation to CCGs, HEE, general practices and 
regulators)


33. Pre- and post-registration placements in primary 
care should be commissioned as part of routine 
training for nurses and pharmacists as they are for 
medical students and GPs. (Sections 2.2.2 and 2.2.3, 
recommendation to HEE)


34. The number of pre-registration pharmacy placements 
needs to increase in order to meet the enhanced 
role for pharmacists identified in this report. These 
placements should include experience in community 
pharmacies and in general practices as well as in 
hospitals. (Section 2.2.3, recommendation to HEE and 
community pharmacies)


35. There should be opportunities for joint training 
of health and social care staff to enable more 
efficient assessments to be made and to increase 
understanding between the professions. Community 
staff making urgent assessments of acutely ill 
patients should receive basic training in the skills of 
other members of their team in order to increase 
the efficiency of their assessments. (Section 3.2, 
recommendation to HEE, NHS England, CCGs, local 
authorities, healthcare regulators and professional 
bodies)


36. Community Education Provider Networks provide a 
model that promotes inter-professional learning based 
around the needs of local populations. This model 
forms part of the concept of a training hub in the Ten 
Point Plan and should be developed further in order 
to meet the educational needs of multi-disciplinary 
primary care teams. (Section 5, recommendation to 
NHS England and HEE)
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Providing better data about 
primary care; making innovation 
evidence based
We received a consistent message planning in primary 
care is difficult because of the lack of reliable systematic 
data about the numbers of different disciplines in primary 
care, who currently does what, and whether they 
have the appropriate skills to deliver the wide range of 
functions that are needed. Workload and activity surveys 
are carried out infrequently, by a range of interested 
parties and without any consistent methodology. This 
needs to change to enable better planning and evaluation 
of primary care in future. In addition, many innovations 
in primary care are poorly evaluated with a piecemeal 
approach to evaluation that makes it hard for policy 
makers or NHS leaders to defend the use of the resources.


37. Data should be available to enable details of the 
workforce, the work carried out by them, and the 
quality of that work to be available on a routine basis. 
(Section 8, recommendation to NHS England)


38. All new resources invested in new models of care 
should include a component for suitably trained staff 
to evaluate and share evidence of their effectiveness 
in order to justify new ways of working. (Section 8, 
recommendation to NHS England and the National 
Institute for Health Research)


Making change happen
Some of our recommendations will require significant 
additional investment, particularly the need for additional 
staff. However, not all of the recommendations are 
expensive and some will result in cost savings from 
better use of NHS resources. If primary care can offer a 
consistent and coordinated service, this will reduce the 
constant demands for growth in the acute sector and 
many of our recommendations are designed to reduce the 
demand on specialist services.


Compared to recruitment of new staff, many of our 
recommendations will be less expensive. These include 
education and training, IT development, and changing 
contracting requirements for some NHS services. Some 
of these will result in cost savings from better use of NHS 
resources. 


Some of our recommendations require a minimal 
investment, for example the ability for GPs and general 
practice nurses to communicate easily by email with their 
specialist colleagues in hospital. Some recommendations 
require only the will to change, for example, one GP 
practice having responsibility for all patients in a care 
home except where residents specifically request an 
alternative GP, patients at the end of life being able to 
identify who is responsible for coordinating their care, and 
introducing the ability for patients to see a doctor or nurse 
of their choice as a key performance metric for the NHS.
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Some recommendations require technical solutions that are 
long overdue. These include general practices, community 
staff and health visitors using a common patient record. 
Software solutions need to be accelerated so that staff 
visiting care homes and those providing out-of-hours care 
have full access to the patient’s medical record. 


Some of our recommendations require further research 
or evaluation. All new NHS initiatives should collect data 
to show whether they have added value and improved 
quality and patient/staff experience. There is an urgent 
need for good measures to show the extent to which care 
is well integrated: these measures need to be developed. 
We think there is a strong case for allowing patients to 
email their GP or nurse as in some other countries, but the 
impact on primary care workload needs to be assessed. 
Some new roles in primary care also need further 


evaluation before they can be widely recommended. 
These include new administrative roles such as medical 
assistants, physiotherapists providing first-contact care 
without referral, and paramedics responding to urgent 
requests for care. 


The ‘triple aim’ of healthcare – of improving population 
health, improving patient experience and containing cost – 
needs to become a ‘quadruple aim’ that includes improving 
the working life of health professionals. This recognises 
that care of the patient requires care of the provider. If our 
recommendations are implemented, we envisage primary 
care moving rapidly out of its present situation with 
constant talk of crisis to one where a high-quality service is 
provided by well-motivated professionals. Our vision for the 
future is summarised in the following box:


Primary care will have at its heart active collaboration 
between healthcare professionals and the people they 
care for. This patient-focused approach will require 
collaboration between professionals and strong 
team working, both within and across organisational 
boundaries.


Primary care practices will include a wider range of 
disciplines. As well as GPs, nurses and administrative 
support, primary care teams may include healthcare 
assistants, physician associates, paramedics, allied 
health professionals, social workers and others. 
Pharmacists will increasingly become a core part of the 
general practice team. 


It will be normal for general practices to work 
together, for example, as parts of federations or 
networks of GP practices, giving smaller practices 
access to an extended primary care team. Community 
pharmacies will also form networks that may 
sometimes join with general practice networks.


Given the complexity of people’s needs and the need 
for time to fully engage people in managing their 
care, many face-to-face consultations will be longer. 
Primary and community care staff will make greater 
use of technology to increase access and support for 
patients. They may communicate by phone, by video-
conference and by email, and practices will provide 
web-based support to help patients manage their 


own conditions. Staff will be able to guide patients 
to a wider range of resources from lay and voluntary 
organisations.


Community nurses and health visitors will work 
much more closely with general practices and will 
share electronic records with them. In many cases, 
contracts for community nursing services will be held 
by federations of GP practices to improve integration 
of care.


Hospital doctors and nurses will increasingly work with 
others in community settings, for example, in care of 
the elderly. While hospital-based specialists may run 
clinics and see patients in the community, a major role 
will be to support clinicians in primary care.


Support staff will deal with much of the administrative 
work currently done by doctors and nurses (such as 
dealing with most email and electronic tasks), freeing 
them up for clinical work.


High-quality education will be available to all staff 
working in primary care to give them access to 
continuing professional development, to enable them 
to develop advanced skills, and to provide them with 
the leadership and management skills to run new 
primary care organisations such as federations of GP 
practices.


Our vision of primary care for the future
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Annex A: Evidence considered by the commission    
 i) submitted  
 ii) literature


Annex B: Terms of Reference for the Commission


The UK population is projected to grow by approximately 
7% to 68 million between 2012 and 2022. The future 
health and care system will require greater emphasis on 
community, primary and integrated services, being able to 
care for and support patients in appropriate settings for 
example, their own home and care homes. 


Primary care services will need to change to meet 
the challenges of an ageing population and to better 
serve those with complex health and care needs; 
providing personalised, proactive care to keep people 
healthy, independent and out of hospital. Additionally, 
improvements in information technology will support 
people to take control of their own care, with greater 
support and information for carers.  


New models of care and ways of working will mean 
moving away from traditional professional boundaries and 
ensuring staff are able to take on different roles across a 
variety of care settings where it benefits patients. More 
working in multi-disciplinary teams and work to break 
down barriers between primary and secondary care is 
required.
 
This multi-professional workforce needs to be given 
the right education and training to ensure they have 
adaptable and transferable skills that are continually 
refreshed and reviewed so that they are responsive to 
evidence and innovation to enable ‘whole person’ care 
driven by patient rather than professional need.


Our long-term workforce planning and development 
strategy needs to focus on the anticipated future 
population needs.


This Commission will be cognisant of the needs of and be 
aligned with other strategies being developed both within 


Health Education England (HEE) and partners across the 
systems for example; Transforming Primary Care and The 
Urgent and Emergency Care Review. 


Purpose of the Commission 
The Commission will identify models of primary care that 
will meet the needs of the future NHS. This will inform 
priorities for HEE investment in education and training to 
deliver a primary care workforce that is fit for purpose, 
flexible and able to respond to new models of primary 
care. The commission will highlight good examples of 
integrated, patient focussed out of hospital care which 
will influence service commissioners and regulators.


In identifying future models of primary care, the 
Commission will need to be cogniscent of:


1. Patient and population need.


2. Emerging models of primary care care which respond 
to population need including:


•	 A	shift	from	secondary	to	primary	and	community	
care settings with increased care taking place closer to 
home


•	 Better	integration	of	primary	and	secondary	care


•	 Better	integration	of	health	and	social	care


•	 New	ways	of	working	in	urgent	and	emergency	care


•	 7	day	services


•	 Adjusting	the	shape	of	medical	training	to	support	a	
more generalist and a specialist workforce 


•	 Supporting	self-care	and	management	of	long	term	
conditions.


All documents can be accessed from the Health Education England website  



http://hee.nhs.uk/work-programmes/primary-and-community-care-programme/primary-care-workforce-commission/
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3. Maximising the contribution of the skills needed to 
deliver models of care, including detailed reviews of 
skill mix and working across boundaries. Including 
determination of successful models and champions 
for these.


4. Education and training:


•	 Transferable	skills	between	healthcare	settings


•	 The	use	of	competency	based	frameworks	for	
developing workforce need


•	 Novel	training	models


•	 Development	of	advanced	practice


•	 Return	to	Practice	of	professionals	including	primary	
and community care nurses and GPs. 


•	 Technology	Enhanced	Learning


•	 Consistent	training	content	and	standards	between	
agencies 


•	 Developing	hub	and	spoke	practice	training	models


•	 Increasing	practice	placement	capacity	across	primary	
and community care


5. Workforce modelling within specific settings and care 
models considering best practice examples.


 
6. Making careers in primary and community care more 


attractive to a broad range of health professionals 
which might include consideration of incentives, 
support for return to practice and consideration of 
retraining and supporting the current workforce. 


How we will work 
The commission will engage with key partners across the 
health and social care system including patients and public 
through HEE’s Patient Advisory Forum. 


Current workforce initiatives
HEE is already leading on a number of initiatives relevant 
to the development of the out of hospital workforce. It 
will be important to align emerging outputs from these 
initiatives to the commission.


Research
The commission will undertake research to feed into the 
work of the Commission. The research will look to identify:


•	 International	comparisons


•	 Different	workforce	models	in	primary	care	both	
nationally and internationally


•	 Identifying	good	practice	both	nationally	and	
internationally, including case studies


•	 Identifying	champions	for	models	of	care	or	workforce	
interventions


•	 Consideration	of	workforce	outcome	measures.


Measures or indicators of success
The commission will need to consider and identify clear 
and robust indicators and measures of success which 
might include economic analysis and impact assessments 
and outcome measures. This element of the work will be 
procured externally. 


Cost implications
This is an important commission but is limited in its scope 
due to the timescale of 6-months. It will be less broad 
than reviews for example, Shape of Training and Shape of 
Caring.
 
A realistic costed budget will need to be determined and 
supported by system partners.


Timescales 
•	 Establish	the	Commisison	includingTerms	of	Reference	


during Autumn 2014


•	 Undertake	the	work	of	the	commission	during	January	
– May 2015


•	 Make	recommendations	during	July	2015	


15 Professor David Greenaway, Securing the future of excellent patient care (Greenaway Review, 2013) 
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Annex C:  Individuals and organisations which 
submitted evidence; site visits


Acorn Surgery, The Oak Tree Centre 
Beacon Medical Group
Bolton Community Practice CIC
Brid Inc
British Acupuncture Council 
British Association of Social Workers 
British Medical Association (BMA)
British Orthopaedic Association 
British Society for Rheumatology
Care UK
Centre for Workforce Intelligence
College of Occupational Therapy
College of Social Work 
Committee of General Practice Education  
Directors (COGPED)
Cuckoo Lane Health Care
Devon Local Pharmaceutical Committee 
East Lancashire Hospitals NHS Trust (ELHT)
Fakenham Medical Practice
Family Doctor Association
Fisher Medical Centre
Gaywood House Surgery
General Medical Council (GMC)
Guy’s and St Thomas’ Community Service  
NHS Foundation Trust 
Health Education East Midlands
Health Education East of England
Health Education England Central
Health Education Kent, Surrey and Sussex
Heath Education North Central and East London
Health Education North East 
Health Education North West
Health Education North West London
Health Education South London
Health Education South West 
Health	Education	Thames	Valley
Health Education West Midlands
Health Education Wessex
Health Education Yorkshire and Humber
Health Innovation Network South London 
Hurley Group 
Imperial College London
Invicta Health CIC
Jhoots Pharmacy 
Kingskerswell and Ipplepen GP Practice
Lakeside Surgery
National Association of Patient Participation 
National	Voices	
NHS Barnsley CCG
NHS Blackpool CCG
NHS Central Manchester CCG
NHS Chorley and South Ribble CCG and NHS Greater Preston 


CCG in partnership with Health Education North West, Lancashire 
Teaching Hospitals Foundation Trust and Lancashire Care 
Foundation Trust
NHS Cumbria CCG
NHS East and North Hertfordshire CCG
NHS England Devon, Cornwall and Isle of Scilly 
NHS Halton CCG
NHS Hambleton, Richmondshire and Whitby CCG
NHS Harrogate and Rural District CCG
NHS Leeds North CCG, Leeds West CCG, Leeds South and  
East CCG
NHS North Lincolnshire CCG
NHS Richmond CCG
NHS Somerset CCG
NHS South Sefton CCG and Southport and Formby CCG
NHS Waltham Forest CCG
NHS West Norfolk CCG
NHS Westbourne Medical Centre/ Dorset CCG
North East Essex CCG 
NHS Confederation
NHS England
Northumbria Healthcare NHS Foundation Trust
Nottingham CityCare CIC
Nuffield Trust
Oxford Health NHS Foundation Trust
Oxford University Hospital Trust in partnership with Oxford GP 
Deanery, Emergency Multidisciplinary Units (EMU) and Witney 
Community Hospital
Pharmacy	Voice	
Primary Care Education Group, Parklands Practice
Queen’s Nursing Institute 
Royal College of General Practitioners (RCGP)
Royal College of Nursing (RCN)
Royal College of Psychiatrists (PCPsych)
Royal College of Speech and Language Therapists (RCSLT)
Royal Medical Benevolent Fund (RMBF)
Royal Pharmaceutical Society (RPS)
Salford Royal Foundation Trust
Sentinel Healthcare SouthWest Community Interest Company
Sherdley Medical Centre and Eldercare at St Helens Hospital
Skills for Care
South East Community Support Unit 
St Austell Health Group
Stowhealth 
Suffolk GP Federation
The Chartered Society of Physiotherapy (CSP)
The Old School Surgery/Old School Pharmacy
The Royal College of Emergency Medicine (RCEM)
The	Vitality	Partnership
UK Association of Physician Associates (UKAPA)
Urgent Care Commission
York Street Medical Centre, Leeds Community Healthcare  
NHS Trust
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Glossary


This glossary is to help readers understand terms they may 
not be familiar with, particularly if new to the field, and 
given the complexity of the Primary Care workforce. These 
definitions are not intended to mandate usages. 


Advanced Nurse Practitioner
A registered nurse who has acquired the expert 
knowledge base, complex decision-making skills 
and clinical competencies for expanded practice, the 
characteristics of which are shaped by the context and/
or country in which s/he is credentialed to practice. A 
Master’s Degree is recommended for entry level to an 
Advanced Nurse Practitioner role.


Allied Health Professionals
Allied health professions are health care professions 
distinct from nursing, medicine and pharmacy. They 
include arts therapists (art therapists, drama therapists 
and music therapists), chiropodists/podiatrists, dietitians, 
occupational therapists, orthoptists, orthotists, 
paramedics, physiotherapists, prosthetists, radiographers, 
and speech and language therapists.


APMS contract
Alternative Provider Medical Services (APMS) is a 
contracting route available to enable Primary Care 
Organisations (PCOs) to commission or provide Primary 
Medical Services (PMS). APMS provides the opportunity 
for locally negotiated contracts allowing PCOs to contract 
with non-NHS bodies, such as voluntary or commercial 
sector providers, (or with GMS/PMS practices) to supply 
enhanced and additional primary medical services. PCOs 
can enter into APMS contracts with any individual or 
organisation to meet local needs, as long as core NHS 
values are fully protected and secured.


Clinical Commissioning Group
A Clinical Commissioning Group (CCG) is an organisation 
responsible for implementing the commissioning roles 
as set out in the Health and Social Care Act 2012. They 
do this by planning and designing local health services in 
England then ‘commissioning’ or buying health and care 
services including Planned Hospital Care and Urgent and 
Emergency Care.


Community Interest Company
A Community Interest Company (CIC) is a type of 
company introduced by the United Kingdom government 
in 2005 under the Companies (Audit, Investigations and 
Community Enterprise) Act 2004, designed for social 
enterprises that want to use their profits and assets for 
the public good.


Multi-specialty Community Providers 
A new model of working first described in the NHS Five 
Year Forward View, the MCPs envisage a much wider 
range of specialist services being delivered out of hospital 
and in the community, often from expanded community 
facilities which are closely linked to general practices 
through formal or informal federations or networks.


NHS Agenda for Change
Agenda for Change (AfC) is the current National Health 
Service (NHS) grading and pay system for all NHS staff, 
with the exception of doctors, dentists and some senior 
managers.


NHS Vanguard Site
These are individual organisations and health and social 
care partnerships which were chosen by NHS England in 
2015 to develop models to support improvement and 
integration of services with the aim of transforming how 
care is delivered locally.


Physician Associate 
The Physician Associate is an innovative new health 
professional, who works with the clinical team to 
provide quality health care across the NHS. They carry 
out defined duties under supervision to support but not 
replace doctors.


Primary and Acute Care Systems 
The NHS five year forward view introduced a collaborative 
approach to improving patient care by forming Primary 
and Acute Care Systems (PACS).  These create new 
partnerships under a variety of frameworks to join up 
GP, hospital, community and mental health services and 
provide new models of care delivery. 







61


Prime Ministers Challenge Fund
A development fund helping to improve access to 
general practice and stimulate innovative ways of 
providing primary care services. The Government asked 
NHS England to lead the process of inviting practices to 
submit innovative bids and overseeing the pilot schemes. 
Wave one was launched in April 2014 and saw twenty 
pilot schemes selected that is benefitting over 7 million 
patients across more than 1,100 practices. In March 
2015 a second wave was launched with 37 pilot schemes 
covering 417 practices, serving over 10.6m patients. They 
were chosen to lead the way in testing innovative ways 
of increasing access and delivering wider transformational 
change in general practice.


Super-practices
Large scale GP practices created by merging patient lists 
and combining services to achieve economy of scale and 
increased capacity for care and patient services. Super-
practices may be over multiple sites or combined in one 
facility with additional services. 
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1 Introduction 
 
These generic standards, endorsed by the Academy of Medical Royal Colleges, 
describe acceptable practice for the communication of patients’ diagnostic test 
results on discharge from hospital. Where possible they have been drawn from 
published literature.  
 
The standards form part of a wider piece of work to improve communication during 
handover at the time of discharge from secondary care being undertaken with 
support from a number of the Patient Safety Collaboratives. Further resources to 
support this work are available on the discharge area of our website. 
   
Although not mandatory, it is anticipated that improved systems of handover of 
patients’ test results, underpinned by the standards, will be developed by hospitals 
and primary care organisations. Examples of local systems and practice, metrics and 
subsequent learning may be shared through the discharge web page accessible via 
the above link. If your organisation would be interested in sharing examples of your 
own local practice, please contact us by emailing patientsafety.enquiries@nhs.net.  
 
 


2 Guiding principles 
 


Three important overarching principles guide this work.  
 
The first is that the clinician who orders the test is responsible for reviewing, acting 
and communicating the result and actions taken to the General Practitioner and 
patient even if the patient has been discharged.  
 
The second is that every test result received by a GP practice for a patient should be 
reviewed and where necessary acted on by a responsible clinician even if this 
clinician did not order the test.   
 
The third is that patient autonomy should be respected, consideration given to 
reasonable adjustments for people with learning disabilities and mental health 
problems and, where appropriate*, families, carers**, care coordinators and key 
workers should be given the opportunity to participate in the handover process and in 
all decisions about the patient at discharge. Use of interpreter services should be 
considered if the patient doesn’t speak English. 
 
 
*The term ‘appropriate’ in this document in the context of families, carers, care coordinators 
and key workers being given the opportunity to participate in the handover process and in all 
decisions about the patient at discharge, includes adherence to the law. 
**The term ‘carer’ in this document includes parents and those who hold parental 
responsibilities who may not be the biological parent. 



https://www.england.nhs.uk/patientsafety/discharge/

mailto:patientsafety.enquiries@nhs.net
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3 The standards  
 


These standards have been developed from the three guiding principles outlined in 
section 1. 
 


Number  


1 Standard: 
Clinicians should ensure all patients (and where appropriate 
their families, carers, care coordinators and key-workers) 
understand why their involvement in the safe handover of 
diagnostic test information at discharge is important, and 
reassure them that their involvement is valued and welcomed. 


2 Standard: 
Clinicians should give sufficient, clear and timely information 
to all patients (and where appropriate their families, carers, 
care coordinators and key-workers) about diagnostic tests and 
test results at discharge. This should include details of any 
follow-up arrangements and contact details for assistance if 
there are any concerns or delays.  


3 Standard: 
When a patient is discharged, hospital clinical teams should 
have a process in place to ensure that test results are seen, 
acted on and communicated to general practitioners and 
patients in a timely and responsive manner. Responsible 
consultants leading clinical teams must ensure their team 
members understand and comply with this local process. 


4 Standard: 
When a patient is discharged there should be a mutually 
agreed standardised system between primary care and 
secondary care to support the safe and effective hand-over of 
diagnostic tests and test results, including any outstanding 
actions where appropriate. Essential information about 
diagnostic tests and test results should be clearly identifiable 
and highlighted to avoid important information being 
overlooked. 


5 Standard: 
Where a consultant delegates responsibility to another team 
member for any tasks around the communication of diagnostic 
test results to general practitioners, they should ensure that 
person understands and fulfils the responsibility. 


6 Standard: 
Primary care teams should have a system to ensure that any 
discharge information they receive is seen and acted on in a 
timely manner by a clinician able to understand the 
importance of the information and able to take responsibility 
for taking appropriate action. 
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Number  


7 Standard: 
Appropriate systems and safety net arrangements should be 
in place in primary and secondary care to ensure any follow-
up diagnostic tests required after discharge are performed and 
the results are appropriately fed-back to patients.  


8 Standard: 
As part of routine quality assurance, provider organisations 
should monitor compliance with their policies regarding test 
result communication and follow-up after discharge. Results 
should be shared with clinicians to facilitate learning and drive 
care quality improvement. 


 
 


4 Summary 
 


High quality discharge communication is critical to patient safety. This is particularly 
the case for patients who are not able to advocate for themselves or who have 
complex clinical problems that need to be monitored closely.  An important part of 
discharge communication is the timely handover of diagnostic tests ordered or to be 
ordered including results received and those requiring follow-up. Breakdown in this 
aspect of communication is common and contributes to unsafe patient care by 
increasing the risk of missed or delayed diagnosis which may lead to patient 
dissatisfaction and sub-optimal patient outcomes with potential medico-legal 
implications.  
 
This document proposes a set of generic standards to underpin the development of 
robust systems of care, policies and practices for the safe and high quality transfer of 
information about diagnostic tests and test results at discharge and to encourage 
continual whole-system learning and improvement.  
 
 


5 The case for change 
 


Poor follow-up of test results has been identified as one of the major processes 
contributing to unsafe patient care by the World Alliance of Patient Safety and is a 
particular problem for patients moving between hospital and community settings.1,2-6 
A key issue is poor handover practices, with particular issues identified around the 
communication and transfer of information about test results to primary care 
clinicians at the time of discharge.4-8 Studies have shown that patients are frequently 
discharged from hospitals with test results still pending, resulting in both primary and 
secondary care clinicians often being unaware of potentially important test results 
arriving after discharge, and some of these results require urgent action.2,4,5,9 
Furthermore, a significant proportion of tests recommended by hospital based teams 
after discharge are never obtained, and this may lead to adverse outcomes for 
patients.10,11 


 
A number of contextual challenges have created an urgent need to address this 
issue. These include the pressure to reduce in-patient length of stay and to transfer 
care into the community, increasing the risk of tests requested during a hospital stay 
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not being completed or reported before discharge.12,13 In addition, there are an 
increasing number of patients under the care of flexible hospital teams and a greater 
involvement of multiple specialist teams, which increases the risk of ambiguity about 
responsibility for the follow-up of test results and for appropriate action to be 
taken.14,15 The ever increasing volume of requests for tests, often disproportional to 
medical activity, can also contribute to information overload and communication 
breakdown.16,17 
 
 


6 Scope of work  
 


Diagnostic tests and test-results should form part of well-executed integrated 
pathways of care. This document focuses on one particular aspect of these care 
pathways - handover at discharge from hospital in-patient settings to primary care – 
and is applicable to all specialties. 
 
This document is not intended to replace existing standards and it is anticipated that 
the relevant guidance it outlines should be adhered to.    


 
The term ‘diagnostic test’ encompasses a comprehensive range of tests - from a 
simple blood test or imaging investigation to procedures such as endoscopy, the 
results of a biopsy or physiological diagnostic services such as respiratory and sleep 
physiology, vascular science and urodynamics.18 Specific discharge communication 
issues relating to particular diagnostic tests/procedures have not been explored as 
our aim is to capture the major issues that apply to all diagnostic tests. 
 
 


7 The standards with rationale     
 


Standard 1: 


 
Clinicians should ensure all patients (and where appropriate their families, 
carers, care coordinators and key-workers) understand why their involvement 
in the safe handover of diagnostic test information at discharge is important, 
and reassure them that their involvement is valued and welcomed. 
 
Rationale for this standard: 
Patients can be partners in ensuring the safety of their healthcare but such 
involvement needs to be fostered and seen to be valued by healthcare 
professionals.19,20 Patients are often able to identify and report adverse events that 
would not be detected by medical review alone.21,22 Involving patients at discharge 
has been shown to be valuable in reducing medication-related readmissions and 
post-discharge service utilisation; for improving patient outcomes and for supporting 
patients in understanding how, when, and where to seek help should they need it.23-


25 
 
Patients often assume functional communication processes between primary and 
secondary care and that ‘no news is good news’.26,27 Patients (regardless of social, 
educational and occupational background) are often reluctant to engage directly with 
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healthcare professionals to ask questions or to tell them about potential errors and 
oversights in their care.19,20 Their reluctance to appear difficult or critical by asking 
questions or to offend caregivers ‘by telling them how to do their job’ is a powerful 
barrier to a patient’s involvement in improving the safety of their care. The attitudes 
and support of health-care professionals can go a long way to make patients more 
confident. Health care professionals thus hold a pivotal role in ‘permitting’ patient 
involvement, i.e. inviting and giving permission for that involvement.   
 
Encouraging patients to get involved does not relieve clinicians of their responsibility 
but it may add a layer of protection to the test results management system and may 
be empowering for patients - the risks inherent in the discontinuity of transfer from 
hospital to the community cannot be nullified but may be ameliorated by a well-
informed patient asking for the result of an investigation they were told was not 
available at the time they returned home or identifying that a test they were told they 
required after discharge has not been performed. 
 
 


Standard 2: 


 
Clinicians should give sufficient, clear and timely information to all patients 
(and where appropriate their families, carers, care coordinators and key-
workers) about diagnostic tests and test results at discharge. This should 
include details of any follow-up arrangements and contact details for 
assistance if there are any concerns or delays.  
 
Rationale for this standard: 
Patients are not always informed about clinically relevant test results, or the need for 
further tests.9,28 This poses a risk to the patient, particularly after discharge, while 
formal results are pending or more tests need to be arranged.  
 
To be fully involved and informed about their care, patients and where appropriate 
their families, carers and keyworkers, must be given sufficient, clear and timely 
information about diagnostic tests requested, including important test results received 
prior to discharge; test results pending at discharge; and follow-up diagnostic tests 
after discharge.  
 
The format of information must be appropriate to the patient’s needs and include 
support for patients with learning disabilities or where English is not their first 
language. Understanding should be checked and patients should be given the 
opportunity and time to ask questions. Where there is a client health record, this 
should be updated at discharge and include guidance for families, carers and key-
workers.29 Effective communication enables patients to exercise their right to make 
fully informed choices about investigations, treatment and on-going care that reflect 
what is important to them.30 
 
Where a patient has impaired capacity or is vulnerable for other reasons, health 
professionals may need to take more proactive measures to protect the person, such 
as taking active steps to ensure that patients who require follow-up tests after 
hospital discharge undergo these tests. In these circumstances, it is particularly 
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important for sufficient information to be shared with families, carers and key-
workers.31,32 Where a patient lacks capacity to consent to the sharing of information 
about diagnostic test results and related follow-up arrangements then the patient’s 
best interests should be acted upon.33 Any patient’s vulnerability must be mentioned 
in the discharge communication together with the key information that has been 
shared with relatives, carers and keyworkers.  
 
Patients also need to be aware of the organisational policy about diagnostic test 
results. Providing patients with the knowledge and understanding of how test results 
will be communicated to them before and after they have left hospital will engender 
expectations and empower patients to feel able to intervene to help keep themselves 
safe. 
 
 


Standard 3:  


 
When a patient is discharged, hospital clinical teams should have a process in 
place to ensure that test results are seen, acted on and communicated to 
general practitioners and patients in a timely and responsive manner. 
Responsible consultants leading clinical teams must ensure their team 
members understand and comply with this local process. 
 
Rationale for this standard:  
A key element of discharge communication to general practitioners and patients is 
the timely transfer of information about important test results received prior to 
discharge and test results pending at the point of transfer out of hospital. Best 
practice recommendations for discharge summaries emphasise the importance of 
inclusion of a specific field for this information.34 However, the problem of ‘results 
pending’ in discharged patients and confusion about which clinician should be 
seeking these out and acting on them (including communicating them to colleagues 
and patients and recording actions in the patient’s clinical record) is widespread.9 
Shared electronic results may contribute to blurred lines of responsibility.35 With the 
potential for multiple users to view results, it can easily become confusing whose 
responsibility it is for taking the required action. Specific issues may also arise when 
multiple teams are involved in a patient’s care and this also increases the risk of the 
responsible clinician not being aware of all the diagnostic tests that may have been 
ordered for a patient or any actions taken as a result of abnormal test results.5  
Delayed or incomplete information transfer, particularly during the early post-
discharge period, may have substantial implications on the continuity of care, patient 
safety, patient and clinician satisfaction and use of resources.4 
 
Whilst it is the acute trusts’ responsibility to provide and maintain a reasonable, safe 
and reliable system to manage diagnostic test results; hospital clinicians have a duty 
of care to the patient. This includes checking and acting on the results of diagnostic 
tests, appropriately informing patients of results, and where necessary, ensuring the 
safe and effective hand-over of these tasks to another clinician.36,37 This may not be 
simple - test results often come back when the requesting clinician is not on duty or 
away on leave, and sometimes after the patient has been discharged. It is important 
for clinical teams to consider all the challenges and be satisfied that the system in 
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place in their organisation is adequate to prevent pending results from slipping 
through the cracks during handovers of care and ensures that the results of all 
diagnostic test are seen, acted on and communicated to general practitioners and 
patients at discharge, where appropriate, in a timely and responsive manner.  
 
Electronic results systems should identify who requested the test, who is the 
consultant responsible for the patient and who has seen the result and signed it off. 
Sign-off implies that the practitioner has taken any necessary actions associated with 
the result. Where diagnostic systems are not yet electronic, similar systems for 
clarifying relative responsibilities should be in place. Increasingly, local health 
services are developing inter-operability between primary, community and hospital 
care so that practitioners outside hospital can see hospital test results. This is good 
practice but must not be allowed to reduce clarity on who is responsible for seeing 
and acting on a test result. 
 
Policies relating to this standard should include a description of how the organisation 
handles test results when a short-term staff member requests diagnostic tests and 
when a clinician is unexpectedly absent for a period of time. 
 
 
Case vignette 1 
 
An 81 year old man with stage 4 Chronic Kidney disease (CKD), hypertension and 
gout was admitted for a total knee replacement under the orthopaedic team. On the 
basis of routine renal biochemistry results and following advice from the nephrology 
team, he was started on a low dose of an activated vitamin D analogue. He was also 
taking a diuretic, an angiotensin receptor blocker, aspirin, sodium bicarbonate and a 
statin drug. Serum calcium was not rechecked during his admission. Although 
discharge communication included the newly started medication with the 
recommended dose, no advice was given to the general practitioner about the 
required frequency of monitoring serum calcium and renal function post discharge 
and the patient was not made aware of the need for this monitoring. At home, the 
patient made a slow recovery from his operation and had mobility issues. His 
daughter rang the surgery and asked a general practitioner to visit her father 4 weeks 
after discharge, as he looked very unwell, was increasingly confused and was not 
eating or drinking. The general practitioner arranged for the patient to be re-admitted 
into hospital. The final diagnosis was stage 2 Acute Kidney Injury (AKI) secondary to 
iatrogenic hypercalcaemia and dehydration.  
 
Key learning points: 
 


- Poor information transfer from hospital to primary care clinicians occurs 
commonly and may negatively affect continuity of care and contribute to 
adverse events. Deficits have been shown to include inaccurate or missing 
communication. 
 


- Responsibility for the sign-off of all discharge communication remains with the 
consultant and this should include a review of accuracy. The consultants 
name and contact details should be clearly identifiable to allow for further 
contact when required.   
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- The adding of medications to the patients repeat medication list is an 


opportunity for general practitioner to check requirements for further testing, 
for example, by not adding a medication until appropriate checks have been 
conducted. 
 


- Keeping patients well informed is fundamental to good medical practice and 
may introduce a layer of protection to the test results management system. 
Patients, and where appropriate their families, carers and keyworkers, need to 
be aware at the point of discharge that follow-up tests are required, what the 
system for follow-up tests is, and how to navigate it including how, when and 
where to seek help if required. 


 
 


Standard 4: 


 
When a patient is discharged there should be a mutually agreed standardised 
system between primary care and secondary care to support the safe and 
effective hand-over of diagnostic tests and test results, including any 
outstanding actions where appropriate. Essential information about diagnostic 
tests and test results should be clearly identifiable and highlighted to avoid 
important information being overlooked. 
 
Rationale for this standard:  
The issue of whether it is the hospital team or the general practitioner that is 
ultimately responsible for following up and actioning tasks related to diagnostic tests 
and test results at discharge (including communicating these results to patients) can 
be contentious. Lack of agreement and unclear lines of responsibility increase the 
risk of follow-up failure. Traditionally, the requesting clinician/team remains 
responsible for the follow-up and acting on the results of all tests ordered. However, 
there is often a lack of consensus and consistency between clinicians, practices and 
acute trusts as to what is reasonable and practical.  
 
Trusts should agree systems, policies and practices on all aspects of test 
management at discharge (tests received prior to discharge, test results pending at 
discharge, and tests to be instigated in the community after discharge) with their local 
Clinical Commissioning Groups, GP practices and other relevant stakeholders, such 
as the Local Medical Committee. This should aim to standardise and simplify 
processes and procedures as much as possible and clarify lines of responsibility and 
accountability as well as audit procedures. Systems, policies and practices should be 
agreed for the notification of general practitioners and for the notification of patients 
and their families, carers and key-workers, as well as the notification of residential 
and nursing homes where appropriate. Good communication between general 
practice and hospitals is crucial, particularly when coordinating care for ‘high-risk’ 
patients at discharge and should include the use of telephone ‘hot-line’ numbers or 
mobile phones.37  
 
Policies relating to this standard should include clear guidance regarding the transfer 
of responsibility for diagnostic test related tasks from a hospital clinician to primary 
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care. For example, a requirement for the hand-over to be explicit in the discharge 
communication on a test-by-test basis and realistic with respect to timing of follow-up 
tests in the community and a requirement for sufficient clinical information to place 
transferred tasks into context with time frames for action and risk mitigation plans.38  
 
Case vignette 2 
 
A patient was admitted under the care of the local mental health team. In the context 
of the admission he had an x-ray which was reported as abnormal. The discharge 
letter made reference to the fact that the abnormal x-ray should be followed up in 
primary care but this was ‘lost’ in a paragraph of text pertaining to the patient’s 
mental health condition and was overlooked by the general practitioner. The x-ray 
results were not appended to the discharge letter and the request for follow-up in 
primary care was overlooked. The patient was subsequently identified as having a 
fracture. There was a consequent delay in diagnosis and treatment and a claim 
ensued.  
 
Key learning points: 
 


- Common communication mishaps at discharge include poor hand-over of the 
responsibility for the follow-up of a test result to general practitioners. In this 
case, the hand-over was not clear but lost in a large block of text.  
 


- Where the general practitioner is requested to follow-up or action an abnormal 
result then this should be explicit and readily identified within the discharge 
communication. For example, within a dedicated paragraph in bold type or 
otherwise highlighted.  
 


- Clinical judgment should be used to decide whether additional steps to ensure 
that the result is followed up or actions are required. For example, a back-up 
phone call to a member of the primary care team or e-mail to a secure 
monitored practice account. 
    


- Keeping patients well informed is fundamental to good medical practice. This 
is especially important if the test result(s) causes clinical concern and needs 
follow-up. Consideration should be given to reasonable adjustments for people 
with learning disabilities and mental health problems.  
 


 
Case vignette 3 
 
A GP receptionist was contacted by a consultant’s secretary late one afternoon and 
was informed that an important fax was about to be sent to the practice that required 
action that evening. The fax was received by the receptionist late that evening and 
was passed to the duty doctor who was busy with a fully booked ‘emergency’ 
surgery. The letter was a request for the general practitioner to deliver the result of a 
recent MRI scan for a patient recently discharged from the local hospital. The patient 
had been told that her general practitioner would be in touch that evening with the 
result. The duty doctor, who did not know the patient, then had to contact the patient 
and explain the abnormal findings without much knowledge of the original indication 
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for the scan, what had been discussed with the patient previously, what she 
understood to be wrong with her from her earlier test results or what support she had 
at home from family and friends if she became upset by the news.  
 
Key learning points: 
 


- The transfer of responsibility for the follow-up and actioning (including 
communication to patients) of diagnostic test results at discharge to primary 
care clinicians without prior agreement may impact negatively on patient 
safety, patient experience and quality of care. A system, policies and practices 
that cover all aspects of test management at discharge to include the follow-up 
and actioning of diagnostic test results arriving after discharge (including the 
communication of these results to patients) should be mutually agreed. 
 


- Particularly where the results of complex investigations are involved, it is more 
appropriate for patients to be told that they will be informed of the results at 
their next hospital outpatient appointment or that they will be written to directly 
by the hospital team with an explanatory letter. The patient’s general 
practitioner should receive a copy of this letter for information. 


 
 
 


Standard 5: 


 
Where a consultant delegates responsibility to another team member for any 
tasks around the communication of diagnostic test results to general 
practitioners, they should ensure that person understands and fulfils the 
responsibility. 
 
Rationale for this standard: 
The discharge summary is one of the most critical documents in medical settings but 
often the least experienced, most junior clinicians are entirely responsible for its 
completion with little or no training and supervision. They may not have the 
knowledge, experience and skills to complete the discharge summary at the level of 
clarity and synthesis required for effective communication. In addition, junior 
clinicians may not be aware of what information about diagnostic tests and test 
results need to be communicated to general practitioners and how this is best 
communicated, and may not fully appreciate the need for more senior level input.   
 
Consultants leading clinical teams retain the professional responsibility of appropriate 
delegation and are thus responsible for ensuring that team members are 
appropriately trained, experienced and supervised for any discharge communication 
and documentation tasks delegated to them.36 39 
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Case vignette 4 
 
A two year old child was admitted onto the paediatric ward with respiratory distress 
secondary to a lower respiratory tract infection. The child had a history of a 
neurogenerative disorder of unknown origin and was known to suffer fits. During the 
admission the child was seen by several specialist teams. The decision was made to 
start the child on a ketogenic diet and various baseline tests were requested. Of 
these, the 25 hydroxy vitamin D result remained pending at discharge. The discharge 
communication received by the general practitioner was a short narrative story of the 
in-patient stay with no information on follow-up plans including diagnostic tests 
pending, follow-up diagnostic tests that may be required to assess the impact of the 
diet, or guidance on what to do and whom to contact if there were problems. 
 
The 25 hydroxy vitamin D result became available a few days after discharge, 
indicating that the child was severely deficient. However, the result was only viewed, 
and acted on at a hospital out-patient appointment three months later leading to 
delayed recognition and treatment. 
 
Key learning points: 


- High quality, complete discharge communication is particularly important in 
highly vulnerable patients, including children, who are not able to advocate for 
themselves or who have rare or complex clinical problems that need to be 
monitored closely.  
 


- Clinicians may sometimes be more focused on producing a summary of the 
salient features of a hospitalisation than producing a document to help another 
clinician safely contribute to the future care of the patient. It is vital to 
recognise that discharge communication is a ‘hand-over’ - a specialised form 
of communication - and significant education and training may be required to 
achieve competency.  
 


- Many patients are frequently discharged from hospital with pending diagnostic 
tests, in some cases these tests are abnormal and could change the patient’s 
care but might not be followed up in a timely manner. This may reflect 
confusion about which clinician should be seeking these out and taking action, 
particularly when multiple specialist teams are involved in the care of the 
patient. As a general principle, the clinician who requests the test is 
responsible for reviewing, acting on and communicating the result and actions 
taken to the general practitioner and patient and/or families, carer and key-
worker, even if the patient has been discharged. 
 


- The involvement of patients and, where appropriate, their families, carers and 
key-workers, in the follow-up of pending diagnostic tests should be 
encouraged by educating them about the test, its importance, when the result 
will be available, how to obtain the result and what to do after that. This may 
add a layer of protection to the test results management system and empower 
patients. 
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Standard 6: 


 
Primary care teams should have a system to ensure that any discharge 
information they receive is seen and acted on in a timely manner by a clinician 
able to understand the importance of the information and able to take 
responsibility for taking appropriate action. 
 
Rationale for this standard: 
Robust systems need to be in place to ensure that incoming communications are 
received by general practice in a timely manner. For example, if electronic discharge 
summaries are received into a generic practice e-mail account, this account needs to 
be monitored with appropriate frequency.  
 
The importance of incoming discharge information can only be assessed by a person 
with an understanding of the clinical conditions involved. Only then can judgments be 
made about appropriate further action. Ideally, each discharge communication would 
be actioned by the doctor most closely involved with that patient’s care but problems 
exist with identifying this doctor both in hospital and within the general practice. 
These problems are compounded by periods of absence and when short-term 
locums work in the practice. Ambiguous responsibility increases the risk that a task 
will not be actioned appropriately and in a timely manner. 2,3  It is therefore vital that 
the GP practice has a system for dealing properly with communications and a culture 
of actively sharing information that is of particular importance. 
 


 


Standard 7:  


 
Appropriate systems and safety net arrangements should be in place in 
primary and secondary care to ensure any follow-up diagnostic tests required 
after discharge are performed and the results are appropriately fed-back to 
patients.  
 
Rationale for this standard: 
Evidence suggests that non-completion of recommended tests after hospital 
discharge is common.10 This may be related to sub-optimal dissemination and poor 
quality discharge summaries, and may be associated with an increased risk of re-
hospitalisation.11,40-42 In addition, if the health system is difficult for patients to 
navigate, some patients may become frustrated and give up trying to complete 
recommended follow-up tests.9 Thus, where changes to care or receipt of test results 
from secondary care require follow-up investigations, robust systems with safety net 
arrangements need to be in place to ensure these are carried out and the results are 
conveyed appropriately to patients. 
 
These systems may be entirely based on the timely receipt of a sufficiently 
comprehensive and accurate discharge summary; may incorporate direct 
communication between hospital and primary care clinicians by telephone; and could 
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involve a single clinician being the point of continuity across this interface.  
Irrespective of the system in place and in line with standards 1 and 2, it is important 
for patients to clearly know at the point of discharge that further tests are required 
and what they need to do for those tests to take place (including how, when and 
where to seek help if required). In this regard, ‘patient navigators’ who co-ordinate 
and facilitate care have been used to help patients successfully complete follow-up 
diagnostic tests, although the current evidence base is largely in the area of cancer 
screening in out-patient settings.10,43,44  


 
 


Standard 8:  


 
As part of routine quality assurance, provider organisations should monitor 
compliance with their policies regarding test result communication and follow-
up after discharge. Results should be shared with clinicians to facilitate 
learning and drive care quality improvement. 
 
Rationale for this standard: 
Errors relating to missed or delayed follow-up of test results at discharge are a 
significant cause of adverse events that harm patients.1-6 Thus, knowledge of and 
compliance with established test management policies should be regularly audited 
within local clinical governance systems and amended where appropriate to ensure 
they are fit for purpose. System-wide metrics should be identified which are 
consistent for both primary and secondary care.45 Clinical audit can be a positive way 
of generating change but is more effective if staff buy-in to the process and if they 
have an active role in it.46  
 
In addition, mechanisms should be in place for provider organisations to share 
learning from any clinical incidents resulting from failures in the communication of 
test results on discharge from hospital. This includes patient or carer complaints and 
serious untoward incidents. Such failures should prompt primary and secondary care 
staff to review and refine their policies on communication of diagnostic test and test 
results on discharge on a continuing basis. 
 
 
Case vignette 5 
 
A 65 year old man was admitted as an emergency feeling generally unwell and 
lethargic with lower urinary tract symptoms. His medical history included Type 2 
Diabetes Mellitus, Chronic Kidney Disease (CKD) stage 3AA2, Hypertension and 
Benign Prostatic Hypertrophy. His regular medications included an ace inhibitor and 
an oral hypoglycaemic agent. A diagnosis of Acute Kidney Injury (AKI) stage 2 
secondary to urosepsis was made. He responded well to treatment and was deemed 
fit for discharge on day seven. 
 
The hospital team recognised that this patient was at high risk of recurrent AKI and 
progression of CKD and that it was crucial for the discharge communication to 
include information on the severity of AKI; which medications had been stopped and 
would need re-starting once renal function improved or stabilised; and the follow up 
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diagnostic tests that needed to be performed in the community and their timing and 
frequency. The diagnosis of AKI was explained to the patient together with the 
requirement and rationale for further monitoring. Advice was also given on the steps 
to take if he became acutely unwell again. The aim was to facilitate seamless clinical 
ownership, patient empowerment and safe, high quality care. 
 
All this information was included in the electronic discharge summary that was sent 
to primary care by EDT (Electronic Data Transfer) and received by the practice the 
same day. The administrative team allocated the discharge summary to the most 
appropriate (available) clinician (last general practitioner who saw patient as per this 
practice’s policy). The general practitioner reviewed this discharge communication at 
the end of his morning surgery and was able to add important “read codes” to the 
patient’s records including a brief summary of events. He was also able to send an 
electronic “task” to arrange a repeat blood test with the health care assistant in two 
weeks followed by an appointment to see him for a review in four weeks. The ace 
inhibitor and oral hypoglycaemic agent were recommenced once renal function 
improved and stabilised.  
 
 


8 Recommendations for further work 
 


It is recognised that there are particular issues for patients attending accident and 
emergency and ambulatory emergency care departments who are not admitted; and 
those attending for day-case, ward or outpatient procedures. Problems in the transfer 
of information about diagnostic tests and test-results in these settings also pose 
serious risks to patient safety.2,47,48  Although the principles described here may also 
be applicable in these settings, the scope of this document is for hospital discharge 
only.  
 
We recommend that further guidance be developed, with input from the 
relevant specialty teams, to cover the issues specific to these other care 
pathways. The Academy of Medical Royal Colleges may identify an appropriate 
organisation to lead this work.   
 
Information Technology (IT) systems are an enabler, a way of sharing diagnostic test 
related information across organisational and professional boundaries to the benefit 
of patients and users. This is a complex area encompassing shared records and 
patient access to diagnostic test results in long-term condition management and one 
that is being addressed by several digital strategies.49,50 On-going collaboration 
between clinicians and IT system providers is, however, required to develop standard 
templates for discharge that take into account specific issues relating to the 
communication of diagnostic tests and test results including a mechanism for 
highlighting any actions that the GP practice is to take. There is also an important 
role for IT in ensuring safer and more systematic processes for test result 
management by hospital clinicians at discharge. Although IT is not the entire answer, 
when designed in collaboration with clinicians and diagnostic services, IT tools may 
help solve specific problems, for example, the follow-up of test-results pending at 
discharge.51-56  
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We recommend that this important area is the focus of a separate piece of 
work. The Professional Records Standards Body (PRSB) is developing 
standards for diagnostic test results and pending requests in discharge 
summaries and should lead this work to ensure it meets the needs of patients 
and clinicians.  


 
It is recognised that diagnostic services have a key role to play. There are inherent 
risks associated with delayed reporting of diagnostic tests including inappropriate 
discharge and incomplete discharge communication. Timeframes for formal reporting 
of specific tests need to relate to clinical urgency. This issue is already under review. 
57 Patients may also be harmed by delays in appropriate management due to clinical 
teams not having read or acted upon the report of a diagnostic test they had 
requested in a timely manner.58 More rapid communication or raised awareness of 
potentially life-threatening test results or test results that may be of immediate clinical 
significance may mitigate this risk. For pathology and radiology, having a system in 
place to communicate such test results is an explicit requirement of ISO 15189:2012, 
clause 5.9.1 and ISAS standards CL1C7 and CL3C5 respectively.59,60 The Royal 
College of Radiologists has also produced guidance outlining standards for the 
communication of critical, urgent and unexpected significant radiological findings.61 
 
Although guidelines are in place for pathology and radiology, all diagnostic 
services should have policies for the rapid communication of test results 
according to previously agreed criteria. The Academy of Medical Royal 
Colleges may identify an appropriate organisation to lead this work. 
 
Guidance for patients on the communication of tests and test results at discharge is 
also required. The Institute for Healthcare Improvement have developed an Always 
Event to improve patient involvement in the discharge process. Details are available 
on the Always Event website. ThinkSAFE is also leading work on information 
required for patients at the time of discharge, details can be found on the ThinkSAFE 
website.   
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



http://alwaysevents.pickerinstitute.org/

http://www.thinksafe.care/

http://www.thinksafe.care/
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