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National	picture

The GP five year forward view 
(GP5FV) put forward ambitious 
plans to strengthen primary 
care with investment of 2.4bn 
by 2020/21

Local areas are tasked with 
working to enable development 
of  new models of care and 
community services to improve 
in areas including workforce, 
GP workload, practice 
infrastructure and care 
redesign

Local	picture

The Mid and South Essex STP set out three key priorities:
1. Build capacity outside the hospital to support more 

complex care needs
2. Manage demand for healthcare across primary, 

community and acute settings
3. Reconfiguration of acute services to provide high 

quality, safer, more efficient services

Delivering the first two priorities requires a change in how 
services are delivered in the community

• Release capacity in Primary Care
• Change in prevention, early intervention and self care
• Online tools, face-to-face health-checks; personalised 

plans; shared records
• Organise care around natural communities - localities

Two localities have been identified as 'lighthouses' –
working to accelerate and test new models of care 

• These materials draw from key learnings from these 
'lighthouse localities' to guide locality development across 
the STP footprint
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STP  Transformation of primary care to occur through 4 levels

Level 1 
Begin to release capacity and 

build locality identity

Level 2 
Implement new ways of 

working, full capacity release

Level 3
Provide greater array of 

services

Level 4
Accountability for 

broader population 
health

Localities recognised by 
membership; CCGs plan to 
develop locality focus

• Informal collaboration

• New ways of working with 
practices and other providers 
being established

• Active evaluation of current 
provider and vulnerability

• Reflection on current model 
of provision

• Analysis of opportunities

Services beginning to be 
shared by practices within 
localities

• 7 day access to primary care

• Shared estate, 
infrastructure, policies and 
operating procedures

• Shared clinical processes 
and information

• Variation between service 
provision being addressed

The way patients access core 
primary care services within a 
locality has changed

• Low level mental health 
services fully integrated 
within primary care pathways

• LTC and urgent care 
delivered differently with 
MDTs1 and hub models

• Community and Social Care 
services aligned to localities  
Single point of access 

• Services traditionally 
delivered in acute setting 
delivered in primary care 
localities 

• Voluntary sector embedded 
within primary care localities

A complete transformation of 
primary care services has been 
completed with new model of 
care implemented

• Wider delivery of non core

• Integrated physical, mental 
health, primary care, social 
care, community care, and 
public health

• Organisational form and 
structural change 

• Accountability shift to 
different organisations

• MCP2 or PAC3 model 
formed

• Build out to encompass wider 
services: VCS, housing, 
employment...

1. Multidisciplinary teams 2. Multispecialty community provider 3. Primary and acute care systems  4. Voluntary and community sector  



Core	elements	of	the	locality	vision

• General practice will act as a key hub, providing a new offer for patients to access the care and support 
they need

• To enable this, resources will be invested to grow capacity in the community
• Ultimately, services will shift from hospital into the community, reducing demand on the acute sector
• GPs will work with a range of professionals to ensure joined up care planning and delivery, including: 

social

General	practice
will	form the	heart	
of	the	locality

1

• Care will be delivered by multidisciplinary teams (MDTs) working jointly in NHS/council premises. MDTs 
will plan care, help patients to self-manage and support prevention. They will focus on those with the 
most complex needs

• Social care will be integrated e.g., by locating a social worker at a GP practice, with central resources 
such as the Single Point of Referral and Access team

• Integrated pathways across the whole system to allow for co-ordinated patient care close to home e.g., 
through enhanced 111 and Out of Hours services and improved ability of paramedics to treat people on 
scene

Care	planning	and	
delivery	will be
joined	up
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• Practices will group together to provide integrated out-of-hospital care – bringing together community 
services, hospital specialists, nurses and others; 24/7 MDT assessment and enhanced triage service 
centred around 111

• A majority of outpatient hospital consultations and ambulatory care will shift to these practices, delivering 
care to patients in a more convenient and suitable setting

GP	practices	will	
work	more
collaboratively
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• A different workforce mix will be required – new roles will be developed, skills and expertise of existing 

professionals maximised e.g., enhanced use of specialist paramedics
• Localities will become training hubs – developing professionals and incentivising them to stay and deliver 

services in this new way of working

Wider	healthcare	
workforce	will	be		
developed
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• Each locality will be different – reflecting the needs of that area e.g., a locality with a large number of care 

homes will provide enhanced support for frail and elderly patients, such as targeted care home support
• Patients will be empowered to use local resources to help them self-care and take responsibility for 

prevention e.g., through developing and promoting patient community networks

Services	will	be	
locally designed	
and	responsive
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Developing a locality model for SWF
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What have we done so far in mid Essex

ü Allocation	of	£900k	Primary	Care	Sustainability	&	Transformation	Fund
ü On-going	support	to	Practices	with	closed	lists	(to	date		total	of	16	across	patch)	

currently	down	to	5
ü Utilisation	and	analysis	of	Chelmer	Health	Reports	in	an	attempt	to	identify	most	

vulnerable	practices	(red	&	ambers	identified)
ü On-going	in-depth	support	of	three	practices	(preparation	of	business	cases	– award	

of	funding	from	NHSE)
ü More	visible	primary	care	team	– able	to	support	&	facilitate	discussions	with	NHSE
ü Worked	with	NHS	England	to	avoid	future	procurement	in	SWF
ü Worked	with	NHS	England	to	identify	practices	suitable	for

• National	Vulnerable	practice	funding		(Dengie)
• National	Resilience	Funding	(Chelmsford,	Maldon,	Witham	&	Braintree	(locality	

and	awaiting	outcome)		- practice	bids	
• Regional	PC	Sustainability	Funding	(Witham	&	Kelvedon)	&	funding	to	support	

transition	in	SWF	(list	dispersal)



South Woodham Ferrers – use of transformation fund
• An allocation of additional resource through the CCG established PCSTD Fund amounting 

to over £43,000 has been made available to South Woodham Ferrers practices 
(collectively).

• This has been used to jointly employ a nurse practitioner to provide care and support to 
frail, vulnerable and elderly patients in the locality. 

• The nurse undertakes visits and reviews patients in care and nursing homes, reviews the 
frail and elderly patients register and A&E attendance records. She also attends multi-
disciplinary meetings where the practice and community nursing teams discuss ‘at risk 
patients’ who are in need of care and/or additional support to stay as healthy as is possible 
for the individual patient.

• A pharmacist has also been employed and is working across the practices on the 
Medicines Optimisation (MOLES) scheme.

• An additional allocation has just been made available from NHSE to create further capacity 
in primary care (non-recurrent)
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SWF Lighthouse – where have we got to?
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• GP practices will remain independent, but have identified a range of opportunities to collaborate:

– Single triage and diversion to alternative professionals: 
– Centralised triage system;
– Reception staff trained to triage patients to an AHP
– AHPs brought in on a part/full time basis for planned appointments.

– Complex care: 
– Improved Case Management

– Explore development of a One stop shop for LTCs: 
– Patients with LTCs will be discussed in the One Stop Shop MDT;
– Specialist nursing services will be delivered in the hub.

– Self care:
– Staff will be trained to signpost patients to existing self-care initiatives.

– Shared back office:
– Shared workforce, procurement, outsourced payroll, shared care records.

– Use of technology:
– Piloting Babylon, and Virtual consultations for care home patients and commuting 

population.


