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This document sets out a case for change for A New Models of Care in Tilbury and Chadwell. It has been developed in 

consultation with key stakeholders including Essex Partnership University NHS Foundation Trust (EPUT), Basildon and 

Thurrock University Hospitals NHS Foundation Trust (BTUH), North East London NHS Foundation Trust (NELFT), NHS 

Thurrock Clinical Commissioning Group (TCCCG), local GP surgeries and Thurrock Council’s Adult Social Care and 

Public Health Teams. 

 

This document follows the production of a detailed needs assessment for the area of Tilbury and Chadwell which can 

be by clicking the link at the bottom of this page. 

 

The programme of work stemmed from the publication of the Annual Report of the Director of Public Health (2016) 

which set out the current state of demand on the local health and social care system, along with the key influences on 

activity. This report aimed to understand the increasing demand on local health and care services and provided a list of 

evidence-based recommendations to reduce current unsustainable growth. 

 

As a population, we are living longer but not necessarily healthier lives. The rate of growth in the population aged 65+ 

locally is increasing at a rate that far exceeds that of the general population (Figure 1).  In addition,  older patients are 

more likely to develop multiple long term conditions (Figure 2), resulting in increased demand for health and social care 

services with fewer working age people that can be taxed to pay for this increased demand.  

 

Currently approximately 70% of all health and social care funding is now spent on treating and caring for people with 

long term conditions. Effective demand management to create an operationally and sustainable Adult Health and 

Social Care System requires a system response.   

 

Our local adult Health and Care economy faces significant financial and operational challenge.  There is currently a 

£59.4M financial deficit across the three hospitals within south and Mid Essex and our Sustainability and Transformation 

Plan (STP) footprint is forecasting a £99.6M system deficit.  Thurrock Council is predicting an £16.6M financial deficit 

over the next three years without strategic transformational action.  

 

The situation can be summed up by figure three; rising and unsustainable demand for emergency care within the most 

expensive part of our Health and Care system; hospitals. However, this is largely a symptom of failures elsewhere within 

the system rather than a cause of the crisis itself. Actions taken by one organisation alone in isolation of others cannot 

achieve system sustainability as the management of patients in Primary and Community Care directly influence demand 

on secondary care, and all three influence demand on Adult Social Care.  

 

A copy of the full report is available on the Thurrock Council Website at the following address: 

https://www.thurrock.gov.uk/healthy-living/health-statistics-and-information 

 

1. Introduction and 

Background (1/3) 

Figure 1 

Figure 2 

Figure 3 
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Some of the fundamental reasons driving demand and hence spend in the two most expensive 

parts of our system; secondary and social care services are demonstrated in the simplified 

diagram of it (figure 4).  Without understanding how and why our residents flow through the 

entire system, we have little chance of making it sustainable. As such, by setting out the current 

state of demand on the health and social care system, along with the key influences on activity, 

the APHR  2016 quantified and linked activity and spend in terms of: 

 

• Demand on all parts of the system 

• How clinical practice in one part impacts on demand in another 

• The most cost-effective system wide solutions to reduce demand and improve the 

health of our local population. 
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Following publication of the APHR 2016, 

EPUT, BTUH, NELFT, TCCG and Thurrock 

Council decided to collaborate in order to 

pilot a New Model of Care (NMC) in Tilbury 

and Chadwell; one of the four localities within 

Thurrock. 

 

The aim of the NMC is to act as a pilot to 

demonstrate proof of concept, that  if 

investment and quality and capacity of 

Primary, Community and Mental Health care 

is improved, and a single lead provider 

ensures that all out of hospital services are 

integrated, that we will have a positive impact 

on reducing demand on the two most 

expensive parts of our local health and care 

economy; acute hospital services and 

residential care services. 

 

This will then release funding for re-

investment in similar models across the rest of 

the Borough and beyond. 

1. Introduction and Background (2/3) 
Figure 4 
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1. Introduction and Background (3/3) 

The locality of Tilbury and Chadwell is shown in the thick black line in figure 5.  It 

comprises the four wards of Tilbury St. Chads; Tilbury Riverside and Thurrock Park; 

Chadwell St. Mary and East Tilbury.  

 

The area is served by a number of GP practices: four surgeries run by College Health Ltd 

(Thurrock Medical Centre, The Shehadeh Medical Centre (Tilbury), East Tilbury Medical 

Centre;  Chadwell Medical Centre); and four independent GP surgeries (Sai Medical 

Centre, Rigg Milner, Dilip Sabnis and Dr. Ramachandren’s surgery).   

 

The locality also has nine community pharmacies, a community hub and a variety of 

community and social groups. (Figure 6) 

 

Examples of key assets within the locality include: 

 

• Two Community Hubs, one in Chadwell and one in Tilbury. Both host a variety of 

activities such as the Credit Union, IT classes, and Local Area Coordinators 

• Active Tilbury –  funded through Sport England. 

• Park Run – open to all Thurrock but situated on Orsett Heath – near Chadwell 

• Nature Reserve, Coalhouse and Tilbury Forts providing outdoor opportunities 

• Arts Centre offering Dementia walks etc. 

 

The locality has a total population of approximately 35,000 people, although this is 

predicted to increase by almost 68% within the next 13 years through a combination of 

natural population growth and Thurrock Council’s plan to encourage the building of 

10,000 new homes within the locality.  Thurrock Council also a comprehensive 

regeneration plan for Tilbury Town Centre including provision of a new Integrated Medical 

Centre. 

 

Major employers include The Port of Tilbury. Amazon plan to create 3500 new jobs in a 

new Citation and Fulfilment Centre currently under construction.  

Tilbury and Chadwell, the place 
Figure 5 

Figure 6 
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2. A whole system understanding, a whole 

system approach (1/2) 

The first stage the programme to develop this Overarching Case for Change was to undertake a detailed needs assessment of the locality of 

Tilbury and Chadwell. (Figure 7)  This was published in February 2017.  It aimed to address the issue that a detailed understanding of patient/client 

flow between different constituent services within the local health and care system is fundamental to building a programme of work that reduces 

demand on secondary acute NHS and residential care services. A full copy of the document can be accessed by clicking the hyperlink below figure 

7.   

 

The detailed analyses contained within the needs assessment can be summarised in five high level conclusions below and overleaf: 

 

1. Too much money and too many patients are in the most expensive parts of the system: 

• There were 453 potentially avoidable emergency hospital admissions for ambulatory care-sensitive conditions in 2015/16 costing 

£19,000. 

• There were 1,844 delayed days for delayed transfers of care in 2015/16, with a net wastage of £2.31M, had adequate NHS 

community services been available (Thurrock wide figures). This has increased since the publication of this needs assessment. 

• 77% of A&E attendances were for issues that needed “advice only and no treatment”, or the most minor for of investigation and 

treatment, and could potentially been treated in Primary Care.  The net wastage to the system in treating this cohort of patients in 

2015/16 was £0.5M 

2.  Inadequate quality and capacity in Primary Care, Community Care and ASC keeps the money and the people in the wrong place 

• Tilbury is one of the most “under-GP’d” and “under-practice nurse’d” localities in England 

• Thousands of patients with long term conditions have not been diagnosed, and so are not being treated, putting them at high risk 

of serious health events and emergency hospital admissions 

• For those patients who have received a diagnosis of a long term condition, many are receiving inadequate care within the 

community.  In 2015/16, 4575, 2011 and 893 NICE recommended clinical interventions for patients diagnosed with diabetes; cardio-

vascular disease; and COPD were not delivered putting them at increased risk of serious health events and emergency hospital 

admissions 

 

Figure 7 

 

3. Solve the capacity and quality issues highlighted in (2), and the money will follow is reduced hospital and ASC costs 

 

4. Solving the capacity and quality issue highlighted in (2) requires integrating the system (and the money) 

• There needs to be further integration between ASC and Health.  The organisational sovereignty of budgets creates perverse incentives not to address issues such as delayed discharges. 

• The interface between GP surgeries and Community Services needs to be improved. Too few patients on GP Long term condition registers are not being treated by Long Term 

Condition Management Services commissioned from NELFT 

• Primary Prevention needs to be “ramped up” and integrated into the day job of all front line health and care staff, rather than being commissioned separately by the Public Health Team. 

• Mental and Physical Health Services operate largely in silos and need to be integrated 

• Self care and the third sector sit largely completely outside clinical care pathways 

 

5. We require a period of “double running” (non-recurrent investment) to solve the problem. 

• We cannot simply decommission services provided by BTUH and ASC whilst we invest in prevention and early intervention programmes, and address the issue of capacity and capability 

within Primary Care 

 

https://www.thurrock.gov.uk/healthy-living/health-

statistics-and-information 
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Figure 8: The current fragmented system 

2. A whole system’s understanding, 

a whole system’s approach (2/2) 

The aim of the New Model of Care is to move from the current fragmented system of individual services (figure 8), to 

one single integrated community care offer wrapped around a network of world class primary care GP surgeries, with 

the resident at its heart (figure 9).  Our New Model of Care will have four high level aims, shown in box 1. 

BOX 1: Aims of the New Model of Care 
 

1. Reduce the number of unplanned hospital admissions 

2. Reduce the number of A&E attendances for conditions that could have been treated 

elsewhere within the community 

3. Reduce the number of Delayed Transfers of Care 

4. Keep people as independent as possible for as long as possible, and reduce/prevent/delay 

entry into care and support services 

These will be achieved by delivering the key objectives shown in box 2. These aims and objectives make 

up an agreed “investment framework” for our Better Care Fund. 

BOX 2: Key objectives of the New Model of Care 

 
1. Significantly increase the capacity and quality of Primary Care provision and reduce variation 

in current provision 

2. Significantly increase the diagnosis rates of those with un-diagnosed long term conditions 

(case finding). 

3. Significantly improve the care of patients with Long Term Conditions within the community 

4. Empower individuals and communities to take responsibility for their own health and 

wellbeing 

5. Transform the way community health and care services are delivered including making care 

more flexible, holistic and person-centred, and to reduce duplication and improve outcomes. 

6. Harness, and empower the resident, community and third sector as equal partners in health 

and wellbeing 

7. Address wider determinants of health and wellbeing including housing, the environment and 

employment 

8. Improve the mental health and emotional wellbeing of the population 

9. Bringing health and care services and resources together in order to reduce duplication, 

improve efficiency and provide a better response such that people get the right solution at the 

right place and the right time; 

10. Deliver a single live, shared care record. 

 

Figure 9: The new ACP 
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Chapter 3: 

 
A new set 
of values,  

a new way 
of working 

 



3. A new set of values, a new 

way of working (1/3) 

Our new ACP requires the integration of services provided by the NHS, Local Government, the third 

sector, and the harnessing of the capacity within the community itself.  Bringing these different elements 

together in a new way of working presents a challenge in that different parts of the system work in very 

different ways and have very different cultures and philosophies. The NHS has traditionally worked through 

a medical ‘deficit based’ model.  Its service users are ‘patients’.  The function of its services is to ‘diagnose 

what is wrong with the patient’ – the deficit, and then to ‘fix’ the deficit through treatment hopefully 

leading at best to cure, though more recently with the increase of long  term conditions, to management 

and control of the deficit.  The relationship is largely one of services full of highly skilled experts doing “to” 

patients.  The services are provided free at the point of delivery. 

  

The third sector, and increasingly Adult Social Care work on an “asset” based model.  They see their role 

not as trying to diagnose and fix problems, but to empower citizens to maintain or re-regain 

independence and/or improve wellbeing.  What ‘wellbeing’ looks like is a more loosely defined concept 

that is negotiated between the practitioner and resident.  Service users are ‘clients’ or residents and the 

services provided are more likely to consider more holistic issues of ‘well-being’ that encompass individual 

and community resilience and wider determinant of wellbeing such as employment, education and social 

connectivity.  Furthermore, when services are delivered they are not necessarily free at the point of delivery 

but are paid for in part of full by the resident. 

  

Both models of care have merit. It would be highly inappropriate to take an asset based approach with a 

resident going into a cardiac arrest, but equally prescribing medication to a person who is depressed 

because they are unemployed, lonely or in debt may not necessarily be the most effective solution. 

  

A new approach to health and care that integrates both philosophies in a flexible and appropriate way 

around the person is highly desirable, but this also requires front line health and care staff who may have 

worked have worked purely to one model for decades, to break down historical professional hegemony 

and embrace new ways of seeing the world.  We do not under-estimate the challenge of changing 

organisational and professional cultures in order to achieve this.  

  

As such we have developed an are currently consulting on some high level principles that all partners in 

our new ACP will sign up to, grouped under three main headings (box 3) and defined what success will 

look like and how this will be different to the current approach. (box 4 overleaf) 

Box 3: Our Values 

 

Partnership with you and your community 
• We will listen to you and help you identify what your own needs are 

• We will focus on supporting you to achieve the outcomes and solutions that 

you define 

• We will treat you as an equal partner in your health 

• We will work “with you”, not “do to” you 

• We will help you to access the community assets available within your local 

area and not simply focus on our own health services 

• Responsibility for maintaining and improving your health and wellbeing is 

shared with you and with your neighbourhood; 

 

Proactive prevention 
• Our starting point will always be to help you remain as healthy and 

independent as possible 

• We will prevent, reduce and delay you from requiring a social care and 

health service by intervening as early as possible 

 

Integrated accessible services 
• When you do need a health or care service, we will seek to integrate care 

around you, not require you to access lots of different services  

• We will provide you with a single named accountable person who 

coordinates your care 

• With your permission, our care providers will talk to each other so that you 

should only have to “tell your story” once. 
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3. A new set of values, a new 

way of working (2/3) 

We have also defined what “success looks like”, in terms of the proposed new way of working for our 

ACP.  This is again group under three key headings, set out in box 4 

Box 4: What does success look like? 

 

A strong, connected community 
• You are less isolated and have the opportunity to be well connected where 

you live; 

 

• You are able to get the majority of the support you need from within your 

neighbourhood and as a result you access health and care services less 

frequently; 

 

• You are enabled to live a healthy and happy life. 
 

Shared responsibility 
• You take responsibility for staying as healthy as possible 

• We all use health and care resources appropriately and responsibly 

 

Holistic, flexible and proactive care, provided locally 
• Our health and care system treats you as an individual and does not define 

you by your illness or condition; 

 

• You can get the support and care you need at the right place and the right 

time; 

 

• By bringing health and social care services and resources together we will 

reduce duplication, improve efficiency and provide a better response 

 

• We act before you reach crisis point and reduce the number of times you 

need emergency health or care services 
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3. A new set of values, a new way of working:  

Beryl’s stories (3/3) 

Beryl is an 81 year old woman living in Chadwell who has recently become 

widowed. Simon, her son lives in the Newcastle and sees his mum three 

times a year. Alice, her daughter lives in North America and is only able to 

keep in contact via telephone which is difficult given Beryl’s hearing loss. 

  

Beryl has lived in the same house for forty years. It is the home in which 

she raised her family and where she lived with her husband until he died 

nine months ago. The house has three bedrooms and a large garden 

which she can no longer maintain. The home is draughty and the heating 

system is too expensive to run for more than a few hours a day. However 

the house contains all of her happiest memories and is home. Beryl knows 

that her house is not manageable anymore and makes her life much more 

difficult. She feels there is nowhere she would want to move to and so 

cannot contemplate moving. Beryl has become almost totally isolated 

since her husband died. She has a reasonable income as he left her well 

provided for but has lost all interest in mixing with people. As a 

consequence of her isolation Beryl feels very low, and there are many days 

when she feels like there is little reason to carry on. As a consequence of 

this feeling, Beryl has continued to use the sleeping tablets prescribed 

following her husband’s death, she has continued to take these on repeat 

prescription as she feels that they help to take the edge off of her 

loneliness. 

  

Two months ago Beryl accidently doubled up on her dose. This led to her 

falling down the stairs late at night and not being able to get help until the 

morning. Beryl had broken her hip and suffered other cuts and bruises. 

After a period in hospital Beryl was discharged home with a package of re-

ablement. Beryl was unsure what this meant but now understood that this 

was care and support for her in her own home that would assist her to 

regain her independence. The service she received was very good but 

despite everyone’s best efforts Beryl was unable to improve to the same 

level of independence she enjoyed previously. Beryl now receives a home 

care package to assist her in her personal care needs and to prompt her 

medication use. Beryl is now on much more medication than before and 

gets confused about what she needs to take and when. The longer term 

prognosis for Beryl would seem to lead inevitably to a period of decline 

and ultimately to residential or nursing care 

Beryl watched a new HAPPI housing scheme – Grove Park being built and she and her husband 

talked about selling their house and using their capital to buy a new equity share home. They 

recognised that the heating bills would be much lower and there would be fewer worries if they 

moved to purpose built, attractive housing. Beryl had also joined the Chadwell choir which had 

been set up by U3A volunteers at the new Chadwell Community Hub – just five minutes down the 

road from her home. Her husband has been active in the steering group of the community hub 

and had set up a reading club. A local volunteer has set them up on Skype so they can maintain 

contact with family in the UK and abroad. 

  

When her husband and prime carer died suddenly, Beryl was contacted by someone who was 

based at the Chadwell hub and who was called “Initial Support”. They explained that their team 

worked with people who were identified as possibly in need of some help and advice to ensure that 

their quality of life and independence was being maintained. In Beryl’s case the referral had come 

from the practice nurse in her GP surgery. The worker arranged to visit Beryl in her home and was 

able to provide her with a few aids that would assist in daily living tasks, and some minor 

adaptations to her house that would help to prevent Beryl from falling. Also the worker reviewed 

Beryl’s medication and was able to provide good advice about the possible detrimental impact of 

using the sleeping tablet she had been prescribed for too long. The worker also provided a 

medication dispensing system that ensured it was very difficult for Beryl to take too many tablets. 

Finally the worker referred Beryl to a “community Connector” who was a volunteer working in the 

local community who had established excellent links with a wide number of local groups and 

networks with whom Beryl could become involved if she wanted. Through the community 

connector, Beryl felt able to discuss her concerns about continuing to live in her family home in the 

longer term and how she might get help to move into Grove Park. When she was ready, a local 

community interest company – ‘People Movers’ helped Beryl with all the practical arrangements for 

down-sizing to her new home. With the community support she has in place, the lovely new home 

and new friends she has made at Grove Park, Beryl’s use of medication has reduced as her health 

has improved. The family who moved into Beryl’s house come to visit her, bringing home-made 

jams made from the fruit trees that Beryl and her husband planted when they were first married. 

Beryl in turn, helps their daughter with her French homework. The people mover company – set up 

with the advice of Thurrock CVS found a good home for some of Beryl’s surplus furniture. 

  

Grove Park, in tandem with our new Community service hub and our local volunteer services will 

mean that Beryl’s life in older age, after the death of her husband can still be a quality life where 

health and independence are encouraged. Beryl has just taken over the role of management 

secretary for the group running the day to day management and maintenance of the scheme. This 

means that the scheme benefits from her administrative and managerial skills she has from her 

previous career as the school secretary. 

 

What would happen now What should happen in the future 



4. Segmenting the Population 

Figure 10: Percentage of population and cost of Hospital Services use. (A&E, Outpatients and Inpatients) 

Population Segment % of population % of cost Primary Needs 

Mainly 

Healthy 

Patients 

Less complex patients 

with some Long Term 

Conditions 

Complex, Frail Patients 

with Multiple Long Term 

Conditions 

Solutions 

• Timely access to 

appropriate Primary Care 

• Healthy Lifestyle Services 

• Wider determinants of 

health 

Diagnosis and effective 

management of Long 

Term Conditions in the 

community 

Coordinated, 

proactive, 

integrated 

health and care 

• Increase GP surgery capacity and 

skill mix 

• Integrate Lifestyle Services into 

Primary Care 

• Link Primary Care with Third Sector 

Provision 

• Systematically diagnose 

undiagnosed LTCs (“Find the 

missing thousands”) 

• Effective, integrated management 

of LTCs in Primary and Community 

Care (“Treat the missing hundreds”) 

• Proactive person centred care 

coordination 

• Integrated community assets, 

healthcare and adult social 

care 

Figure 10 above shows the healthcare (A&E, out patient and in-patient) costs of different segments of the population. 50% of all spend on hospital services is generated by only 1.8% of the population.  

These residents are likely to be older people with multiple complex needs who are likely to have experienced a number of hospital admissions.   There main need in the community is likely to centre 

around proactive health and social care, with a single named professional responsible for coordinating all of their care needs. The main purpose of such a service needs to be to maximise independence, 

keep them as well as possible, reduce the number of unplanned hospital admissions and delay entry into residential care. 

 

A further 35% of health care costs is generated from only a further 6.6% of the population.  These are likely to be patients with some long term conditions that may or may not have been diagnosed.  If 

not properly managed within Primary and Community Care, they are at risk of more serious health events such as heart attacks and strokes, and are likely to move up into the ‘Complex Frail’ category.  

Their main need is to have their long term conditions effectively diagnosed and managed within Primary/Community Care. 

 

The vast majority of the population (91.6%) account for only 15% of hospital healthcare costs.  This population is likely to consist of mainly healthy patients who have acute illnesses.  There main 

experience of the healthcare service will be in Primary Care and their main concerns are likely to be timely access to a GP or other healthcare professional to assist with acute illness. They may visit A&E 

inappropriately if they are unable to access these services in a timely way.   In addition, they may benefit from and wish to access lifestyle modification services such as stop smoking or weight 

management or services that help address the wider determinants of health such as housing advice, debt or employment issues.  

 

The remainder of this New Model of Care Case for Change is divided into three chapters, each of which focus on solutions required to address the primary needs of each of the above three segments.  

We recognise that residents may not fit neatly into one segment, and may have needs that span all three.  We also recognise that individuals may move between segments during their lifespan.  The 

separation of our proposed initiatives into three chapters is simply a neat way to categorise different types of initiative. 
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5. Enhancing the capacity and capability of Primary Care (1/18) 

5.1 Introduction 
 

This chapter explores the issue of enhancing the capacity and capability of Primary Care in Tilbury and 

Chadwell.  High quality primary care services that are easily accessible are key to both population health and 

system sustainability.  Over 90% of the population will visit their GP each year and over 95% will use a 

pharmacy, making Primary Care the most frequently accessed element within the local health and care system.  

 

5.2 GP Under-doctoring in Tilbury and Chadwell: The Current Capacity Gap 
 

Thurrock is one of the most under GP’d and under Practice Nurse’d area of England, and Tilbury has the worst 

ratio of Full Time GPs and Practice Nurses: Registered Patients in Thurrock. All of the practices in Tilbury and 

Chadwell have a greater than ideal number of patients per permanent WTE GP. The picture does look slightly 

different when we include locums in the figures, however this does not provide any continuity of care and is an 

expensive way to “prop up” capacity. Figure 11 shows the FTE:weighted patient ratio for each surgery in 

Tilbury, together with the 2014 national average ratio of 1:1321. 

 

This current situation translates into fewer available GP appointments per head of population depending on 

the average length of appointment offered. GP appointment length is amongst the shortest in Europe often 

meaning that GPs can only deal with a single issue in one appointment.   Demand on GP surgeries nationally is 

increasing at a rate that is not sustainable, and which has not kept pace with increases in either funding or 

workforce. Analysis of 30 million patient contacts from 177 practices1 found that consultations grew by more 

than 15 per cent between 2010/11 and 2014/15. Over the same period, the GP workforce grew by 4.75 per 

cent and the practice nurse workforce by 2.85 per cent. 

 

Furthermore, within the Borough there is strong association between levels of under-doctoring and levels of 

practice population deprivation.  This means that the practice populations likely to be suffering from the 

greatest levels of ill-health are worst served in terms of numbers of GPs available to care for them.  Figure 12 

suggests that almost 30% of the variation between levels of under-doctoring between different GP practice 

populations in Thurrock can be explained by differences in levels of deprivation within those populations. 

 

Multiple Regression Analyses models produced by the Thurrock Healthcare Public Health Team for the 2016 

Annual Report of The Director of Public Health, demonstrated that Improving access to Primary Care services 

provided from GP Surgeries has the potential to prevent serious adverse health events and avoid unnecessary 

secondary care admissions and costs. For Thurrock as a whole, we predict that: 

For every one percentage point increase in the availability of GP appointments (as measured by the 

question “last time you wanted to see/speak to a GP were you able to?” in the GP patient survey) we 

estimate a reduction in 

•  6543 emergency hospital admissions for COPD 

• 109 emergency hospital admissions for Heart Failure 

• Save the NHS in Thurrock £2.9M  

Figure 11 

Figure 12 

Mainly 
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GP Under-doctoring in Tilbury and Chadwell: The Current Capacity Gap 

(cont.) 
 

There are currently 16.2 FTE GPs in Tilbury and Chadwell, giving a FTE GP to patient ratio of 1:2388. We 

calculate that in order to bring FTE GP: patient ratios in line with the 1FTE GP per 1300 patient ratio 

(approximately in-line with the 2014 England mean ratio) set out in the ACP Needs Assessment , we 

require a further 10.71WTE GPs in Tilbury and Chadwell.  Under new APMS contract rules, we calculate that 

each additional FTE delivers 138.72 appointments per week.   The current lack of these GPs in Tilbury and 

Chadwell leaves an appointment deficit of 1486 appointments per week (shown in figure 13).  

 

Lack of timely access to Primary Care in Tilbury and Chadwell is a significant concern for residents and a 

pressing problem both in terms of population health terms and system sustainability.  Residents who are 

unable to get an appointment in their surgery risk delays in treatment for health conditions and are more 

likely to access A&E for more minor clinical issues that should be dealt with in the community. (Box 5). 

However, given the national shortage of GPs and current difficulties in recruitment, we are operating in a 

competitive market and it is not feasible to recruit this number to Thurrock quickly.  Building the four new 

proposed Integrated Medical Centres should make Thurrock an attractive place for GPs to work in and 

assist in recruiting new GPs, however this is a medium term solution. 
 

2 Primary Care Foundation and NHS Alliance, Making Time in General Practice, October 2015 

Current Situation vs Ideal GP:Patient ratio 

Box 5: Financial Impact of Inadequate Primary Care Access 
 

 

In 2015/16: 

• 77% of A&E attendances from Tilbury and Chadwell residents were for 

clinical issues that could have been dealt with in the community 

 

• This resulted in £950,000 of net excess cost to our local health system 

Figure 13 
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5.3 Why the historical model of General Practice is broken 
Although increasing GP numbers may help ease the burden on overstretched surgeries, research suggests 

that the historical model of General Practice, little changed from before the inception of the NHS itself is 

no-longer fit for the 21st century.  

 

Figure 14 shows a simplified model of a traditional GP practice.  In order to access the GP the patient 

books an appointment either in the surgery or via telephone with the receptionist.  Most (if not all) 

patients see the GP first, who may decide to pass care on to a practice nurse, if the practice has one within 

the surgery.  This may necessitate booking further appointments via the receptionist.  There is a back 

office administrative function run by the practice manager who is responsible for multiple administrative 

tasks from opening and directing post, chasing test results or out patient appointments from hospital or 

community health providers, organising call-recall systems to invite patients with long term conditions to 

attend surgery for clinical interventions, managing practice income and accounts, often through multiple 

payment mechanisms with different commissioners, keeping practice HR policies up to date and line 

managing other administrative tasks.  The traditional surgery has generally consisted of small teams and 

the model is replicated many times within a given locality. 

 

The model is no-longer fit for purpose in the 21st century against a backdrop of rising patient demand, an 

ageing population, advances in treatment and patients living with multiple long term conditions.. Key 

problems identified in Making Time in General Practice1(a published report based in a comprehensive 

national survey of issues faced by GPs and their surgeries’ workforce) and by a recent report by The Kings 
Fund3  and in the ACP needs assessment include: 

 

• A lack of triage.  Patients are allocated time with the GP in the order that they present to the 

receptionist, and clinical need of the patient is not generally taken into account in prioritising 

appointments as the receptionist lacks the clinical skills to triage effectively. 

 

• Patients generally all see the GP first who then makes onward referral to either the practice nurse 

or other hospital specialist.  This is not efficient if the GP is not the most appropriate person to 

deal with the patient’s clinical need 

 

• The GP may spend time undertaking tasks that could be completed more efficiently by another 

professional, for example medication reviews that could be undertaken by a pharmacist, seeing 

patients with low level acute illnesses that could be dealt with by a prescribing nurse; triaging post 

that could be done by a highly skilled physician’s assistant, or dealing with patients with an 

underlying need that is not clinical for example housing or debt issues, bereavement or loneliness. 

 

• Appointment times are generally ten minutes meaning only one issue can be dealt with in each 

appointment.  This may not meet the needs of today’s patients who are living with multiple long-

term conditions 

 

• The relatively small size of the surgery team makes its level of resilience low, and risks service 

disruption due to absence.  It also reduces opportunities for peer support and learning between 

clinicians, sharing best clinical practice, and risks care being reactive rather than proactive. 

 

 

1 Primary Care Foundation and NHS Alliance, Making Time in General Practice, October 2015.   
2.  Understanding Pressures in General Practice. Kings Fund, 2015 

• Practice nursing support is generally low and not undertaken at scale.  Nurses in different 

practices may have different skill sets leading to a non-uniform offer to patients between 

different practices. 

 

• Administration tasks such as call-recall systems, HR or clinical governance policies or 

contracting that could be done more efficiently at scale are duplicated multiple times 

across different surgeries.  This is inefficient and expensive. 

 

• Patients are referred on to other services for clinical procedures that could be provided in 

Primary Care if there was greater capacity.  Examples include common diagnostic tests, 

MSK services and long term conditions management e.g. COPD, diabetes management, 

IAPT and health improvement services. 

 

• The interface between the surgery and hospital is often poor.  GPs and Practice managers 

complain about discharge summaries being incomplete or late, and patients being sent 

back to surgery when out-patient appointment services have failed. 

Figure 14 
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Large numbers of GP Appointments are Potentially Avoidable 

 
Making Time in General Practice conducted research in 50 GP surgeries covering 5,000 consultations 

and concluded that overall, 27% of GP appointments were judged by respondents to have been 

potentially avoidable, with changes to the system around them. The results of the research are shown 

in figure X. The most common potentially avoidable consultations were amendable to action by the 

practice, often with the support of the CCG. The biggest categories were: 

 

• Where the patient would have been better served by being directed to someone else in the 

wider primary care team, either within the practice, in the pharmacy or a so-called ‘wellbeing 

worker’ (e.g. care navigator, peer coach, health trainer or befriender). Together, these three, 

which could be improved by more effective triage or signposting system, together with a more 

diverse practice workforce and integrated support services, accounted for 16% of GP 

appointments.  

 

• An additional 1% of appointments were to inform a patient that their test result was normal and 

no further action was needed. These could potentially be avoided if an IT solution or other 

system that allowed patients to access test results was implemented or communicated test results 

to patients was implemented at practice level. 

 

• Demand created by hospitals accounted for a total of 4.5% of appointments. The largest 

category, creating 2.5% of appointment, comprised problems with outpatient booking (either a 

lapse in the outpatient booking process, such as failure to send a follow-up appointment), or a 

patient failing to attend an appointment, necessitating an entirely new GP referral. The other, 

creating 2%, was the result of hospital staff instructing the patient to contact the GP for a 

prescription or other intervention which was part of their hospital care. 

 

• A further 1% of appointments would not have been necessary if continuity of care or a clear 

management plan had been established.  This could be solved by more integrated working 

between health and care professionals 

 

 

Figure 15 
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5.4 Increasing the Clinical Skill Mix within GP Surgeries 
 

We calculate that in order to bring FTE GP: patient ratios in line with the England average, we require a 

further 12.88WTE GPs in Tilbury and Chadwell.  However, given the national shortage of GPs and current 

difficulties in recruitment, we are operating in a competitive market and it is not feasible to recruit this 

number to Thurrock quickly.  Building the four new proposed Integrated Healthy Living Centres should 

make Thurrock an attractive place for GPs to work in, however this is a medium term solution. 

 

Making Time in General Practice2 demonstrates that diversifying the workforce skill mix in Primary Care 

would release significant amounts of GP time and therefore capacity, allowing them to concentrate more 

time on patients with long term conditions and less time on tasks that could be better undertaken by 

other types of clinical staff. Figure X shows the original workforce model proposed in Making Time in 
General Practice.  

 

We will invest the “£3 per head” Primary Care funding for Thurrock in Tilbury and Chadwell Surgeries as 

part of our ACP programme in order to deliver a diversified mixed skill clinical workforce, based on the 

model shown in figure X.  This in turn will free up GP time to care for the most complex patients, and 

release additional clinical appointments for residents, addressing the problems  of under-doctoring and 

inadequate timely access to surgery appointments.    

Figure 16 

Nurse Practitioner 
Highly qualified nurse practitioners with the skills and qualifications to 

prescribe are able to see and treat many patients who in a traditional 

surgery would require a GP appointment, for example patients with 

less complex conditions, for example those who need antibiotics for 

acute infections 

Practice Based Pharmacist 
With increasing number of patients living with multiple long term 

conditions, GPs are increasingly required to undertake complex 

medication reviews. These could be done by a surgery based 

pharmacist, often in a fraction of the time. One in two patients take 

their medication incorrectly. The pharmacist can help address this 

through  medication compliance reviews 

Physiotherapist 
One in six GP consultations is for a musculo-skeletal problem. Basing 

physiotherapists in GP surgeries allows this cohort of patients to be 

treated directly without the need to necessarily see a GP for onward 

referral to a hospital or community based physiotherapy service. 

Paramedic 
Successfully piloted in some areas of the UK, including College Health 

in Medway, a paramedic  can be used to undertake emergency home 

visits to assess and treat patients, calling upon GP or other clinical 

support only when necessary.  They have also been used in 

systematic outreach to care homes and have shown to significantly 

cut avoidable hospital admissions. 

Wellbeing Worker 
The ACP Needs Assessment showed low referral of patients with poor 

lifestyles into health improvement services such as stop smoking, NHS 

Health Checks or sexual health clinics.  These services have traditionally 

been commissioned and often remotely from GP surgeries. Placing health 

improvement at the heart of Primary Care will help address this, and 

make it easier for residents to make positive lifestyle changes 

Physicians Assistant 
A Physician's Assistant (or Associate) is a new clinical role in the NHS. 

Their role includes the ability to diagnose, interpret data, devise care 

management plans and prescribe.  They work alongside GPs and nurses 

in the treatment and management of a wide range of patients, come with 

a generic clinical skill set but can be trained by the surgery to specialise in 

key areas of need, for example sexual health. 
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Figure 17 

New Model of General Practice vs Current Situation New Model of General Practice vs Ideal GP: Patient Ratio 

Figure 18 Figure 19 

By implementing new models of working in Primary Care as set out in Making Time in General 

Practice and through other research, we calculate that we could release an additional 1495 

number of GP appointments per day in Tilbury and Chadwell.  

 

This has the potential to bridge this deficit in current number of appointment offered as shown 

in the boxes below.  Figure 17 shows that with the current ratio of 1 FTE GP to 2,388 patients in 

Tilbury and Chadwell, the population faces a shortage of 1,485 appointments per week 

compared to what would be available if we met the ideal ratio of 1 FTE GP to 1300 patients. 

 

Conversely, figure 18 shows the potential impact of implementing a new model of General 

Practice from modelling undertaken by the Healthcare Public Health Team by implementing a 

new model of General Practice for Tilbury and Chadwell, designed by the Healthcare Public 

Health Team based on the principles set out in Making Time in General Practice.  We calculate 

that the new model would release 1,495 GP appointments per week (figure 18), closing the 

deficit shown in figure 17 without the need to recruit the additional 10.71 WTE GPs. Indeed the 

new model actually performs slightly better in terms of increasing capacity within General 

Practice compared to recruiting additional GPs to deliver the 1:1300 FTE GP:weighted patient 

ratio, delivering an additional 10 appointments per week (figure 19) 

Current Situation vs Ideal GP:Patient ratio 
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Box 6: Assumptions 
1. We do not wish to reduce the number of GPs in the area under any new model. There is a 

shortage and we should at least maintain current levels. 
2. The ideal number of GPs in Tilbury would result in a ration of patients to GP of 13,00:1 and for 

nurses 2765:1. 
3. These results in a shortage that cannot be filled by GPs and nurses either physically or 

financially 
4. The shortfall can be filled by other members of a mixed skill workforce 
5. All WTE patient facing staff can spend 410 minutes per day with patients 
6. Appointment lengths for GPs, Nurses, Pharmacists, and Nurse Practitioners are on average 10 

minutes. 
7. Appointment length for a wellbeing worker is on average 30 minutes 
8. Appointment length for a physio-therapist is on average 15 minutes 
9. A physician assistant can deal with 40 patients per day 
10. The ratio of patients to GP assistants should be 5000:1 – this can save each GP 40 minutes per 

day 
11. A receptionist has some kind of interaction with all of the patients dealt with by patient facing 

staff and each interaction lasts on average 3 minutes.  (With on-line booking and touch 
screen check in this can be reduced). 

12. Increase in Social Prescribers is based on the opinion of CVS. 
13. Some manual alterations to admin/reception support and GP assistants have been made to 

reflect expert opinions. 
14. Hourly rate of staff are as follows: GP  
15. 30% on costs have been included but no employment costs are calculated. e.g. training. 

Table 1 

5.4 Increasing the skill mix within GP Practices (cont.) 
Table 1 shows the costs of implementing the mixed skill work force in GP surgeries in Tilbury 

and Chadwell, and Box 6 shows the assumptions that underpin the modelling undertaken by 

Thurrock’s Health and Social Care Public Health Team in relation to the number of additional 

appointments released (shown on the previous page). 

 

The new model will be funded through investment of Primary Care Transformation Funds that 

are attached to the Government’s General Practice Five Year Forward View Strategy. 

We will  implement a new mixed skill workforce model 
within GP surgeries within Tilbury and Chadwell to release 
an additional 1495 appointments per week to residents, 

address the current levels of under-doctoring and 
improve access to clinical care within surgeries for our 

residents  

Key Action 

Staff Group
Current 

FTE

NEW 

Model 

FTE

Aditional 

FTE 

required

Salary / AFC 

Band

Total Estimated 

Cost

GPs 16.2 16.2 0 N/A £0

Nurse Practitioner 5.5 5.5 0 AFC 7 £0

Advanced Nurse Practitioner 7.1 8.5 1.4 AFC 8 £82,522

Physio Therapist 0 8 8 AFC 6-7 £337,033

Well-being worker 1 3 2 AFC 4 £53,178

Admin/Receptionists 34.4 34.4 0 AFC 3 £0

Physician Assistant (DPC) 3 4.8 1.8 AFC 6-7 £33,703

GP Assistant (Administrative) 0 3 3 AFC4 £82,103

Practice Based Pharmacist 1 2 1 N/A £0

Health Advisor and health care assistant (FTE) 3.1 4.1 1 AFC 4 £27,368

Social Prescriber 0.2 2 1.8 £13.74/hr £61,518

Total 71.5 91.5 20 £620,552
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5.5 A Partnership with Patients and Community to address wider 
determinants of health 
 

Traditional bio-medical models of medicine have placed the clinician in the role of ‘expert’ and the 
resident in the role of ‘patient’, too often being the passive recipient of care following a diagnosis.  
However a number of international studies suggest that in the most effective health systems world 
wide, there is are much more equal and partnership based relationship with the care receiver being 
empowered to both make choices and take responsibility for their own health, wellbeing and care.   

 

Intuitively, this more modern approach feels correct. A strong body of research now exists showing 
that social and environmental factors; potentially within the control of the individual but largely 
outside of the scope of traditional clinical practice can have a major impact on health and wellbeing.   

 

A recent systematic review that considered 218 published studies involving almost four million 
people concluded that loneliness and social isolation was more dangerous to health than obesity, 
and that those who were socially isolated were at a 50% increased risk of early death compared to 
those with strong social networks 4. Professor Michael Marmot’s report into Health Inequalities in 
England showed the significant impact that factors such as education, income, employment and 
housing can have on health 5, and a number of studies suggest that these ‘wider determinants of 
health’ have a greater impact on health and wellbeing than clinical health services. (Box X). 

Box 7: Influences on Health 

 

.   

 

 

Residents of Tilbury and Chadwell are disproportionally affected by social and environmental 

factors that impact negatively on health outcomes. Two of the four wards covered by the ACP 

have a significantly greater proportion of overcrowded households than Thurrock or England 

(figure 20), and three have a greater proportion of residents with no formal qualifications 

 

Addressing these wider determinants of health in order to break inter-generational embedded 
health inequalities is key to improving the health and wellbeing of Tilbury residents. However, for  

too long, statutory services that address wider determinants of health and wellbeing have been 

delivered in isolation to local health and care services.  The ACP will address this by strengthening 

links between Primary Care and statutory services that address wider determinants of health 

including our Brighter Futures Children and Families Service, Employment, Debt and Housing 

Advice and seek to co-locate delivery of these services within the ACP, and ultimately within the 

new Integrated Medical Centre for Tilbury and Chadwell. 
. 

Figure 20 

Figure 21 
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5.5 A Partnership with Patients and Community to address wider 

determinants of health (cont) 
Thurrock has a proud tradition and strong story to tell relating to our community and third sector 

provision with over 500 community and voluntary organisations aligned to an active Council for 

Voluntary Services (CVS). This estimate includes registered organisations, such as charities, social 

enterprises and co-operatives, voluntary organisations, community/neighbourhood groups, informal 

interest groups and faith groups. Our Stronger Together and Living Well in Thurrock Programmes 
are recognised models of best practice. In terms of paid staff, based on the average number of FTE 

paid staff employed by respondents to the State of the Sector survey across Thurrock, it is estimated 

that the 500 organisations employed 1,315 FTE paid staff in 2014/15. There are also an estimated 

7,429 volunteers, representing 4.6% of Thurrock's total population as are our Local Area 

Coordinators. 

 
A Community Hub operates in Tilbury.  Priorities for the hub are determined by residents but include: 
  
• Support and advice for residents to self-serve for information, both via face-to-face and web-

based support  
• Increasing volunteering opportunities  
• Hosting groups to encourage cohesion and reduce isolation such as craft groups  
• Hosting groups to improve health and wellbeing (e.g. fitness classes)  
• Facilitating meeting opportunities for residents with public sector staff (e.g. Local Area 

Coordinators)  
• Community gardens 

 

Community feedback to date has been very positive with residents, ward councillors and 

professionals providing good comments back to the Stronger Together partnership who oversee the 

Hubs programme, however historically this provision has been divorced from Primary Care 

commissioning.   Our new ACP will address these issues by placing the individual, community and 

third sector at the heart of Primary Care.  

 

5.5.1 Social Prescribing 
 

One mechanism to achieve this will be through ‘social prescribing’ which is currently being piloted in 

some GP practices in Tilbury, East Tilbury, Aveley and Purfleet. 
 

Individuals sometimes lack the confidence to discuss issues at the root of their anxiety and with GP’s 

time pressure; social prescribing allows an individual time to discuss what matters in their life. 

 

Social prescribing compliments other services; local area coordinators, community solutions, housing or 

the third sector, by finding out what matters to them rather than what’s the matter, social prescribing is 

able to signpost or refer to the relevant person, without the individual ping-ponging around the system 

and connecting all agencies together. 

 

There is emerging evidence that social prescribing can lead to a range of positive health and well-

being outcomes. Studies have pointed to improvements in areas such as quality of life and emotional 

wellbeing, mental and general wellbeing, and levels of depression and anxiety. Social prescribing 

schemes may also lead to a reduction in the use of NHS services. A study of a scheme in Rotherham (a 

liaison service helping patients access support from more than 20 voluntary and community sector 

organisations), showed that for more than 8 in 10 patients referred to the scheme who were followed 

up three to four months later, there were reductions in NHS use in terms of accident and emergency 

(A&E) attendance, outpatient appointments and inpatient admissions.  An evaluation of social 

prescribing in Shropshire suggested that it reduced GP consultations by 48% and A&E attendances by 

33% in the cohort of patients accessing the programme. 

The aim of the programme is to empower individuals to improve their own health and wellbeing and 

social welfare by connecting them to non-clinical and community support programmes to address 

social and wider determinants of health and wellbeing such as loneliness, debt, housing issues, 

employment or bereavement.  A consultation with a social prescribing programme begins with a 

detailed discussion between the Social Prescriber and the resident which starts with the question “what 

does a good life mean to you?”  The social prescriber and resident then formulate a joint action plan to 

achieve goals based on this answer.  
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5.5.1 Social Prescribing (cont). 
The Social Prescribing programme will: 

 
• build self-resilience amongst adult patients assisting them to better manage their holistic wellbeing 
• reduce demand on primary care services, particularly from patients that could be better supported 

by other local services 
• empower GPs and other clinical staff with a practical mechanism to assist patients who access their 

surgery with non-clinical issues.  (National research suggests that patients with issues that have an 

underlying problem that is non-clinical can account for up to 20% of all GP appointments). 

 

We will roll out social prescribing at scale across the ACP locality in order to link community sector 

capacity with GP surgeries and empower patients to address social causes of ill-health.  In our new 

model of care, patients will be able to access a social prescriber either directly through the triage 

system at the ‘front door’ of their surgery or following a referral from a member of their surgery’s 

clinical team. 

 

The full Social Prescribing Business case can be accessed here:  
 

5.5.2 Empowering Patients : Patient Participation Groups  
From April 2016 it has been a contractual requirement for all GP practices in England to form a Patient 

Participation Group (PPG) during the year and make reasonable efforts to it to be representative of the 

practice population.  PPGs can play a key role in assisting GP practices to improve patient care 

including 

 Advising the practice on the patient perspective 

 Providing a mechanism for patients to make positive suggestions about the practice and how 

it can improve 

 Encouraging and organising health promotion activities within the practice and amongst the 

wider population it serves 

 Communicating with the wider patient body 

 Running volunteer services and support groups to support patients and the services of the 

practice 

 Influencing the work of the practice or the wider NHS to improve commissioning 

 Fundraising to improve services provided by the practice 

 

We will deliver a new programme Patient Participation at GP practice level.  Healthwatch will help 

support practices to set up a PPG where one currently doesn’t exist, including engaging and recruiting 

patients, and will deliver a training programme including a free resource pack to those PPGs that are 

already operating. The training programme will increase the understanding and confidence of PPG 

members on issues such as PPG roles and responsibilities.  Members of the Thurrock Public Health 

Team will support the delivery of the training programme by providing GP Practice population specific 

profiles that identify the main health needs of the practice population.  The accompanying resource 

pack has been developed by Thurrock Healthwatch based on a model of best practice from the 

National Patients’ Association 

 

 

 

 

 

 

5.5.3 Measuring Success: GP Patient Satisfaction Survey 
The GP Patient Survey is an independent survey run by Ipsos MORI on behalf of NHS England. The 

survey is sent out to over a million people randomly selected across the UK within two waves and the 

results show how people feel about their GP practice and help’s GP surgeries understand where they 

can improve. It includes topics such as making appointments; waiting times; perception of care; 

opening hours and out-of –hours services. 

 

Response rate to the survey has historically been low for Tilbury and Chadwell (average of 31% of 

surveys returned).  We increase the survey sample size for Tilbury and Chadwell and work with PPGs 

and patients to increase response rate as a further mechanism to evaluate patient satisfaction with our 

new model of Primary Care.  The full business case for this programme can be accessed here. 
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.   

 

 

Figure 22 

5.6 Embedding Healthy Lifestyle Services within Primary Care and 

the wider Health and Care System 
The Tilbury and Chadwell ACO Needs Assessment identified that residents in Tilbury and Chadwell 

are more likely than those in Thurrock and England to engage in health damaging behaviour such as 

poor diet, low levels of physical activity, smoking and being overweight. This increases the risk in the 

overall population of serious health events including cardio vascular disease and cancer and 

increases the overall level of morbidity within the population.  Healthy lifestyle services are 

commissioned by Public Health and in 2016/17 were provided by North East London Foundation 

Trust (NELFT), who also sub-contracted some delivery of services, e.g. smoking cessation support 

directly to some GP surgeries and pharmacies. 

 

Ensuring these services are as accessible as possible to Tilbury and Chadwell residents who wish to 

make improvements in their lifestyle is key in terms of improving the overall health of the population 

and the needs assessment identified that there is still much opportunity for improvement. For 

example, the Quality Outcomes Framework (QOF) records the number of patients aged 15 or over 

who are current smokers and have a record of an offer of support and treatment within the 

preceding 24 months (QOF indicator SMK004). In 2015/16, this totalled 5,677 for all Tilbury and 

Chadwell practices. Data from the NELFT provided Healthy Lifestyle service found there to be 333 

patients accessing smoking cessation support in 2015/16 – doubling this number to provide an 

estimate of those accessing support in the preceding 24 month period would still only give 666 

patients – accounting for just 11.7% of the number on the QOF register. This variation by practice 

can be seen in Figure 22. East Tilbury Health Centre has the lowest proportion of their QOF patients 

receiving smoking cessation support by NELFT (5.73%) and Dr Mohile the highest (15.66%) – see 

figure below. 

 

The finding that only 11.7% of those on the QOF register recorded as having an offer of support or 

treatment appeared to be supported by NELFT suggests there is variation in the support offered to 

patients, as quantifying this means that as many as 5,011 smokers may qualify for this support but be 

receiving something different. 

 

In 2017/18, a new provider of Healthy Lifestyle Services was commissioned but failed to deliver 

satisfactory performance, and the Public Health Team is in the process of terminating the contract 

and bringing the service back “in house” as a holding measure whilst future options are explored.  

This providers an opportunity to reconfigure the service to better embed it within GP surgeries, 

pharmacies and the wider health and care system including hospitals. 

 

We propose to locate healthy lifestyle “wellbeing workers” from the current provider directly within 

the enhanced Primary Care Team as a further resource for practices to use to work with patients who 

wish to make lifestyle improvements such as a stop smoking quit attempt. 

 
 

We will also explore more effective ways of directly contracting with surgeries who with to offer 

healthy lifestyle services as providers including creating one contract with each surgery that covers 

all lifestyle programmes, with payments made on agreed population outcomes, reducing the 

administrative burden on surgeries.   We will use the new MedeAnalytics system (see page ***) to 

help surgeries better identify and target patients with poor lifestyles, and provide direct marketing 

to them with regard to available support to help them make changes. 

 

We will work with Basildon Hospital to embed healthy lifestyle programmes into clinical care 

pathways, targeting  support to patients with early onset diseases causes by poor lifestyles, for 

example COPD and cardio-vascular disease. 

 

We embed Healthy Lifestyle Services directly within GP surgeries by 
locating “Wellbeing Workers” within the Enhanced Primary Care Team. 

Key Actions 

We will consult with surgeries who want to contract with Public Health 
to provider Healthy Lifestyle Services about implementing a 

administration light single contract for all services 

We will work with Basildon Hospital to embed healthy lifestyle 
programmes into clinical care pathways, targeting support to patients 

with early onset disease caused by poor lifestyles. Page 24 
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5.7 Effective Front Door Triage 
 

The mixed skill practice workforce model described previously requires effective ‘front door’ triage in 

order for it to work most effectively;  The new model network model surgeries require an efficient 

system to direct the patient accessing a surgery to the most appropriate person or service within the 

ACP.  The exact design of the triage system is a matter for the surgeries themselves, but one 

potential model may include a shared appointment booking system within the ACP/Surgery 

Management Hub. 

 

Models that have worked well in other pilots throughout the country include: 

 

5.7.1 Telephone Triage and Consultation by a GP 
 

Use of the telephone for consultations is growing rapidly in general practice. Some practices have 

been offering this kind of consultation for ten years or more, but interest has grown significantly 

since about 2012. From a starting point of treating phone contacts as brief triage encounters, 

practices are increasingly recognising the feasibility and value of fully addressing the patient’s need 

in a single phone contact where appropriate 

 

This model works on the basis that the most experienced clinician in the workforce is best able to 

make the clinical judgement necessary to triage effectively, and that 60-70% of consultations can be 

handled entirely on the phone in an average to 4-6 minutes. 

 

Where face-to-face consultation is required, a GP is usefully able to determine this within the first 

two minutes of the telephone call. 

 

Where piloted, this approach has been shown to improve access, especially for carers and people in 

full time work, and reduces DNAs by up to 80%. 

 

Implementation of the programme works best when actual demand is measured across the time of 

day and day of week and the supply of appointments is adjusted accordingly (for example 

increasing the supply of appointments on a Monday morning). 

 

 

5.7.2 Highly trained reception staff 
 

Training reception staff to connect the patient with the most appropriate service rather than simply 

book everyone in to see the GP first has been shown to be effective in pilots across the country. 

 

Receptionists are trained to ascertain the patient’s needs including “red flags” for medical 

emergencies.  Directories of all available services (including services outside of the practice) are 

developed and the receptionist has access to these in order to aid decision making. 

 

Receptionists are also encouraged to ask lots of questions, and trained in asking the patient about 

his/her needs. 

 

One of the key barriers to implementation may be patient expectation and the acceptability of 

the approach to patients.  This can be overcome through a systematic communications 

programme with patients that stresses the benefits to both them in terms of being directed to 

the person most appropriate to meet their needs, and also to the GP, in allowing them to 

focus on issues that only they can deal with.   Use of the Patient Participation Group and 

patient news letters have been shown to assist implementation. 

 

When trialled in West Wakefield, 960 GP hours were saved across six surgeries caring for 

64,000 patients, in the first 10 months of the new triage system.   

 

Highly trained triage reception staff have been shown to reduce GP appointments at over 

1000 per annum for a 10,000 list size practice. 

 

Other benefits have included faster access to the correct service for patients and increased 

staff satisfaction; receptionists feel that they’re doing a better job for patients and making a 

larger contribution to their surgery. 
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5.7 Effective Front Door Triage (cont.) 
 

5.7.3 E-Consultations (WebGP) 
 

WebGP is an e-consultation system that integrates within the surgery’s website. When a patient 

clicks on the WebGP icon they have a number of options including: 

• Finding out more about their symptoms, a particular condition and treatment including 

access to written and video self help content 

• Sign posting from the symptom checker to other more appropriate services including 

pharmacy and self care 

• Requesting a repeat prescription 

• Requesting a call back from a nurse 

• Completing an “e-consult” form where they can fill out details of their symptoms on-line and 

have them reviewed by a clinician in the surgery who can then issue a prescription remotely, 

undertake a telephone consultation or call the patient in for a face-to-face consultation. 

 

The main benefits of the system to patients are that they can gain reassurance about their 

symptoms/condition without having to make a GP appointment, or can take time to describe 

their symptoms accurately in writing, rather than have to do this face to face in a short GP 

consultation. 

 

Where implemented, evaluation of the system demonstrates the following impacts: 

 

• 91% of patients are ‘extremely satisfied’. 

 

• 90% of users don’t contact the practice: 

• 60% use the ‘symptom checker’ / self help alone 

• 20% visit the pharmacy 

• 10% request a 111 nurse call back 

 
• 10% of users have an ‘online consultation’ of whom: 

• 40% are dealt with by a GP remotely, in an average of 2.9 minutes 

• 20% receive a telephone consultation by a GP  

• 40% have a face to face appointment with a member of the surgery’s clinical team 

 

Evaluation has also suggested that the e-consultation  is particularly welcomed by patients who 

may feel uncomfortable talking about certain conditions and is most widely used by those 

suffering from depression or other mental ill-health.  There is also some evidence that it may 

reduce A&E attendances. 

 

We have obtained funding to make WebGP available free of charge to all surgeries within the 

ACP.   We will work with surgery staff through the Tilbury and Chadwell GP practice network to 

reach agreement on the best model of front door triage for the network and look to base this 

within the Surgery Management Hub. 

 

 

Key Actions 

We will work the GP surgeries to develop and implement a 

shared front door triage system for the Tilbury and Chadwell 

ACP surgery network.to capitalise on the mixed skill workforce 

model in Primary Care 

We will support surgeries to implement WebGP 
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A full copy of the E-Consult business case can be accessed here:  

1. PROJECT INFORMATION 

 

Project Title Supporting the community to access eConsult within Tilbury Community Hub. 

 

Project Sponsor Ian Wake 

  

Project Manager  

    

Date 15/03/2017 

 

2. PURPOSE OF THIS PROJECT 

 

The proposal for this project is to trial an offer of eConsult patient support within a community 

setting. This would involve agreeing with a setting (suggestion of Tilbury Community Hub) to 

arrange some support sessions for patients registered with participating surgeries, who could 

attend at certain times to be shown by a Hub volunteer how to complete the eConsult form. 

 

This would therefore support those who might want to use the system, but who do not feel 

confident doing so without some support, or those who cannot access it from their home. 

 

This is an extension of the eConsult offer being delivered to certain GPs for 6 months at no 

charge. 

 

**Future offer – could include purchase of a BP machine and locating it in the hub, and using the 

hub as a centre for hypertension patients to take their own readings and submit via the eConsult 

terminal. Hypertension review content still being trialled by eConsult before release. To be 

considered as part of the Hypertension detection programme** 

 

 

3. NEEDS ASSESSMENT 

 

The Tilbury ACO Needs Assessment contained information that indicates this population would 

benefit from this approach: 

1. Proportionally, the Tilbury locality population is younger in age than the national 

population, with particularly high numbers of young children. Parents with young children 

are particularly high users of GP services, with around 40% of GP appointments used by 

children and young peoplei.  

2. In addition, a younger population are more likely to have a better level of ‘digital literacy’ 

– research cited in the 2015 Making Time in General Practiceii report found that six year 

olds claim to have the same understanding of communications technology as 45 year 

olds, meaning that young families are more likely to embrace this approach to interacting 

with their GP via online methods.  

Cabinet Member Councillor James 

Halden 

Author Maria Payne, 

Senior Programme 

Manager – Health 

Intelligence 
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5.8 Building Surgery Resilience 
 

The 20th Century GP practice lacks resilience because of its small size and low numbers of staff.  GPs 

are often working in isolation and large numbers of different types of practice administration falls to 

one person. Recent history in Tilbury has demonstrated the issues caused for population health 

when small practices fail. Delivering Primary Care working ‘at scale’ was identified as a key priority in 

the GP Five Year Forward View. Networks of GP practices can bring the following benefits to both 

practices’ workforce and ultimately to patients: 

 

Resilience: 
• Pooling of staff including nurses, reception staff, clerical staff and sessional GPs increases an 

individual practice’s resilience to staff leave and also allows more comprehensive services to be 

offered to patients 

• Overflow support is available at the busiest times including phone consultations and home 

visiting 

 

Economies of Scale: 
• Purchasing of indemnity, supplies and utilities becomes cheaper allowing more investment in 

frontline services 

• Key back office functions can be shared or done once for all surgeries in the network including 

policies and procedures, procurement, managing correspondence and ICT support 

• Specialist functions that benefit all surgeries can be developed including HR, Finance, Clinical 

Governance and Business Intelligence. 

 

Systems Partnerships 
• Planning of workforce; infrastructure development; service reconfiguration; and public health 

can be done once at scale 

• Provision and integration of a wide range of additional services including community pharmacy, 

optometry, social care, housing, welfare and the third sector can be integrated into the network 

 

Increased Skill Mix 
• A wide range of complementary clinical front line roles can be incorporated into the practice 

network’s workforce including pharmacists, specialist nurses, physiotherapists, mental health 

therapists and paramedics. 

• Similarly wellbeing worker roles can be incorporated including social workers, care navigators, 

health trainers and coaches and welfare advisors 

 

Innovation and Improvement 
• Evidence scoping such as population health analytics and evidence based literature reviews can 

be undertaken at skill to ensure that the workforce is kept up to date with continuous 

professional development, and that the network is responding to the needs of the population it 

serves 

• Analytics such as priority setting, benchmarking of performance and real time measurement can 

be incorporated into the work of the network 

 

The ACP will implement a network model of surgeries in Tilbury and Chadwell to realise the 

benefits described in the first column (figure 23)  Whilst the final form of the network is yet to 

be agreed by the surgeries involved, good progress has been made to date with all GP 

practices signing an Memorandum of Understanding setting out how they will collaborate 

together.   Ultimately this paves the way for the model shown in figure A where administrative 

functions including appointments booking, call-recall of patients and all GP practice 

administration could be undertaken by a shared Surgery Management Hub, and the wider 

clinical and non-clinical patient facing staff could we shared in an ‘Enhanced Primary Care 

Function’. 

We will  implement a new network based model of Primary 
Care in Tilbury and Chadwell in order to build resilience 

amongst current surgeries and realise the benefits to both 
the workforce and residents of delivering Primary Care ‘at 

scale’. 

Key Action 

Staff Development 
• A wider network of primary care workforce provides much greater opportunities for shared 

learning, CPD and career development including mentoring. 

Figure 23 
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5.9 Reducing the Administrative Burden on Clinicians 
 

Making Time in General Practice concluded that administration and bureaucracy were major 

burdens on surgeries. The chief sources of bureaucracy in general practice were: 

• Getting paid  

• Processing information from hospitals and other providers 

• Keeping up to date with changes 

• Reporting other information 

 
Getting Paid 

This was by far the biggest administrative burden facing general practice, with 45% of surgeries 

surveyed highlighting it as an issue.  Practice income is now derived from a complex and diverse list 

of sources including the weighted capitation of the practice list size, performance on the Quality and 

Outcomes Framework and income from a wide range of individual contracts including AQPs (Any 

Qualified Provider) with Clinical Commissioning Groups for services such as phlebotomy, Directly 

Enhanced Services with the DH, and Public Health contracts both with Public Health England for 

screening and immunisation and with local authorities for lifestyle services such as stop smoking and 

NHS Health Checks. 

 

Processing information from hospitals and other providers 

This was rated as the next biggest administrative burden, almost en par with ‘getting paid’.  

Surgeries report that processing discharge letters, chasing test results and coordinating outpatient 

or elective hospital appointments has increased substantially in recent years in line with an ageing 

population . The interface between hospital and surgery was reported as often inadequate both in 

terms of the administration processes (for example discharge letters were often late, or posted and 

emailed requiring the surgery the cross reference), and in terms of clinical content; GPs complained 

that hospital Consultants were too remote or that the content of discharge summaries detailed what 

had happened to a patient in hospital but failed to provide information on what clinical care needed 

to be on-going after discharge.  Many surgeries also complained of having to deal with patients 

requiring re-referral to hospital outpatient clinics because appointments had been arranged at very 

short notice and/or times that they could not attend. 
 
Keeping up to date with changes 

Keeping up to date with incoming information from commissioners and other bodies, particularly at 

a national level, was also a significant area of burden for practices. Managers reported that this was 

particularly problematic when later trying to retrieve information sent by email, letter or bulletin. 

 

Reporting other information 

The fourth most burdensome issue was reporting for contract monitoring or regulation. Here, 

surgeries cited frustration caused by multiple requests for similar information, sometimes from 

different teams in the same organisation (particularly NHS England), often at very short notice (eg 

24 or 48 hours), and often formulated in ways which differed from how the information was stored. 

NHS England and CQC were described as frequently asking for information about the same aspect 

of the practice, but in different ways, at different times, and in a series of requests rather than a 

single one. 

 

Supporting patients dealing with the NHS 

Finally, supporting patients to navigate the health and care system was also cited by 7% of surgeries 

surveyed an area where practice workload is increasing. 

 

At Scale Administration 
Creating a centralised ‘back office’ Surgery Administration and Management Hub as discussed 

on page X will go some way to relieving the current bureaucratic burden being experienced by 

our surgeries by allowing administrative tasks to be done once and at scale for all surgeries 

within the Tilbury and Chadwell network.  We will also explore with surgeries, how to better use 

information technology to streamline contract reporting and payment mechanisms for local 

contracts, for example by implementing systems to directly extract performance data from 

SystmOne. 

 

The GP Assistant 
Much of the administration that in the 20th Century GP Practice model has been the 

responsibility of the GP, can be dealt with by GP Assistants.  These are new highly trained 
administrators who are skilled in reading,  coding and actioning incoming clinical 

correspondence according to a standard protocol, for example following up late test results or 
discharge summaries from a hospital   Their aim is to triage administration such that only that 

which is critical is dealt with by the GP. Where piloted, the following impacts have been 

observed: 

• GPs typically save 30-60 minutes per day (e.g. mean of 45min in Brighton) 

• With training and a standard protocol, safety is very good (e.g. zero adverse events in 

15,000 letters, Brighton) 

• Coding improves. 

• Staff satisfaction improves: enhanced role and greater contribution to the practice. 

 

We will provide funding to the Tilbury and Chadwell Surgery Network to pilot new GP Assistant 

roles in order to reduce the administrative burden on front line clinical staff, releasing them to 

deliver more patient care. 

Source: Making Time in General Practice2 
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5.9 Reducing the Administrative Burden on Clinicians 
 

 

 
 

Improving communication between surgeries and hospital 
One of the strongest themes to come out of the national research in Making Time in General 
Practice  is the unnecessary extra workload created by the lack of clear systems and processes 

for practices and their local hospitals to communicate with each other and their shared 

patients. We will work with the BTUH/Southend/Mid Essex tri-hospital network and our local 

surgery network to address this through developing consistent guidelines creating 

opportunities for clinicians to cut through all the unnecessary rules that get in the way of rapid 

and effective treatment of patients and lead to so many repeat consultations to chase up basic 

administrative tasks.   

 

Specifically we will seek to implement: 

 

• The ability for patients who don’t attend a hospital appointment to rebook within two 

weeks without having to return to the GP  

• A system for GPs to discuss a case with a hospital specialist and for hospital clinicians to 

speak to GPs within hours rather than days 

• A standardised discharge letter with agreed clinical information structured and presented 

in a consistent way, electronically transferred to the patient’s surgery within 24 hours of 

discharge 

• Informal education networks that allow GPs to build better relationships with Hospital 

Clinicians and promote informal communication. Key Actions 

We will pilot GP Assistants in Tilbury and Chadwell to reduce 

the administrative burden on front line clinical staff, releasing 

them to deliver more patient care. 

We will implement the ability for patients to re-book 

outpatient appointments without the need to return to their 

surgery. 

 Case Study: Improving Discharge Summaries 

Brighton and Hove CCG and Brighton and Sussex University Hospitals have developed a process 

to improve the transfer documentation sent by hospital to GPs. An important element of this is a 

specially designed form, which is based on published standards  for handover documentation. 

 

The form, designed to be completed by junior doctors as part of discharge processes, includes  

a text box entitled “clinical narrative” which asks the discharging clinician to tell the story of the 

admission, encouraging them to do so in a way that might be easily understood. Patients 

themselves receive a printed copy at discharge, aiming to reinforce the importance of making 

the narrative readable. The documentation also includes the list of medications on which a 

patient has been discharged as well as specific boxes to document any medications that have 

been discontinued and any changes made to dosages, flagging up those factors most  

important for a GP to have quick sight of. 

 

The overall appearance and design of this summary is based on graphic design principles to 

enhance the impact of key messages on the clinicians completing and reviewing it. Attention  

was given to the coding so that as much as possible can be auto completed. 

 

The introduction of this new form was accompanied by training for the junior doctors who  

would be using it, and this was backed up by a period of audit, where summaries were reviewed 

by consultants for quality prior to being sent,  The form is emailed at the point of discharge, so is 

received in a timely fashion by the GP practice, delivering seamless transfer of care. This form 

has led to much improved transfer communication between hospital and surgeries. 

We will agree standardised discharge information protocols 

from hospital to surgery 

We will improve communication between primary and 

secondary care clinicians through formal and informal 

networks. 

We will work with the Tilbury and Chadwell surgery network to 

create a shared administration ‘hub’ to undertake 

administration once at scale 
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5.10 Developing the role of Community Pharmacy 

 
 

Key Actions 

We will work with community pharmacy colleagues to help 

them realise the opportunities in the Community Pharmacy 

Froward View in Thurrock 

We will improve communication between community 

pharmacy and wider health and social care organisations in 

order to optimise the health of the population  

Community Pharmacy Forward View: A vision for future pharmacy care 

Community pharmacies are the nation’s most accessible healthcare providers: around 90% of the population live within 20 minutes walking distance of a pharmacy, and pharmacy services 

are available without an appointment. With even greater access in the most deprived areas, the community pharmacy network bucks the inverse care law, and is an invaluable resource in the 

fight against widening health inequalities. The diversity of the mixed market offers people choice in when, where and how they access primary healthcare services and this helps to promote 

and maintain quality.  Community pharmacy teams have contact with large numbers of people, including those who may not regularly use other health services, and the ability to convey 

health messages, support self-care and provide advice opportunistically to 1.6 million people every day. 

*The Community Pharmacy Forward View was published by PSNC and Pharmacy Voice, with the support of the Royal Pharmaceutical Society’s English Pharmacy Board (2016). 

 

3. Becoming neighbourhood health and wellbeing hubs: 1.Supporting people to manage their long-term conditions: 

2. Offering a first port of call for healthcare advice and treatment 

Community pharmacy has developed its Forward View setting out how it can develop, and it is looking 

to collaborate with all health and social care commissioners to develop services in three core areas: 
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5.10 Developing the role of Community Pharmacy (cont.) 

 
 

Community Pharmacy Forward View: A vision for future pharmacy care 

Objectives with the Community Pharmacy Forward View are to: 

•  Demonstrate understanding of the aspirations of Government, the public and patients for 

health and healthcare in England, and set out a clear, shared vision for how community 

pharmacy   can help deliver them 

•  Demonstrate the commitment to working as an integrated part of the NHS and wider public 

health system, and to help deliver improvements in quality, efficiency and outcomes 

•  Develop and share credible and constructive ideas for the medium to long term that will 

enable these improvements to be achieved while maintaining a thriving community pharmacy 

network that continues to generate wider economic and social value 

•  Show commitment to working together with Government and with other partners to develop 

and implement tangible plans for turning these ideas into reality, and seek a similar 

commitment in return constructively, as part of this partnership, to achieve the desired future 

 

What will this look and feel like for people using community pharmacies in future? 

• Whenever someone visits a community pharmacy for help with a minor injury or ailment, an 

urgent problem with their medicines or a query about an immediate health concern, they will 

be dealt with quickly by courteous and knowledgeable staff, will be listened to carefully, and 

will receive a personalised response.  

• All community pharmacies will feel like professional healthcare environments. When people 

seek self-care advice, information or treatment from a community pharmacist or member of 

their team they are able to discuss this in an appropriate, private setting. 

• People will be able to access ‘pharmacy first’ services via a variety of routes, including online 

as well as face-to-face. 

• People can give community pharmacists and pharmacy technicians permission to both review 

and add information to their personal health record, so that advice and treatment they 

receive for urgent care takes into account their general health, any underlying conditions and 

medicines use. 

• Community pharmacists and their teams will help people spot and address any patterns in 

when and how they access urgent care – for example, the recurrence of a minor condition 

which might need further investigation or regularly running out of medicines which might 

need to be managed differently.  

• If someone visits a community pharmacy following referral from another service provider (e.g. 

NHS 111, their GP or A&E) the pharmacy will be expecting them when they arrive, and will 

have relevant information about why they are attending. 

• After any self care consultation with a community pharmacist, people will understand the 

advice they have been given and how to use any products they have been supplied, feel 

confident on how to manage their condition and well informed on when and how to seek 

further help if necessary. 

• When people do need to see another healthcare professional or service after speaking to a 

community pharmacist, because their condition is more serious or less clear-cut than they 

• thought, organising this from the pharmacy will be quick and straightforward. Community 

pharmacists and their teams will be able to refer and book people directly into other services, 

fast-tracking them if they believe this is necessary. 

 

Embracing change and addressing primary care workforce issues 

• As the NHS and society as a whole change over time, new approaches to delivering primary 

healthcare and supplying medicines will undoubtedly evolve.  Right now, the community pharmacy 

network provides the vehicle that can deliver much of what the health system needs, in particular to 

address the workforce and capacity pressures in other parts of the primary care system. 

Case studies 

Long-term conditions: The Community Pharmacy Future (CPF) project helps people with long-term 

conditions to use their medicines effectively, improves their skills and confidence in managing their 

health, and enhances overall quality of life. 

 

 

The first port of call: Devon's Pharmacy First scheme offers people walk-in consultations with a 

healthcare professional, close to their home and outside GP surgery opening hours.  This scheme 

involved 134 community pharmacists and  led to a reduction of  7000 GP appointments, 2600 out of 

hours consultations and 360 A&E attendances. 

 

 

Health and wellbeing hub: The Priory Pharmacy makes a positive difference in the lives of people in its 

community, by being proactive about the opportunities for improving health outcomes. 
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Chapter 6: 

Find the missing 
thousands, Treat 

the missing 
hundreds 

 

 

 

Improving Case Finding 

and management of Long 

Term Conditions 

Less complex patients 

with some Long Term 

Conditions 

Diagnosis and effective 

management of Long 

Term Conditions in the 

community 

• Systematically diagnose 

undiagnosed LTCs (“Find the 

missing thousands”) 

• Effective, integrated management 

of LTCs in Primary and Community 

Care (“Treat the missing hundreds”) 



6.1 Introduction 
This chapter explores the action most relevant to the segment of the population of Tilbury and 

Chadwell living with long term conditions. 

 

As a population, we are living longer but not necessarily healthier lives.  Increasingly many people 

are living with one or more long term physical or mental health conditions. More than 15 million 

people in England (30% of the population) have one or more long term-health conditions.6 This 

includes people with a range of conditions that can be managed but often not cured, such as 

diabetes, high blood pressure (hypertension), other cardio-vascular disease such as Coronary Heart 

Disease (CHD) or Heart Failure (HF), and respiratory conditions such as Chronic Obstructive 

Pulmonary Disease (COPD) or Asthma. 

 

The Tilbury and Chadwell ACO Needs Assessment Chadwell, demonstrated that there are 

significant numbers of people with long term conditions that have been both diagnosed and 

remain undiagnosed. have not yet been diagnosed.  Identifying patients with long term health 

conditions who are unaware that they have them (“find the missing thousands”), is an absolutely key 

priority for our New Model of Care, if we are going to intervene early with excellent clinical 

management to prevent chronic diseases progressing and patients’ health deteriorating.   Ensuring 

that once diagnosed, ALL patients with specific long term conditions receive the absolutely best 

evidence based treatment (“treat the missing hundreds”) is equally important for the same reason.   

Promptly diagnosing and managing long term conditions is both good for population health and 

highly cost effective in terms of health and care system sustainability; for example, it is both better 

for the individual and health system to diagnose and manage high blood pressure than care for a 

patient once they have had a stroke caused by untreated hypertension (see box A) 

 

Detailed estimates of the numbers of people with long term conditions “the expected number”, 

numbers of people with diagnosed long term conditions (the “observed” number) and undiagnosed 

common long term conditions (the difference between “the expected” and “the observed”) at GP 

practice population level are detailed in the ACO Needs Assessment document.  A summary of 

these results is shown in table 2. It shows that the most common long term condition is Tilbury and 

Chadwell is hypertension, followed by depression and that these two conditions also have the 

greatest number of undiagnosed patients.   COPD is the third most common long term condition, 

but our figures suggest that under-diagnosis of COPD is not an issue.  However, although slightly 

less common, a significant number (1,649 patients) have undiagnosed Coronary Heart Disease 

(CHD). 

6. Find the missing thousands, treat the missing hundreds (1/14) 

 

Less complex patients 

with some Long Term 

Conditions 

Diagnosis and effective 

management of Long 

Term Conditions in the 

community 

• Systematically diagnose 

undiagnosed LTCs (“Find the 

missing thousands”) 

• Effective, integrated management 

of LTCs in Primary and Community 

Care (“Treat the missing hundreds”) 

Condition Observed number of 
patients 

Total estimated 
number of patients 

Additional Number of 
Undiagnosed Patients 
based on the 
estimated prevalence 

Stroke (2016) 650 1,398 748 
Hypertension (2016) 5,782 7,977 2,195 
CHD (2016) 1,141 2,790 1,649 
COPD (2016) 900 891 -9 
Depression(2016) 3,034 4,754 1,720 
 
6.2 Finding the missing thousands 
 

6.2.1 Improve Performance of NHS Health Check Programme 
NHS Health Checks are offered for those aged 40-74 years inclusive without a pre-existing long 

term condition. The aim of the programme is both to identify patients with undiagnosed LTCs and 

those with lifestyle or clinical biomarkers that put them at increased risk of developing a LTC in the 

future. Patients in the target cohort should be offered an NHS Health Check once every five years.  

 

National evidence shows that the detection of disease is significantly more frequent among NHS 

Health Check attendees compared to non-attendees for:  

• Chronic kidney disease.  

• Familial hypercholesterolemia.  

• Hypertension.  

• Peripheral vascular disease.  

• Type 2 diabetes.  

 

As such, the NHS Health Checks programme is a key mechanism to find the missing thousands. 
 

Local Authorities have a statutory duty to commission the NHS Health Checks programme from the 

Public Health Grant. Historically in Thurrock the programme has been delivered by GP practices and 

a central provider.  Uptake of NHS Health Checks (i.e. the proportion of residents who are invited 

for a health check who receive one) is variable across practice populations in Tilbury and Chadwell, 

with an average ratio of those receiving checks: being invited of only one in two. (figure 24 overleaf) 

 

 Multiple Regression Analysis Modelling by the Thurrock Public Health Team , reported in the 2016 Annual Public Health report allows us to estimate that in Tilbury practices, for each 10 0people with 

hypertension, that were previously un-diagnosed, who we identify we can prevent 10 stroke sover a 3 year period.  We estimate that this would save the NHS  £38,000 and Adult Social care  £44,000 

over three years.  Furthermore if we were then able to treat these 100 patients  effectively so that their Blood Pressure were maintained below 150/90 a further  2 strokes would be prevented 

producing further savings of  £7,270 to the NHS and  £8,420 to Adult Social Care. 

 

This equates to  270 avoidable strokes in Tilbury every 3 years and a total avoidable cost of £1.8M making identification of hypertension extremely cost effective. 

Box 8 

Table 2 
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6.2.1 Improve Performance of NHS Health Check Programme continued 
 
Figure 24 
 

Over a three year period, we will aim to achieve an additional 282 hypertension, 120 CHD and 66 

Diabetes diagnoses through this programme as a result of the new approach. We estimate that this 

will prevent 35 stroke admissions, and save the local health and care system £277k in reduced 

unplanned hospital admissions and adult social care packages (using the assumption on the previous 

slide). It is also expected that the earlier treatment of the CHD patients will result in 131 prevented 

admissions, and save the health system £605k over the three year period. 

 

The full business case for this initiative can be accessed here:.  
 

6.2.2 Improve Hypertension and Atrial Fibrillation  

Case Finding 
The purpose of this project is to respond to the low case finding rates in Tilbury and Chadwell. The use 

of local assets, such as pharmacies and community hubs, will increase the access to high-quality 

services in safe environments. Additionally, capitalising on the already established contact with the 

local residents in general practice, a patient self-testing programme will be developed with blood 

pressure machines in the waiting area.  

 

This project aims to increase the rate of people living with hypertension who are aware of their 

condition, and will thus increase the number of people properly managing their condition and 

receiving the appropriate care in a safe environment. As best practice recommends, people tested for 

high blood pressure will also be tested for irregular pulse. 

 

The Tilbury and Chadwell locality has a higher prevalence of Hypertensive and Atrial fibrillation (AF) 

patients than the borough and England. Public Health England estimates show the average prevalence 

of HYP in Tilbury is 21.5% compared to 14.1% in Thurrock and 13.8% in England. With a detection 

rate of 73%, almost 2,200 patients from Tilbury have hypertension and not aware of it (Figure 25). 

Based on local statistical models, one out of five undiagnosed and untreated patients will develop a 

stroke in the next three years. (Annual Report of The Director of Public Health, Thurrock Council, 2016) 

We will improve the diagnosis or undiagnosed cardio-vascular disease through improving the 

performance of the NHS Health checks programme, by targeting it more effectively to those with 

the highest cardio-vascular risk. Key actions to achieve this will include: 

• Developing new SystmOne reports that prioritise invitations to those with the greatest CVD 

risk-scores via application of the QRISK2 algorithm. 

• Undertaking social marketing research with the target cohort to better understand the most 

effective invitation messages for different population segments within the target cohort and 

revising invitation letters in response to the findings 

Figure 25 
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1. PROJECT INFORMATION 

 

Project Title Improving the targeting of NHS Health Checks towards patients with 

undiagnosed Long Term Conditions 

 

Project Sponsor Ian Wake, Director 

of Public Health 

  

Project Manager  

    

Date 15/03/2017 

 

2. PURPOSE OF THIS PROJECT 

 

This project aims to contribute towards increasing diagnoses of cardiovascular conditions in the 

Tilbury locality via targeting NHS Health Checks more effectively towards those with the highest 

cardiovascular risk. 

It should be noted that this project has an interdependency with the stretched QOF project, as 

increased diagnoses of conditions may receive more effective care management under the 

stretched QOF principles.  

 

 

3. NEEDS ASSESSMENT 

 

Making the Case for Improving Case-Finding of undiagnosed CVD 

 

The needs assessmenti completed for the Tilbury ACO work showed that there is a large number 

of patients likely to have a long term condition, but who have not yet been diagnosed. The table 

below shows this for cardiovascular-related conditions using 2015/16 QOF data on diagnosed 

patients, and PHE 2016 modelled estimates for the total number of expected patients. 

 

Condition Observed 

number of 

patients 

Total estimated 

number of 

patients 

Tilbury Locality 

‘Register 

Completeness’ 

Additional Number of 

Undiagnosed Patients based 

on the estimated prevalence 

Stroke 650 1,398 46.5% 748 

Hypertension  5,782 7,977 72.5% 2,195 

CHD 1,141 2,790 40.9% 1,649 

Peripheral 

Arterial Disease 

193 399 48.4% 206 

 

Whilst register completeness and case-finding varies widely across the locality area, the above 

information indicates there is a substantial opportunity for improvements to detection of CVD, 

Cabinet Member Councillor James 

Halden 

Author Maria Payne, 

Senior Public 

Health Programme 
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6.2.2 Hypertension and Atrial Fibrillation Case Finding continued 
 

6. Find the missing thousands, treat the missing hundreds  

 

Similarly, with a prevalence of 2.12% and an even lower detection rate of 56%, there are 330 

patients with AF who are not diagnosed and not treated in Tilbury. (Figure 26). If not treated in the 

next three years with the appropriate anti-coagulant, we predict that 1 in 2 patients will suffer a 

stroke. The money saved by the NHS and social care over a 3 year period following a single patient 

having a stroke has previously been estimated as £3,644 and £4,221, respectively. 

 

Aims and objectives of programme 
• Improve the access to hypertension and atrial fibrillation (AF) screening services; 

• Lower the gap between estimated and diagnosed cases of hypertension and AF;  

• Increase the number of people living with hypertension or AF who understand their condition 

and receive the appropriate medication; 

• Reduced complications associated with uncontrolled hypertension or AF; 

• Reduce pressure on secondary and social care; 

• Reduce costs associated with preventable strokes. 

 

 In order to effectively address the health inequalities and variation in outcomes while accounting 

for the under doctoring and under nursing in this area, the “Tackling high blood pressure” report 

form Public Health England recommends a series of key approaches: 

• pro-active provision of testing for high-risk and deprived groups of all ages through outreach 

testing beyond general practice, particularly through pharmacy 

• more frequent opportunistic testing in primary care, achieved through using wider staff (nurses, 

pharmacy etc.), and integrating testing into the management of long term conditions 

• targeting high-risk and deprived groups, particularly through general practice records audit and 

outreach testing” 

• improving take-up of the NHS Health Check, a systematic testing and risk assessment offer for 

40-74 year olds 

Based on these recommendations and our local assets map, the hypertension and AF detection 

programme will be structured in three separate work-streams: 

• Pharmacy detection, 

• Community detection and 

• General practice detection.    

 

Pharmacy detection 
One of the solutions to the GP and nurse shortage in primary care is the use of other community 

resources available. According to the ‘Tackling high blood pressure’ report the use of local 

pharmacies is particularly useful for reaching patients who might be less engaged in the health 

system, such as younger men, low income households and those in deprived areas. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

The pharmacy detection programme is a 6-month pilot currently taking place in 5 local 

pharmacies in Tilbury and Chadwell. The pharmacist or the healthcare assistant will invite their 

clients to have their blood pressure checked based on their risk profile. However, it isn’t necessary 

that the resident is asked by the pharmacy staff, anyone who is registered with a Thurrock GP can 

ask the pharmacy staff to check their blood pressure and pulse if they wish so. If the results are 

positive on 3 separate occasions, to rule out any false positives, the resident will be referred to 

their GP for further investigations and treatment. If proven to be cost-effective, the programme 

will be funded for a minimum of 3 years.  

Figure 26 
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Community detection 
 

For those who prefer a more private setting 

and wish to self-test, we equipped the Tilbury 

Community hub with a blood pressure and 

pulse regularity machine to be used by local 

residents at their convenience. This is a 

person-centred approach in partnership with 

the local volunteer sector which also aims at 

empowering the local residents to take 

responsibility of their own health and well-

being. In order to use the equipment, 

individuals will have to sign a disclaimer and 

provide some anonymous information for 

statistical purposes. The volunteers in the hub 

were trained to guide individuals in the 

process if needed. 

 

If the results are positive on separate 

occasions, residents are encouraged to 

initially have their blood pressure values 

validated in a pharmacy, and, if confirmed, go 

to their GP for treatment. This way we 

prevent a high volume of residents making 

appointments with the GP.  

 

  

 

6.2.2 Hypertension and Atrial Fibrillation Case Finding continued  

 

 

 

 

 

 

 

Each programme is a pilot and set to run for a different amounts of time. The table below gives the 

maximum cost of each pilot for the duration of the pilot and if the pilot was successful for a 3 year 

period: 

 

 

 

 

 

 

 

 

 

 

 

If all of the pilots are considered successful and run for the full 3 year period in Tilbury and 

Chadwell, and detection levels were as described in table 1 then the return on investment would be 

12.  However actual ROIs will be calculated as part of the evaluation for each project. 

 

The full business case for this initiative can be accessed here:.   

The programme started on the 11th of September and, if successful, will be replicated in all Thurrock 

hubs. 

 

General practice 
Even though the general practice is the most common place for disease testing, because of the limited 

resources available, the current trend is to move away from it as much as possible, especially for such 

services that can be provided by other community partners. However, the surgery is a great resource 

itself for reaching people who are already engaged in the healthcare system and holds invaluable 

health-related information for each registered patient.  

 

To free some of the clinical staff time and make a better use of the non-clinical staff members we will 

use self-test machines close to the waiting area where patients waiting for their appointment can test 

themselves.  Each clinic will name a non-clinical hypertension champion to lead on this project and aid 

patients in the testing process.  We will also construct SystmOne reports that highlight patients with 

high blood pressure readings but who are not on the surgery Hypertension register 

 

Through the above programmes we aim to screen one patient per day per facility (pharmacy, 

community hub or general practice) and to detect between 532 and 904 hypertensive patients and 62 

to 107 AF patients during a period of 3 years.  Table 3 illustrates the maximum expected returns to the 

NHS and to ASC as a result of this number of people being detected and well managed, thus an 

approximate number of 234 strokes being prevented from happening 

  

Table 3 

We will develop new SystmOne reports that prioritise Health 

Check invitations to those with the greatest CVD risk-scores via 

application of the QRISK2 algorithm. 

We will undertake social marketing research with the target cohort to 

better understand the most effective invitation messages for different 

population segments within the target cohort and revise Health 

Check invitation letters in response to the findings 

Key Actions 

We will implement a Hypertension case finding programme in 

Pharmacies, General Practice and our Community Hubs 

We will assist GP practices to case find patients with undiagnosed 

hypertension by constructing SystmOne reports that highlight to 

surgeries patients with high blood pressure who are not on the 
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1. PROJECT INFORMATION 

 

Project Title Hypertension and AF  community detection 

 

Project Sponsor Ian Wake 

  

Project Manager  

    

Date 07/03/2017 

 

2. PURPOSE OF THIS PROJECT 

 

The purpose of this project is to respond to the low case finding rates in Tilbury locality due to 

limited resources available in primary care. The use of local assets, such as pharmacies and 

community hubs, will increase the access to high-quality services in safe environments.  

 

This project aims to increase the rate of people living with hypertension who are aware of their 

condition, thus will increase the number of people properly managing their condition and 

receiving the appropriate care in a safe environment. 

 

While through hypertension screening people with AF will be picked up, a pathway for AF follow 

up and management was included in the programme even though AF screening is not currently 

recommended by NICE and UK National Screening Committee. 

 

 

3. NEEDS ASSESSMENT 

Tilbury locality has a higher prevalence of hypertensive and AF patients than the borough and 

England. Public Health England estimates show the average prevalence of HYP in Tilbury is 21.5% 

compared to 14.1% in Thurrock and 13.8% in England. With a detection rate of 73%, almost 2,200 

patients from Tilbury have hypertension and not aware of it. Based on local statistical models, 1 

out of 5 undiagnosed and untreated patients could develop a stroke in the next three years. (1) 

 

Similarly, with a prevalence of 2.12% and an even lower detection rate of 56%, there are 330 

patients with AF who are not diagnosed and not treated in Tilbury. If not treated in the next three 

years with the appropriate anti-coagulant, 1 in 2 patients will develop a stroke. (1)  

The money saved by the NHS and social care over a 3 year period following a single patient 

having a stroke has previously been estimated as £3,644 and £4,221, respectively. 

 

One of the reasons behind the low detection rate of patients with hypertension and AF in Tilbury 

is the limited capacity within the GP surgeries in the area. Tilbury is significantly under doctored 

and under nursed in terms of primary care. All the practices in Tilbury have full time equivalent 

GP:patient ratios significantly above the 1,321 England benchmark, with one of the practices 

Cabinet Member  

Author Monica Scrobotovici- 
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Diabetes Case Finding 

Improve Diabetes Case Finding 

 
It is estimated that 2,238 people within Tilbury currently have diabetes both diagnosed and 

undiagnosed.  The number of observed cases of diabetes in 2015-16 within Tilbury was 2,101, this 

equated to a prevalence of 7.4% compared to the England average of 6.6%.  Based on the estimated 

prevalence of 7.9% it suggests that there are 137 individuals currently walking around undiagnosed.  

This is a modest estimate as with an increase in obesity projected for future years, it is expected there 

will be an increase in diabetes rising to 2,853 total cases by 2026 7.  

 

In 2012, NICE called for those working in dentistry to be involved in the identification of risk factors for 

diabetes due to the strong correlation with periodontitis 8 .  This was further supported  within a joint 

consensus report published in 2013 by the European Federation of Periodontology and American 

Academy of Periodontology 9 to identify undiagnosed diabetes within dentistry with the use of chair 

side blood tests 10.   

 

The project aims to increase the detection rate of people living with Diabetes (Type 2) who are 

asymptomatic and are at risk of serious health implications if undiagnosed, such as stroke, sight loss, 

heart attacks, kidney failure, lower limb amputations and even death.  Pre-diabetic range will also be 

considered and referred into the National Diabetes Programme for healthy lifestyle advice. It is 

intended that the project will increase the number of people receiving the appropriate care and 

treatment to manage their condition at an earlier stage leading to better health outcomes, whilst 

reducing costs of complications due to late diagnosis. 

 

The early detection of diabetes will result in better management of the condition, reducing the risk of 

further serious life limiting or life changing illness.  A&E attendances and emergency admissions for 

Diabetes and Diabetes related conditions  should be reduced, and referrals into the National Pre-

Diabetes programme should result in fewer patients becoming diabetic reducing the overall prevalence 

in the long term. 

 

Initially this pilot is not a Tilbury Pilot but does include some of the areas within Tilbury. We have 

targeted areas across Thurrock which are estimated to have the highest numbers of un-diagnosed 

Diabetes Patients based on what is recorded on practice QOF registers.  Using the business case for 

this pilot we have estimated how much it would cost to role out the Dentistry phase across the Tilbury 

ACP footprint area over 1 year. (Table X) 

 

The role out of this programme  in the three dentistry practices in Tilbury would cost an estimated total 

of £9,938.  We expect that over a year it would be possible to test around 1,000 people and assuming 

a prevalence in the undiagnosed population of  1.3% (7.9%-6.6%) we would diagnose around 13 

people per year.  Diabetes .co.uk estimate the cost of treating complications of diabetes to be up to 

£2,500 per patient.  By identifying 13 patients and treating them effectively so as to avoid these 

complications there is a total opportunity to avoid £32.5K costs  to the NHS, plus any additional costs 

required to support patients after these complications (eg. Limb amputations etc…). 

 

There is also the opportunity to identify patients with values in the pre-diabetic range. These patients 

can then be referred for intensive lifestyle interventions under our NDPP in order to reduce / delay the 

risk of developing Diabetes in the future.  We currently do not have a reasonable estimate of how 

many this would be.  We will populate this figure following the initial pilot. 

 

 

 

 

 

 

 

 

 

 

Key Actions 

We will produce an acceptable SLA for dentists to sign up to 

deliver HbA1c, chair side, point of care testing in individuals 

wuth early onset gum disease or who are considered high risk 

using a questionnaire administered in the waiting area. 

We will implement HbA1c testing in the new PHE mobile dental unit 

for those who fall outside of traditional services such as the travelling 

community, homeless, those with disabilities or those with additional 

needs.    

Associated GP Locality Reasoning 

Chadwell St Mary (Dilip Sabnis surgery) 

 

 

High recorded obesity prevalence, low levels 

of physical activity & high smoking prevalence 

Tilbury (Tilbury Health Centre) 

 

 

low levels of physical activity, low uptake of 

Health Checks (meaning they are not 

diagnosing through this mechanism), high 

smoking prevalence, and high rates of 

emergency admissions for Diabetes (indicating 

that there could be an issue with identification 

and management) 

Tilbury (Dr Shehadeh) 

 

 

High recorded obesity prevalence, high 

smoking prevalence and low levels of physical 

activity.  

Grays (Dr Shehadeh) 

 

 

Statistically similar to Tilbury branch, but with a 

higher ethnically diverse population which 

puts them at a disproportionate risk of the 

disease. 

Chafford (Dr Abela) 

 

 

Low levels of observed diabetes but high 

ethnically minority population which puts 

them at a disproportionate risk of the disease. 

Grays (Acorns) 

 

 

Low levels of observed diabetes, high smoking 

prevalence but high ethnically minority 

population which puts them at a 

disproportionate risk of the disease. 

 

Cost

Expected 

tests

Expected  

diagnoses

Expected Pre-

Diabetic Diagnoses

Cost of 

complications for 

non-controlled 

Diabetes, NHS, 

per year

Dentisty £9,156.00 800 10.4 £26,000.00

Mobile unit £782.00 200 2.6 £6,500.00

Total £9,938.00 £1,000.00 13.00 Unknown £32,500.00

The full Business Case can be found here:  
1. PROJECT INFORMATION 

 

Project Title Thurrock Diabetes Community Detection Pilot 

 

Project Sponsor Ian Wake 

  

Project Manager  

    

Date 30/06/2017 

 

2. PURPOSE OF THIS PROJECT 

 

The purpose of the Thurrock Diabetes Community Detection Pilot is to act on the low case finding 

rates for diabetes mellitus (type 2) within Thurrock due to limited resources available within 

primary care.  

 

The project aims to increase the detection rate of people living with diabetes (type 2) who are 

asymptomatic and are at risk of serious health implications if undiagnosed, such as stroke, sight 

loss, heart attacks, kidney failure, lower limb amputations and even death.  Pre-diabetic range will 

also be considered and referred into the National Diabetes Programme for healthy lifestyle advice. 

Therefore, it is intended that the project will increase the number of people receiving the 

appropriate care and treatment to manage their condition at an earlier stage leading to better 

health outcomes, whilst reducing costs. 

 

The project will utilise professionals such as dentists to undertake this work by the use of HbA1c, 

chair side, point of care testing to individuals who display early onset gum disease and use this as 

a risk factor to prompt testing along with a questionnaire based risk score.   

 

The potential for a secondary work stream will be explored via testing within the new mobile 

dental unit for those who fall outside of traditional services such as the travelling community, 

homeless, those with disabilities or those with additional needs.  This will be provided at various 

locations with days and times designed to meet the need of patients. 

 

 

3. NEEDS ASSESSMENT 

 

It is estimated that 10,589 people within Thurrock currently have diabetes both diagnosed and 

undiagnosed.  The number of observed cases of diabetes in 2015-16 within Thurrock was 8,403, 

this equated to a prevalence of 6.4% compared to the England average of 6.6%.  Based on the 

estimated prevalence of 7.9% it suggests that there are 2,186 individuals currently walking around 

undiagnosed.  This is a modest estimate as with an increase in obesity projected for future years, it 

is expected there will be an increase in diabetes rising to 11,408 total cases by 2026 (1) 
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6.2.4 Depression case finding 
 

 

6. Find the missing thousands, treat the missing hundreds  
A patient with a physical long term condition (LTC) without depression is estimated to cost the 

NHS £1,760 a year less than a patient with both a long term condition and co-morbid depression 

(£3,910 vs £5,670). Early identification and subsequent management of depression would delay 

and reduce higher level interventions later on. The potential saving, if only 100 (approx. one third) 

of those newly identified LTC/depressed patients are better managed and clinical depression 

averted, is £176,000. 

 

We will improve the diagnosis of common mental health disorders (depression and anxiety) 

through improving the screening for depression via social care and primary care colleagues by 

targeting those with the highest risk (those aged 65+ with at least one LTC. Key actions to achieve 

this will include: 

• Developing new SystmOne reports that identify those with LTCs 

• Embedding depression screening in LTC clinics in primary and community care 

• Embedding depression screening into the work of front line Adult Social Care staff 

The relationship between Long Term Conditions s and Mental Ill Health  

Figure 27 shows that over half (51%) of social care users self-report feelings of moderate to 

severe anxiety or depression in Thurrock. 

Figure 27  Depression and anxiety among social care users: % people who use services who 
report that they feel moderately or extremely anxious or depressed (2013/14 

Table 4.  Modelled data on the numbers of those affected by LTCs and mental health problems in 
Thurrock and Tilbury  

We will develop new SystmOne reports that highlight to 

surgeries those patients with long term conditions who have 

not been screened for depression 

We will embed screening of clients with depression into the work of 

staff treating those with physical long term condition and front line 

adult social care staff 

Key Actions 
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A full copy of the Depression Screening business case can be accessed here:  

1. PROJECT INFORMATION 

 

Project Title Depression screening in patients with one or more long-term conditions – 

Tilbury pilot 

 

Project Sponsor Ian Wake 

 

Project Manager  

 

Date 21/09/17 

 

2. PURPOSE OF THIS PROJECT 

 

People with long-term physical health conditions are some of the most frequent users of health 

services. Many people with a [physical health] long-term condition (LTC) also have a mental health 

(MH) problem. Together these lead to poorer health outcomes and reduced quality of life. People 

with LTCs and co-morbid MH problems die earlier than those without MH problems. 

 

Figure 1 shows the relationship between mental health and physical health co-morbidity (lifted 

directly from Barnett et al., 2012)1. As the number of physical health disorders increases, so does 

the proportion of patients with MH problems. 

 

 
Figure 1 

 

The proportion of people with a LTC who have also been found with depression is highest in the 

group of people who are relatively deprived. For example, in the more deprived group, 23% of 

COPD patients, 21% of CHD patients and 21% of diabetic patients are also depressed. 

                                                           
1
 Barnett et al. (2012). Epidemiology of multimorbidity and implications for health care, research, and medical 

education: a cross-sectional study. Lancet, 380, 37-43. 
http://www.thelancet.com/pdfs/journals/lancet/PIIS0140-6736(12)60240-2.pdf  
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6.2.5 Systematic Case Finding of undiagnosed Long Term Conditions by 

interrogating GP Surgery Clinical Systems 
 

Since the inception of the NHS, patient medical records have been held by their GP in their surgery.  

Historically, medical records were paper based, but more recently these have been moved onto electronic 

clinical record storage and management software, or which there are a number of differing types.   The 

majority (88%) of Thurrock GP surgeries use the same software; SystmOne,  which is also used by North 

East London Foundation Trust (NELFT) for NHS community services.  However, four of our surgeries use 

different software databases for patient medical record management. 

 
The move from paper to electronic databases for medical record storage presents opportunities for 

systematic interrogation of these systems in order to assist front line clinical staff identify key cohorts of 

patients that either have an undiagnosed long term condition or are diagnosed but whose conditional 

management could be improved.  By linking medical records at patient level to health records held in 

adult social care and/or hospital enhances these opportunities further.   For example, a patient who 

attends A&E with severe respiratory symptoms and is diagnosed at the hospital as having likely COPD, 

can be flagged electronically to their GP practice and placed on the surgery’s COPD patient register if 

hospital and surgery records can be linked.  Similarly, electronic interrogation of a GP surgery’s clinical 

database can identify all patients who have had a series of high blood pressure readings or may even be 

being prescribed anti-hypertension medication, but are not recorded on the GP practice hypertension 

register, and therefore may not be in receipt of the systematic care management for their condition. 

 

Historically, a lack of time, resources and in some cases IT skills within the 20th Century model of GP 

surgeries have prevented such systematic approaches to case finding of patients with long term 

conditions being implemented.  Similarly Information Governance (IG) restrictions and a lack of 

connectivity between hospital, social care, community care and primary care electronic patient record 

databases have acted as further barriers to delivering proactive, case-finding and integrated care. 

 

 

 
Key Actions 

We will procure and implement the MedeAnalytics IDS across 

Tilbury and Chadwell 

We will assist surgeries to “find the missing thousands” by 

constructing and running automated reports through 

MedeAnalytics/SystmOne that identify patients who have risk factors 

or are on medication for specific long term conditions but have not 

been added the surgery’s Long Term Condition Disease Register 

An Integrated Data Solution: MedeAnalytics 
MedeAnalytics is a cloud based analytics platform that aggregates and links patient records from a range 

of different clinical systems and providers including GP surgeries, hospital, adult social care, mental 

health and NHS community providers creating a single shared patient record linked on NHS number. 

 

Figure 28 sows how MedeAnalytics operates.  A third party trusted key is used to pseudo-anonymise 

patient records from different organisations and databases across the health and care system.  These 

individual pseudo-anonymised data sets are then sent to MedeAnalytics, who link them on pseudo-

anonymised NHS number to create a ‘data lake’ of linked health and care records at patient/client level.  

These can be analysed by Public Health in their pseudo-anonymised form to create tools that predict 

risks or outcomes in specific patient cohorts. For example, groups of undiagnosed patients with specific 

long term conditions can be identified as discussed above. These can then be sent back to the patients’ 

GP surgery who can use their unique identifier to reverse the pseudo-anonymisation and identify 

patients that they can review.    
 

Figure 28 
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6.3 Treat the missing hundreds: Improving the Management of Long Term 
Conditions in Primary and Community Care 
 
The ACO needs assessment identified the challenge of inadequate clinical management of patients diagnosed with 
long term conditions in both primary and community care.  Most patients diagnosed with a Long Term Condition are 
managed by their GP surgery under the Quality Outcomes Framework (QOF) which specifies a series of clinical 
management interventions that should take place each year of patients recorded on specific long term conditions 
disease registers.  QOF rewards practices through payments based on the percentage of patients with a specific long 
term condition who meet the criteria for the intervention who actually receive it. However, QOF only rewards practices 
up to a maximum payment threshold (usually between 70% and 80% of all eligible patients in the cohort receiving the 
intervention), meaning that surgeries receive no additional payment for treating the remaining 20% to 30% of the 
eligible cohort (depending on the QOF indicator/intervention).  This quirk in national commissioning in effect leaves 
significant numbers of patients with long term conditions untreated and therefore inadequately managed, placing at 
the at significant unnecessary risk of serious adverse health events and avoidable hospital admissions. 
 
In addition, GPs can ‘exception report’ patients, removing them from the cohort eligible for treatment and hence the 
denominator used to calculate practice performance to reach the maximum payment threshold, if they meet certain 
criteria, for example refusing the clinical intervention, failing to respond to three invitations to attend surgery or if the 
intervention is contraindicated because of another diagnosis a patient may have or medication that they are 
prescribed.  However, the needs assessment identified significant variation in rates of exception reporting on different 
indicators between surgeries.  The reasons for this are unclear, and could be explained by populations with differing 
levels of morbidity, differing levels of willingness to agree to take recommended prescribed drugs, or differing abilities 
to access the surgery when appointments are offered.  However, high levels of exception reporting are unfavourable in 
population health terms, leaving significant numbers of patients with long term conditions potentially under-treated 
and inadequately managed within the community. 
 
An example of the impact of the payment threshold and exception reporting is shown in figure 29, taken from the ACO 
Needs Assessment.  National Institute of Health and Care Excellence (NICE) guidance states that those patients 
diagnosed with Atrial Fibrillation who have a CHADS2-VASc score of 2 or more should be treated with anti-coagulation 
drug therapy to reduce the risk of a stroke. Figure 29 shows performance on this indicator in 2015-16 across surgeries 
in Tilbury and Chadwell. However, because of the maximum QOF payment threshold of 70% (shown by the red dotted 
line in figure 29), QOF provides no funding to GP surgeries to treat 30% of patients in this cohort. 
 
The green parts of each surgery bar show the numbers and % of the cohort successfully receiving this intervention; the 
blue parts the number and % who were exception reported and; the red parts the number and % that were neither 
exception reported nor treated.  The negative impact, both on patient health and cost to our local health care system is 
shown in box one.   
 
We will take urgent action to address a  national commissioning directive that make no sense in either health nor 
financial terms.  We will do so by implementing a local “stretched QOF” local commissioning framework across all key 
cardio-vascular, respiratory, diabetes, mental health and musculo-skeletal related QOF indicators, that abolishes the 
‘maximum QOF payment threshold’ and provides adequate funding for GP surgeries to provide appropriate clinical 
interventions to 100%  of all patients on long term condition registers who require NICE approved clinical interventions. 
 
We will also use the new MedeAnalytics Integrated Data Solution to run automatic reports on GP clinical databases that 
flag to surgeries, any patient that requires a QOF based intervention who has yet to receive one.  We will work with the 
network of surgeries in Tilbury and Chadwell to offer a single, centralised patient ‘call-recall’ system that will manage 
the appointments and booking patients with long term conditions who need such interventions, on behalf of surgeries 
as part of the new Clinical Management Hub. 
 
 
 

 
 
 

 

Figure 29 

Box 9: The Perverse Impact of the QOF system on 
Patients with Atrial Fibrillation and the Health and 
Care System in Tilbury and Chadwell 

• 80 patients with Atrial Fibrillation and a CHAD2 score >1 are not 

anti-coagulated 
 

• 43 (60%) of these are not exception reported 
 

• Surgeries receive no funding to treat any of them 
 

• Providing additional funding to surgeries to treat these 

untreated 43 patients (by raising the QOF threshold from 70% to 

100%) would cost £2,121 
 

• Left untreated, our modelling demonstrates that 50% of these 

patients (22 Tilbury and Chadwell residents) will have a stroke in 

the next three years 
 

• The initial cost to the NHS of treating 22 strokes is £84,202, and 

the cost to Adult Social Care is £129,145 
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6.3.1 Implementation of the “Stretched QOF” 

Evidence from the BMJ indicates that the introduction of QOF for the management on some 

Ambulatory Care Sensitive Conditions (ACSC) was associated in the reduction of emergency 

admissions for these conditions (Figure 30). 

 

It is expected that by increasing the number of patients with long term conditions treated under 

QOF, this programme would result in a number of outcomes, including: 

 

• Better management of patients with long term conditions 

• Patients who are happier with their care 

• Fewer serious adverse health events such as strokes, heart attacks, COPD exacerbations and 

serious complications from diabetes 

• Reduction in avoidable emergency hospital admission rates because of complications 

resulting from badly managed long term conditions 

• Reduction in avoidable demand for adult social care packages 

• Significant system cost savings 

 

 

 

The implementation costs are shown in the table 5 below, and will be funded as 

part of the joint Thurrock CCG/Council Better Care Fund: 

We can calculate potential outcomes and returns for three of the QOF indicators by using 

the Long Term Condition models produced for the 2016 APHR.  These are detailed in table 

6 (next page).  We predict that implementing a Stretched QOF will save the Health and 

Social care system at least £640K based on only three QOF indicators to avoid CVD events.  

We are unfortunately unable to estimate this further for other conditions and indicators but 

it is logical to assume that additional saving 

 

The Full Business Case can be found here:  

Table 5 

We will implement a Stretched QOF programme for all 

surgeries in Tilbury and Chadwell on Long Term Conditions 

Indicators to ensure funding is available for practices to treat 

100% of patients on QOF disease registers 

Key Action 

Figure 30 
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1. PROJECT INFORMATION 

 

Project Title Stretched QOF to incentivise improved management of Long Term Conditions 

– Tilbury Pilot 

 

Project Sponsor Ian Wake 

  

Project Manager  

    

Date 02/03/2017 

 

2. PURPOSE OF THIS PROJECT 

 

The purpose of this project is to pilot a programme which incentivises primary care to manage 

long term condition patients from the point that QOF payments stop. 

 

In doing so, we hypothesise/expect that we would observe: 

 

1) Reduction of Non-elective hospital activity from patients with Long Term Conditions. 

2) Reduction in the number of patients having a major health event that results in a new or 

increased need of Adult Social Care packages (eg Stroke) 

3) Improvement in the health and wellbeing of our Long Term Condtion (LTC) Populations. 

 

The project interacts with other projects being proposed in the following ways: 

1) The hypertension detection business case will result in the prevalence of Hypertension 

increasing and so costs associated with this project would increase.  We have accounted 

for these as much as possible in this business case. 

2) The improved targeting of Health Checks business case will result in the prevalence of 

Hypertension, Diabetes, and CHD (coronary heart disease) increasing and so costs 

associated with this project would increase.  We have accounted for these as much as 

possible in this business case. 

3) The Depression screening in LTC patients business case will result in the prevalence of 

Depression increasing and so costs associated with this project would increase.  We have 

looked to account for these within this business case but expect that the increased cost 

incurred as a result of a stretched QOF would be minimal. 

4) The flu vaccination uptake business case will impact on some of the QOF indicators 

included here and so will result in an increase in the associated costs with this project.  We 

need to be cautious that no additional payments are offered in that project that might 

result in a double payment. 

5) As a result of this project General Practices will receive payment for increases in detection 

rates of LTCs; we need to be cautious that no other incentives are offered under any of 

the other projects that might result in a double payment. 

 

Cabinet Member  

Author Emma Sanford 
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Min 

additional 

cases treated

Maximum 

additional cases 

treated Assumptions for range Outcomes Returns estimated Potential Savings

The percentage of patients with hypertension in 

whom the last blood pressure reading (measured 

in the preceding 12 months) is 150/90 mmHg or less 893 1170

Excluding exception reporting and 

no detection increase to including 

exception reporting and 10% 

increase in detection 18-23 strokes avoided over 3 years NHS - Stroke Avoidance £65,082 to £85,270

Adult Social Care - Stroke Avoidance £75,387 to £98,771

In those patients with atrial fibrillation with a 

record of a CHA2DS2-VASc score of 2 or more, the 

percentage of patients who are currently treated 

with anti-coagulation drug therapy 48 85 Excluding or Including exceptions 62 - 110 strokes avoided over 3 years NHS - Stroke Avoidance £227,385 to £402,662

Adult Social Care - Stroke Avoidance £263,390 to £466,420

In those patients with a current diagnosis of heart 

failure due to left ventricular systolic dysfunction 

who are currently treated with an ACE-I or ARB 2 9 Excluding or Including exceptions

2.2 - 7.6 fewer non- elective 

admissions for CHD/HF over 3 years NHS - admission avoidance £10,058 to £45,263

Total Measurable Returns NHS £302,525 to £533,195

Adult Social Care £338,777 to £565,191

Total £641,302 to £1,098,386

Table 6 

6.3.1 Implementation of the “Stretched QOF” (cont.) 
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6.3.2 Improving uptake of flu vaccinations amongst high risk groups 

Morbidity and mortality attributed to flu is a major cause of harm to individuals, especially vulnerable people, and a key factor in NHS winter pressures. The annual flu immunisation programme helps 

to reduce GP consultations, unplanned hospital admissions and pressure on A&E and is therefore a critical element of the system-wide approach for delivering robust and resilient health and care 

services during winter. This project aims to increase the proportion of people vaccinated for flu who are at high risk of ill health or death if not vaccinated.  

 

Various factors help to increase the levels of uptake of flu vaccination including the sending of personalised letters to the population from their GP practice.  

 

The project aims to target two main groups of patients: 

 

1) Those with long term conditions in the clinical risk groups covered by QOF [CHD, Stroke, Diabetes and COPD] where the GP could be incentivised via a ‘stretched QOF’ [see previous slide - the 

estimated cost of vaccinating patients in these groups has been included in the ‘stretched QOF’ programme and is therefore not repeated here.] 

2) Those in high risk groups not covered via QOF. Current uptake in Tilbury is particularly low for groups such as carers (26% compared to a national target of 75%) and pregnant women (28% 

compared to a national target of 55%) – this can be seen in the table 7below. 

 

 

 

 

 

 

It is estimated that we would need to vaccinate 328 patients in these other high-risk groups; and the cost of vaccinating them is estimated to be £3,936  [including the vaccine cost and relevant 

promotional materials]. 

 

It is expected that  reducing flu outbreaks will result in: 

• Reduced ill health in patients 

• Reduced hospital admissions (and therefore bed days and lengths of stay in hospital) - there were 118 spells for influenza/pneumonia in 2015-16 from Tilbury residents costing £413,191.  
It is hypothesised that a large majority of these could have been prevented if the patient had had the flu vaccination. If we could prevent 80% of these by delivering the flu vaccination, that would 

result in a cost saving of £330,552.80.  

• Reduction in sick leave taken by staff in all parts of the healthcare workforce (it is estimated that approximately 10% of sickness absences are related to flu.)  

 

There will also be savings to Adult Social Care with reduced outbreak response costs (e.g. the additional staff, vaccine costs etc) which cannot be quantified. 

 

A full copy of the Flu Immunisation Business Case can be accessed here: 

Table 7 
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1. PROJECT INFORMATION 

 

Project Title Improving uptake of flu vaccinations among high risk groups 

 

Project Sponsor Ian Wake, DPH 

  

Project Manager  

    

Date V1: 05/05/2017 

V2: 27/09/2017 

 

2. PURPOSE OF THIS PROJECT 

 

The purpose of this project is to respond to the low influenza (flu) vaccination rates in Tilbury 

locality due to various reasons including limited resources available in primary care. There are 

many evidence based examples of how to increase flu vaccination rates in the UK as well as many 

services that are currently being used to increase vaccination rates including CQUINs in secondary 

care and Advanced Flu Vaccination service in community pharmacies. 

 

This project aims to increase the proportion of people vaccinated for flu who are at high risk of ill 

health or death if not vaccinated.  Increasing the rate of vaccination for those in risk groups will 

reduce the burden of care in secondary care and reduce excess winter deaths from flu during the 

winter months. 

 

3. NEEDS ASSESSMENT 

Extract from Chief Medical Officer’s Annual Flu Vaccination Letter 2017/18 (1): 

“Morbidity and mortality attributed to flu is a major cause of harm to individuals, especially 

vulnerable people, and a key factor in NHS winter pressures. The annual flu immunisation 

programme helps to reduce GP consultations, unplanned hospital admissions and pressure on 

A&E and is therefore a critical element of the system-wide approach for delivering robust and 

resilient health and care services during winter”. 

 

Flu vaccination rates in Thurrock: 

Routine data published by Public Health England (PHE) show the flu vaccination uptake rates 

across Thurrock (the population of Tilbury is known to be roughly 22% of the total population of 

Thurrock) (2). 

 

The coverage for older adults in Thurrock is significantly below the national average, with only 

66.2% of them receiving the vaccination last year, compared to 70.5% nationally. The figure below 

shows that Thurrock as a whole has a significantly lower level of vaccination coverage than 

England, and that this has been the case since 2012/13.   

 
Figure 1: Flu vaccination coverage (65+) - Thurrock and England (3) 

Cabinet Member Cllr James Halden 

Author Funmi Worrell 

Maria Payne 
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6.3.3 Working to Support Surgeries Deliver World Class Long Terms 

Condition Case Finding and Management 
 

The Healthcare Public Health Team and Thurrock CCG’s Primary Care Improvement Team 

will continue to work in partnership with GP surgeries to share and embed best practice 

relating to the diagnosis and management of patients with long term conditions. 

 

We will continue to roll out our Long Term Conditions Profile Card (figure 31) which 

provides a benchmark of each of our GP surgery’s performance relating to both the case 

finding and management of patients with long term conditions against a cohort of 20 

surgeries across England that serve practice populations with demographic characteristics 

most similar to their own. 

 

We will support our surgery practice managers and clinical teams to develop and 

implement surgery based action plans, based on the contents of their profile cards, with a 

view to encouraging a culture of shared learning and continuous quality improvement.  At 

a Tilbury and Chadwell and Thurrock level, we will monitor performance on long term 

conditions case finding and clinical management over time to ensure that sustained 

improvements are being made, and we will triangulate this with analysis from 

MedeAnalytics to ascertain the impact that improved management of long term conditions 

is having on emergency hospital admissions and demand for adult social care packages, 

and publish the results. 

 

Key Actions 

We will use the new MedeAnalytics Integrated Data Solution to assist 

surgeries identify patients that need to be reviewed under QOF for their 

long term conditions management care and reduce avoidable exception 

reporting 

We will work with the network of surgeries in Tilbury and Chadwell to offer a 

single, centralised patient ‘call-recall’ system that will manage the appointments 

and booking patients with long term conditions who need such interventions, on 

behalf of surgeries as part of the new Clinical Management Hub. 

We will continue to roll out the LTC Profile Card and provide support to 

Practice Managers and Surgery Clinical Teams to develop and implement 

action plans to improve clinical quality and patient satisfaction 

Figure 31 
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6.3.4 Increasing and Integrating Capacity to Manage Long Term conditions 

in Primary Care 

 

Figure 32  shows the combined number of clinical interventions across all of the Diabetes QOF 

indicators delivered to patients, exception reported, not delivered and not exception reported 

but incentivised; and not delivered, not exception reported and not incentivised for each GP 

practice in Tilbury.  

 

In total 4575 clinical interventions relating to the management of diabetes were not delivered 

to Tilbury patients on diabetes disease QOF registers in 2015-16.  Of those only 1651 (35.5%) 

were because the patient had been exception reported.  The ‘yellow’ parts of the bars (relating 

to a total of 1037) were for interventions that were incentivised through the existing QOF 

commissioning framework but not delivered. Similar charts are available within the Tilbury ACO 

needs assessment document for QOF interventions relating the cardio-vascular disease and 

respiratory disease, and show a similar pattern. 

 

These data suggest that raising the threshold of the maximum level of QOF payment to 100% 

of eligible patients on all indicators (discussed on the previous page) may not be the entire 

solution to inadequate disease management of long term conditions in GP practices, as for 

some indicators, in some surgeries, patients did not receive interventions nor were exception 

reported, even though financial reward would have been payable under QOF.  Rather, where 

patients are not receiving clinical interventions were funding is available to practices to deliver 

them, it would suggest that surgeries lack clinical capacity to review and manage patients with 

long term conditions. 

  

NHS Thurrock CCG commission North East London NHS Foundation Trust (NELFT) to provide 

community long term conditions management clinics to support GP surgeries manage patients 

with diabetes, COPD, stroke and Heart Failure.  The Tilbury ACO Needs Assessment 

demonstrated a minority of patients with these conditions, registered at GP practice level were 

referred to these clinics.  Only 25%, 17% and 8% of patients with COPD, Heart Failure and 

Stroke respectively were referred to the relevant NELFT community commissioned service. 

(Figure 33).  The reasons for this are unclear, but whilst GP practices are failing to deliver 100% 

of QOF long term conditions management interventions to the cohort of patients eligible to 

receive them, these relatively low levels of referral suggest cause for concern. 

 

The needs assessment noted that possible causes  for low referral rates included the separation 

of community LTC management services from surgery clinical teams, and the fragmentation of 

community LTC management into disease specific services.  It noted that increasingly, Tilbury 

and Chadwell residents are living with more than one long term condition but needed to travel 

to different clinics, run at different times and locations to receive treatment for different long 

term conditions.  This is clearly not the most optimal way to deliver services from a patient 

experience point of view, and having a single long term conditions management service that 

could support practices review patients once for all of their long term conditions would be a 

more optimal way of service delivery. 

 

4575 NICE recommended 
clinical interventions 

31% 
25% 

8% 17% 

Figure 32 

Figure 33 
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Increasing and Integrating Capacity to Manage Long Term conditions in Primary Care 
(cont). 
 

Treatment for depression and anxiety is most commonly in Primary Care by GPs. NHS Thurrock CCG also 
commission Inclusion Thurrock to provide psychological talking therapies – IAPT (Increasing Access to 
Psychological Therapies), for patients with depression and anxiety.    

 

Like referral to NELFT community LTC management clinics for physical long term health conditions, the 
proportion of patients on GP surgery depression registers entering IAPT is relatively low (7% to 39%), with 
half of all surgeries in Tilbury and Chadwell having a lower rate of patients with depression and anxiety 
entering IAPT than the Thurrock average in 2016/17. (Figure 34)  
 

The relationship between physical long term health conditions and common mental health disorders 

(depression and anxiety) is well established and was discussed on page ***. 30% of people with long 

term physical health conditions also have co-morbid depression and/or anxiety, and that 46% of 

people with a mental health disorder, also have a co-morbid physical long term health condition. 

 

Furthermore, patients with long term physical health conditions and comorbid untreated depression 

and anxiety have been shown to have significantly poorer health outcomes, and significantly greater 

health service usage and costs. (Figure 35). 

 

We will address these issues by bringing community healthcare capacity for managing mental and 

physical long term conditions closer to Primary Care, and by integrating it into a single more 

streamlined service. 

Figure 34 

We will seek to create a single long terms condition management service within the 

Enhanced Primary Care Team, shared by the network of GP surgeries in Tilbury and 

Chadwell.  The LTC management service will be able to provide additional support to GP 

surgeries to manage patients with diabetes, cardio-vascular disease and respiratory disease, 

rather than requiring referral to disease specific community services, as at present.  The new 

arrangement will strengthen relationships between primary and community care clinicians 

for the management of patients with long term conditions.   It will also allow patients to be 

seen once, closer to home for all of their long term conditions rather than having to attend 

different clinics specialising in different long term conditions. 

 

We will integrate current IAPT services provided by Inclusion Thurrock  within the shared 

Enhanced Primary Care clinical team, in order to increase the number of patients with 

diagnosed depression and anxiety entering treatment, and provide a single integrated 

service offer that treats depression and anxiety alongside physical long term health 

conditions. 

Key Actions 

We will integrate current disease specific physical long term conditions 

clinics into a single integrated LTC management service, based within the 

shared Enhanced Primary Care clinical team, to strengthen shared care 

arrangements between Primary and Community Healthcare services and 

provide a one stop shop for patients 

We will integrate IAPT service provision within the Enhanced Primary 

Care clinical team to increase the number of patients with depression 

and anxiety entering treatment and to provide a single integrated 

service that can treat physical and mental ill health. 

Figure 35 
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Chapter 7: 

What does a 
good life look 

like for you? 
 

Proactive, Integrated 

Community Health and 

Wellbeing 

Complex, Frail Patients 

with Multiple Long Term 

Conditions 

Coordinated, 

proactive, 

integrated 

health and care 

• Proactive person centred care 

coordination 

• Integrated community assets, 

healthcare and adult social 

care 



Introduction 
This chapter focuses on the 1.8% of residents that account for 50% of the healthcare spend in Tilbury 

and Chadwell.  Although relatively small in number, this cohort has the greatest level of health and care 

need and uses a disproportionate amount of health and care resource.  Residents represented within 

this group are likely to have multiple long term conditions, come in contact with NHS community 

healthcare services, be in receipt of domiciliary home care or other types of adult social care package, 

and experience admission to hospital or other secondary care services, perhaps multiple times within a 

year. 

 

However, being in receipt of 50% of the total healthcare resource spent in Tilbury and Chadwell does 

not necessarily mean that this cohort receives the best possible health and care services. Anecdotal 

evidence from providers of health and care services suggest that services are often provided in a 

disjointed, inflexible and inefficient way.  In order to demonstrate this, we have selected at random, the 

records of a client from Thurrock Council’s Adult Social Care LAS, receiving domiciliary home care in 

2015/16, whom we shall name “Beryl”. 

 

Beryl and her likely care in  2015/16 
Beryl is an 89 year old woman who lives alone.  She has a history of TIAs and has strokes, the last one 

resulting in her being admitted to Basildon Hospital.  She also suffers from several cardio-vascular 

diseases including high blood pressure (hypertension) and Atrial Fibrillation, both of which are 

underlying risk factors for her strokes. As a lifelong smoker, she received a diagnosis of COPD ten years 

ago. She is monitored by her GP and different NELFT community long term conditions clinics for these 

conditions. 

 

She has also been diagnosed with osteoporosis and has a history of falls and fractures.   Her 

deteriorating long term conditions and her falls have resulted multiple visits to Basildon Hospital both as 

an outpatient and in terms of emergency A&E attendances.  She has been admitted to Basildon Hospital 

as an inpatient, once due a fall/fracture, and twice because of stroke/TIA over the past 12 months.  

 

She also has some continence issues and repeated UTIs requiring treatment by her GP and the 

community continence team. 

 

Following her last stroke, Beryl received some re-ablement at Basildon Hospital and then was assessed 

by the Hospital Social Work Team as requiring physical home care support, double handed, three times 

a day in order to meet her personal care needs as she now has impaired mobility. Her last stay in 

hospital has left her with some acquired pressure ulcers 

 

Beryl is suffering from depression and anxiety because of her deteriorating health and because she feels 

lonely and isolated.  Some mild confusion has been noted by the social work team.  

 

The diagram to the right summarises the needs of Beryl as assessed by the Health and Care system 
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Historically, as a result of the way health and care has been commissioned and provided, the 

following different services would all be contributing to Beryl’s care. 

 

GP Surgery 

Beryl’s GP and surgery will hold Beryl’s medical records and will be the first point of contact for 

Beryl on a day to day basis, and ultimately responsible for coordinating her care, including making 

referrals to other services that may be able to support her. Her GP surgery would be responsible 

for prescribing medication to treat infection and vaccinating Beryl against future infection e.g. 

influenza and pneumococcal infection. In addition, her surgery will be managing her COPD, Atrial 

Fibrillation, Stroke/TIA and depression through delivery of a series of clinical intervention under 

QOF. 

 

Hospital 

Have treated Beryl in A&E when she has had a COPD exacerbation or fall, as an in-patient 

following a stroke and fall, and as an outpatient for osteoporosis.  Re-ablement was also provided 

at hospital when Beryl was most un-well following her stroke, as was assessment to determine her 

adult social care homecare need. 

 

Community Respiratory Team 

Beryl may receive further treatment and management for her COPD from the Community 

Respiratory Team.  She is likely to have to access the team at a separate appointment by travelling 

to their clinic. Long term management of her COPD will be shared with her GP practice who will 

also undertake clinical management under QOF. 

 

Community Stroke Rehabilitation Service 

Beryl will be receiving further treatment and rehabilitation for her stroke from the Community 

Stroke Rehabilitation Service. The service, led by a specialist team provides specialist neuro-

rehabilitation to minimise deterioration of her condition and enable optimum function levels to be 

reached and maintained. It also provides specialist support, resources and education to Beryl to 

enable self-management. Beryl is likely to have to access the team at a separate appointment by 

travelling to their clinic. Long term management of her stroke will be shared with her GP practice 

who will also undertake clinical management under QOF. 

 

Integrated Community Team (ICT) 

Members of the ICT are visiting Beryl at home to provide care following her hospital discharge.  

Clinical staff are treating her pressure ulcers and providing wound care.  They may also undertake 

some prevention activity such as vaccinating Beryl against flu. 

 

 

Community Falls Team 

Given Beryl’s history of falls, she may have been referred to the falls service.  This service, provided 

by the NHS community provider, is responsible for conducting Medication Reviews, Postural 

stability training, eyesight checks and ensuring a home safety check is undertaken, with a view to 

reducing the likelihood and risk of Beryl having future falls. Beryl may have to travel to clinics for 

some of these services or they may be provided within her home. 

 

Occupational Therapy 

OTs would visit Beryl at home and assess how her home may need to be adapted in order to 

maximise independent living and help her to remain at home for as long as possible 

 

IAPT 

Beryl may wish to accessing talking therapies for her depression/anxiety. If so, she will need to 

either self-refer or be referred by her GP to her local IAPT provider, and travel to an appointment 

to receive the service 

 

Dementia Crisis Support Team 

Beryl has been referred to this team by her GP to investigate her memory and mild confusion 

issues.  They are currently undertaking memory diagnostic testing with Beryl. 

 

Domiciliary Home Care 

Beryl’s needs related to personal home care would were assessed on hospital discharge by the 

hospital social work team following some re-ablement. They have commissioned a private 

homecare provider, to provide three visits a day. 

 

Meals on Wheels 

Beryl’s low level of current physical functioning requires Meals on Wheels to be delivered to her 

home each day.  

 

MDT (Multi-disciplinary Team) 

MDTs are formed of groups of clinicians that are involved in Beryl’s care. Their aim is to review the 

care being provided to patients with complex or multiple needs and act in a proactive way to 

prevent the patient deteriorating and to better coordinate care. An MDT may or may not meet at 

Beryl’s surgery (as not all surgeries have MDTs).  Beryl may or may not be discussed at the MDT 

depending on the methodology used by her surgery to select patients for review.  Whether or not 

the MDT meets at Beryl’s surgery, it is unlikely that her GP  or any other single professional will 

have timely access to information on all clinical and care interventions provided to Beryl, and also 

unlikely that all services providing such interventions will be represented at the MDT. 
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Problems with the current way care is provided 
Figure 36 shows  he current way that care is provided for Beryl. A number of immediate problems 

with the current system, detailed below: 

 

Task and service focussed not holistic 

Care providers are commissioned through, and therefore deliver care as, a series of discrete “tasks” 

rather than as a single holistic single package that meets all of Beryl’s needs.  For example different 

NHS community care staff arrive at Beryl’s home to undertake different care tasks, usually centred 

around different clinical conditions. Similarly adult homecare providers are commissioned to deliver 

a fixed number of hours or minutes of care for a set number of times each day. with no flexibility 

relating to how Beryl may be feeling on a particular day or what her needs on that day may be. 

 

Impersonal and Anonymous 

Care is provided by multiple individuals from different teams in different organisations entering 

Beryl’s.  Beryl is likely to see many different individuals over the course of a week or even day, and 

these may be subject to change from day to day or week to week.  The care providers may not have 

time to get to know Beryl personal basis or understand anything above her most basic needs of 

food, personal care and disease management.  Further more, Beryl is subject to many visits of 

different people at differing times of the day making it impossible for her to plan her life outside of 

these care needs. 

 

Inflexible 

Because care is both task focussed and impersonal, the needs of the recipient of care, which may 

vary on a day to day basis are never taken into account.  Similarly, the task focussed nature of how 

care is commissioned, risks resulting in a ‘one size fits all’ type of care delivery that meets only the 

most basic needs of the resident. 

 

Fragmented 

Multiple organisations and individuals provide different health and care tasks. Beryl’s care is 

determined by how services are currently organised, not on her needs.  Beryl has to travel to 

multiple care providers to receive different elements of her care. Intelligence about the needs or 

wants of Beryl is not shared adequately between care providers.  Beryl has to “tell her story” many 

times to many different people.  No one care provider (most particularly important, her GP) has 

adequate or timely access to a single comprehensive record of the all the care Beryl has received, 

nor has an oversight of all of Beryl’s needs. Actions (or lack of them) in one part of the system drive 

demand and costs in another; for example if Beryl’s cardio-vascular disease is poorly managed in 

the community, Beryl is likely to be admitted to hospital as an emergency. 

 

Inefficient 

At an organisational level, staff may have to visit many different patients/clients across and beyond 

the Thurrock boundary, resulting in much time spent travelling between individual residents’ homes 

rather than providing care.  At a health and care system’s level, multiple visits may be conducted by 

staff from different organisations to the same clients’ home to undertake different tasks, when a 

single person could undertake all tasks more effectively.  

 

Reactive not preventative 

Each care provider delivers a specific intervention in reaction to Beryl’s current situation. Insufficient 

consideration is given to any long term plan for Beryl that focuses on preventing her from 

deteriorating further. Self care does not feature highly enough in Beryl’s long term care plan. 

Biomedical and deficit based rather than person centred and asset based 

Beryl’s needs are determined separately by professionals based on their assessments of what she can’t do 

or what is wrong with her. Care delivery focuses purely on “fixing” or managing Beryl’s health and care 

deficits by doing things “to” Beryl. Beryl is a passive recipient of care. Insufficient consideration is given to 

Beryl as a person, what life she may want or what makes her happy.  Options for Beryl gaining support 

from her wider community, (to address for example her isolation and loneliness) are widely ignored.  

 

A better way for Beryl 
The title for this chapter is taken from an observation made by a leader of one part of our local health 

care system who rightly suggested that instead of providing health and care services to residents from the 

starting point of current organisational forms or the deficits of the care recipient as organisations 

determine them, we should start from the point of view of those receiving services and ask the 

fundamental question “what does a good life look like for you?” 
 

Figure  36 
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A Better Way for Beryl: Key Principles of a new model of 

integrated care 
 
Addressing the challenges identified in figure X on the previous page requires fundamental 

reform of the way that health and care is organised at a local level.  To achieve it requires a 

paradigm shift in thinking of those delivering health and care services, and may present a 

challenge to current established professional hierarchies. It is likely to require a new relationship 

between commissioners and providers, and between provider and provider, and potentially an 

entirely new provider landscape.    

 

Such a level of system transformation will only be successful if there is ‘buy in’ a new vision for 

how health and care could be provided, across staff at all levels and throughout all 

organisations that make up our current health and care system; successful delivery will require 

co-design between commissioners, providers and residents.   As such, this Case for Change 

document does not seek to specify in detail the precise organisational forms of a new health 

and care system, but sets out some high level principles centred around the needs of the care 

receiver, for a new model of care.   We envisage that the detailed design work for realising this 

vision will take place in the Integrated Models of Care work stream and beyond it. 

 

However, in order to address some of the issues being experienced by Beryl and the thousands 

like her receiving care in our current system, we propose that any new model of care needs to 

be based on the following five key principles: 

 

Too often, the care in the current system is determined by professionals and specified as a series of 

tasks.  The new model of care needs to shift the focus of organisations from “doing to” to “doing with”.  
This requires a new relationship between care provider and care receiver based on empowerment and 

partnership.  Fundamental to this new relationship is the opportunity for the care receiver to consider 

and specify “what a good life” means to them.  It starts with a single, common, comprehensive and 

holistic assessment of their needs as they define them. Such an assessment needs to consider the 

individual in the context of their family, friends and community, rather than simply in the context of the 

physical functioning of their own body. Issues to be discussed and agreed with the individual in 

developing a care plan need to include: 

• Physical health needs 

• Mental and emotional wellbeing 

• Functional ability 

• Social health, social relationships, hobbies and interests 

• Economic factors such as income, benefits and debt 

• Educational factors and  

• Cultural factors 

• Housing 

• Self care and empowerment 

 

The single, comprehensive assessment needs to form a single comprehensive agreed care plan that all 

services work in partnership with the care receiver to deliver.  

 

The Five Pillars of a New Model of Care 

1. Holistic and Person Centred 

Figure X on page Y demonstrated the sheer number of different individuals that may be entering Beryl’s 

home at any one time to deliver care “tasks”.  Even within a given category of care (for example 

domiciliary home care) different individuals may deliver the same type of task at different times.  This 

situation is bad for both care receiver and care provider as there is little chance to form any kind of 

relationship or shared understanding of needs. From Beryl’s point of view, care is provided by 

anonymous strangers to whom she constantly has to re-tell her “story”; from the care provider’s point 

of view, care is provided “cold” to patients or clients whose needs they have little or no understanding 

of.   

 

The new model of care needs to limit the number of different people delivering care to the resident to 

the absolute minimum and provide a consistency in care relationship between care giver and receiver.  

This will provide a more rewarding working environment for those providing care, and a more fulfilling 

and personal care experience for residents.  It is also a more efficient way of delivering care as the 

needs of the resident will be known and understood by the individual or individuals delivering care to 

them.  As such, opportunities for more holistic and preventative care will become available, and 

monitoring of changes in the health and wellbeing of residents become easier. 

 

Personalised care is also flexible care. It represents a shift away from the current situation of delivering 

care as a set number of specific tasks, determined in advance and delivered in the same way each day, 

to one that adapts to the changing needs and wishes of the resident from day to day and week to 

week.  It puts the receiver of care in control of the care they receive each day, and who provides it. 

2. Personal 
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Although  our new model of care aims to deliver services through small self-directed teams of multi-skilled 

professionals, we recognise in the case of residents like Beryl, the sheer number of different services they may 

require make this challenging. However we must move from the current situation of multiple task oriented 

services working directly with Beryl and in isolation of each other, to a single coordinated approach. 

 

Our New Model of Care will therefore have a single named accountable ‘case manager’ assigned to Beryl 

and every other resident with complex needs.  They will act as the single point of contact for Beryl and her 

GP, and will coordinate the care activities of all other health and care professionals in order to deliver the 

single care plan agreed with the resident as part of the single holistic assessment process.  The case manager 

will be responsible for maintaining the single common comprehensive holistic assessment and single agreed 

care plan, that all care providers will work  to. 

 

The case manager will “broker” care from all other parts of health and care system on behalf of the Beryl and 

will be responsible for keeping her single shared care plan up to date.  This new care coordination approach 

will ensure that activity is not duplicated between different parts of the system, and that everyone involved in 

delivering Beryl’s care is sighted on every other part of it. 

 

The case manager will play an active part in surgery based multi-disciplinary teams 

 

If personal, flexible and holistic care is to be provided, then care delivery needs to become 

much more localised.  It will simply be impossible to deliver the rationalised number of care 

givers and flexible approach to care provided above, if care delivery is organised across a 

single large geographical footprint.  The new model of care will require a number of sub-

borough or even sub-locality based wellbeing teams, with fewer staff members  in each team, 

and each team member up-skilled to undertake a more diverse range of tasks than at present.  

For example domiciliary care workers could be trained to undertake clinical bio-marker 

monitoring or routine clinical tasks such as HCA tasks – BPs, urinalysis, phlebotomy, peak flow 

for COPD, wound care.  Stronger relationship with the GP to save the GP visiting.  Current carer 

relationship with GP doesn’t exist. 

 

In order to gain maximum efficiency, we envisage localised wellbeing teams to be more self-

directed and self managing.  We will seeks to eliminate any unnecessary administrative burden 

on front line staff that comes from the current “KPI heavy” commissioner-provider relationship, 

and release time for resident facing care.  Although there are some specialist services where 

small numbers of patients/clients accessing them require provision only at Borough wide level 

or above, we will seek to re-design and re-provide services on default locality or sub-locality 

footprint, unless there are clear reasons why this is not possible. 

 

Localised wellbeing teams are also holistic teams.  They operate within the context of a wider 

knowledge and understanding of the capacity, skills, and assets in their locality.  They will 

capitalise on these community assets and provide a link between the resident and their 

community, making it easier for the goals set out in the resident’s care plan to be realised. 

 

An example of this approach is shown in this You-Tube Video. 

3. Localised 4. Coordinated 

Our new model of care fundamentally shifts the emphasis of care from being reactive to being proactive.  

Care delivery moves from individual organisations and professionals completed set tasks specified in 

advance to one of contributing to achieving the goals set out in a single shared care plan based on a single 

common holistic assessment which aims to deliver the best life possible  as defined by the resident.  This will 

be achieved by professionals working as equal partners with the resident and the wider assets within their 

community. 

 

We will also deliver proactive care by effective case finding of residents most likely to benefit from this new 

approach.   Too often the current system of care delivery waits until a resident is in crisis or suffers a serious 

health event and is admitted to hospital, before providing a service.  For example, in 2015/16 the most 

common route of entry to services commissioned or provided by Thurrock Council Adult Social Care was 

through the Basildon Hospital Social Work Team, following a hospital admission. 

 

By using our new Integrated Data Solution and linked patient/client records from MedeAnalytics (see page 

39), we will develop more effective risk stratisfaction tools that will allow us to identify the characteristics of 

specific cohorts of residents at greatest risk of adverse health events, and intervene earlier with our new 

integrated model of care.  We will work with each GP surgery in the Tilbury and Chadwell network to ensure 

a systematic process of ‘case finding’ of patients who could benefit from care coordination is implemented 

using reports produced by the Healthcare Public Health Team in MedeAnalytics.   We will also ensure that 

every GP surgery is supported to have an effective Multi-disciplinary team that meets regularly to review 

patient cohorts deemed to be most at risk and who could most benefit from our new Model of Care. 

 

Our new Integrated Locality Wellbeing Teams will also play a key role in identifying vulnerable residents 

within their locality or sub-locality as a further mechanism for effective, proactive case finding. 

 
 

5. Proactive 
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Community Wellbeing Teams 
In order to achieve our vision of the five pillars of care we will implement new sub-locality “wellbeing 

teams”.  Whilst the precise make up of these teams is beyond the scope of this document and will 

be determined by stakeholders in the Integrated Workforce work stream of the New Models of Care 

programme, as a minimum they will include a new  “Wellbeing worker” role who will be trained to 

undertake the following: 

 

• Replace the domiciliary care provider function and provide personal care to residents 

• Undertake monitoring of clinical biomarkers and provide some routine healthcare procedures 

that a traditional healthcare assistant might currently deliver, for example undertake blood 

pressure monitoring, wound care, phlebotomy or urinalysis.  In doing so, they will provide a key 

link between homecare and the GP surgery 

• Be partly ‘outward facing’ and have a good understanding of the wider assets within the 

resident’s community, and be responsible for linking the resident into these in order to deliver “a 

good life”, promote self care and maximise opportunities for prevention. 

 

In short, the new “Wellbeing Worker” will combine elements of the traditional domiciliary homecare 

worker, HCA and social prescriber/Local Area Coordinator. 

 

We envisage wellbeing workers to be matched with residents depending on the needs and wishes of 

the resident as identified and captured in the single holistic assessment, with a view to developing a 

longer term one to one relationship with the resident.  This will be both rewarding for the resident in 

terms of consistency of individual assisting them with daily living and for the wellbeing worker who 

will be able to use their individual skills, interests and talents to enrich the lives of a specific group of 

residents.  The longer term consistent care relationship will also maximise opportunities for 

monitoring and prevention.  The new “Wellbeing worker” role will also give greater status to 

traditional domiciliary care roles, provide opportunities for training and career development and as 

such, should result in a more sustainable and stable ASC homecare provision. 

 

Community Wellbeing Teams may also include other community healthcare or GP surgery clinical 

team members, together with care coordinators.   They will be absolutely critical members of future 

surgery based Multidisciplinary Teams.  The Community Wellbeing Team, through the care 

coordinator will broker additional specialist clinical care from current providers where necessary to 

meet the resident’s single shared care plan. 

 

Community Wellbeing Teams will be sub-locality focussed and as self-directing as possible in order 

to maximise direct client contact time, minimise travel and gain the greatest possible understanding 

of the client in the context of his or her wider community.  Evidence from similar models of self-

directing teams e.g. Buurtzorg suggest that the team should be no-greater than 12 team members 

in size. 

 

The Integrated Workforce work stream may also wish to consider adding additional functions into 

the wellbeing team or working alongside it, including a “discharge to assess” model, where patients 

are discharged back into the community and re-abled to their maximum ability before their long 

term single holistic assessment, single shared care plan and on-going community support it agreed. 

 

This new model of care, may look something like figure 37 

 

 

Figure  37 
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 Summary and Key Actions 

• We will assess all residents’ needs once using a single, common, holistic assessment tool in partnership with the resident. 

The tool will consider and identify the physical, emotional, mental, functional, educational, economic, cultural, housing 

and self care needs of the resident, in the context of their wider family and community. 

 

• We will develop a single, comprehensive shared care plan based on the assessment that all care providers will work to. 

• We will rationalise the number of individuals providing care to the resident to the absolute minimum and up-skill the existing 

health and care workforce to deliver a wider range of health and care tasks. 
 

• We will concentrate on having fewer people providing longer term care, and focus on developing consistent care relationships 
 

• We will ensure that care is provided in a way that is flexible enough to change to meet the changing needs and wants of the 

resident on a day to day and week to week basis. 

• We will create localised, self-directing community health and wellbeing teams at a sub-locality level to act as the primary interface between the resident 

and health and care services. 
 

• We will create a new “Wellbeing Worker” role within these teams who will be responsible for providing traditional domiciliary home care, routine clinical 

monitoring and procedures traditionally undertaken by a Health Care Assistant, and providing a link between the resident and assets and capacity within 

his or her community 
 

• We will develop a new relationship between commissioners and these teams, based on high level population health outcomes and the absolute minimum 

level of KPIs and administration 

• We will introduce “care coordination” across all current providers of health and care, with a single named accountable 

professional responsible for brokering care for the resident from the current providers, as determined by their single 

comprehensive shared care plan, and acting as a single point of contact for the resident and their GP. 
 

• We will ensure effective Multi-Disciplinary Teams operate within each GP surgery within the Tilbury and Chadwell 

network, and that all key professionals involved in the care of residents are in attendance. 

• We will shift the relationship between care provider and receiver from one that reacts to their current health status to one 

that empowers them to remain well and live the best life possible. 
 

• We will implement proactive “case finding” mechanisms including use of risk stratification tools and systematic clinical and 

wellbeing worker judgement to identify residents at risk of adverse health events who would most benefit from care 

coordination, and intervene earlier 
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8. Implementing and Evaluating our New Model of Care  

8.1 Agreed Governance Structure 

 
The Governance Structure shown in figure 38 has been agreed by all key stakeholders and has 

been set up. 

 

A Thurrock Accountable Care Partnership Executive is meeting regularly and will be responsible 

for governance in terms finance, performance and future commissioning/provider contractual 

relationships across Thurrock.  A Tilbury and Chadwell New Models of Care Steering Group will 

take over all responsibility for delivery of the New Model of Care as described within this 

document and will report to the ACP Executive Group. Terms of reference for this group are 

currently in development. 

 

Below this, three working groups will be responsible for developing and delivering work 

programmes relating to the three key chapters in this document (5,6 and 7), and focusing on 

  

• Improving and Enhancing the capacity and capability of Primary Care 

• Improving the Diagnosis and Treatment of people with Long Term Conditions (Find the 
missing thousands, treat the missing hundreds) 

• Delivering Proactive, Integrated Community Health and Wellbeing 

 

The role of each working group will be to convert the high level “key actions” set out in each 

chapter into a detailed action plan, and then manage the implementation of that plan, 

transforming care in Tilbury and Chadwell around the three key topics set out in each chapter.  

Progress against these action plans will be monitored at the Tilbury and Chadwell Project 

Steering Group and ultimately the Thurrock ACP Executive 

 

8.2 Evaluating Impact of the New Model of Care 
 

The key purpose of piloting the New Model of Care in Tilbury and Chadwell is to demonstrate 

“proof of concept”, with a view to replicating it across Thurrock (and beyond) if shown to be 

successful.  As such, building robust evaluation into the programme of work both in terms of an 

initial baseline of health and care activity and outcomes, and the impact of the work programme 

on that activity and outcomes will be key. 

 

Overall responsibility for evaluation will rest with Thurrock Healthcare Public Health Team, with 

additional support provided through the Consultant in Public Health from Public Health England 

(East of England).  However agreeing what indicators will be base-lined and measured needs to 

be one of the first tasks undertaken by each of the three working groups.  By implementing the 

key actions set out in this document, we expect the New Model of Care to demonstrate 

sustainability in terms of reduced activity and cost in secondary health care (for example through 

reduced hospital admissions and A&E attendances) and in Adult Social Care (for example 

through reduced numbers of residents entering residential care).   It is therefore essential that 

activity and cost in the cohorts of residents impacted by the New Model of Care are base-lined 

and monitored in detail. 

 

We will produce an evaluation framework for the New Model of Care by December 2017 which 

lists all indicators agreed by the three working groups, together with agreed levels of investment 

required to implement the key actions, and expected impacts in terms of population health and 

financial return. 

 

Agreed Governance Structure 
Figure 38 
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8.3 Summary of Key Actions for each working group 

 
The follow sections summarise the proposed key actions for each of the three working groups, as set out in Chapters 5,6 and 7 together with work to date on their potential impacts both in terms of 

population health and system sustainability.  They have been produced as a starting point from which each working group can develop a more detailed action plan and evaluation framework. 

 

8.3.1 Enhance the capacity and capability of Primary Care 
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8. Implementing and Evaluating our New Model of Care  

8.3 Summary of Key Actions for each working group 
 

8.3.2 Improve the diagnosis and management of long term conditions 
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8.3.2 Improve the diagnosis and management of long term conditions (continued) 
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8. Implementing and Evaluating our New Model of Care  

8.3.3 Proactive, Integrated Community Health and Wellbeing 

 

Page 54 summarises the key actions of this work stream, based upon the proposed “five pillars of care”. 

 

It is difficult to quantify the impact in terms of activity and cost accurately of this integrated care coordination approach, but best evidence suggests it can reduce 

health and care costs by at least 20%.  If this were realised in Tilbury and Chadwell it would represent a potential saving of £1.34M in healthcare costs alone. 
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